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IF  MORE  MEN  CRIED 


At  least  seventy-five  out  of 
one  hundred  adults  with 
duodenal  ulcers  are  men.1 
Why?  It  may  be  signifi- 
cant that  duodenal  ulcer 
patients  tend  to  crave 
recognition  and  are 
especially  vulnerable  to 
threats  to  their  manly 
assertive  independence.”2 


Hypersecretion— an  atavistic  response. 

Stewart  Wolf,  who,  with  Harold  G.  Wolff, 
studied  the  personalities  of  duodenal  ulcer 
patients,  wonders  if  masculine  competitive- 
ness is  related  to  “an  atavistic  urge  to  devour 
an  adversary.”  It  is  striking,  he  reports,  that 
an  accentuation  of  gastric  acid  secretion  and 
motility  can  be  “induced  in  ulcer  patients  by 
discussions  that  arouse  feelings  of  inade- 
quacy, frustration  and  resentment.”2 


Big  boys  don't  cry.  If  more  men  cried, 
maybe  fewer  would  wind  up  with  duodenal 
ulcers.  But  men  will  be  men— the  sum  total  oi 
their  genes  and  what  the} 
are  taught.  Schottstaedl 
observes  that  when  £ 
mother  admonishes  hei 
son  who  has  hurt  himseh 
that  big  boys  don’t  cry,  sh( 
is  teaching  hirr 
stoicism.4  Crying  is  th 
negation  of  everything 
society  thinks  of  as  manly 
A boy  starts  defending  hi 
manhood  at  an  early  age 


: 


By  chance?  A lean,  hungry  lot.  Was  the 
link  between  emotions  and  gastric  hyper- 
acidity acquired  through  mutation  to  serve 


a purpose?  During  man’s  jungle  period  of 


Take  away  stress 
you  can  take  away  symptoms 

There  is  no  question  that  stress  plays 
role  in  the  etiology  of  duodenal  ulcei 
Alvarez5  observes  that  many  a man  with  a 
ulcer  loses  his  symptoms  the  day  he  shuts  u 
the  office  and  starts  out  on  a vacation.  Th 
problem  is,  the  type  of  man  likely  to  have  a 
ulcer  is  the  type  least  likely  to  take  Ion  ; 
vacations  or  take  it  easy  at  work. 


evolution,  the  investigator  points  out,  a male 
dealt  with  a foe  by  killing  and  devouring  it. 
“It  may  be  more  than  coincidence,”  he  con- 
cludes, that  peptic  ulcer  patients  appear  to 
be  “a  lean,  hungry,  competitive  lot.”3 


The  rest  cure  vs.  the  two-way  action  c 
Librax.®  For  most  patients,  the  rest  cure 
as  unrealistic  as  it  is  desirable.  Still,  tt 
stress  factor  must  be  dealt  with.  And  hei 
is  where  the  dual  action  of  adjunctive  Libra 
can  help.  Librax  is  the  only  drug  that  con 


: 


JSj' 

111(1 


References:  1.  Silen,  W.:  “Peptic  Ulcer,”  in  Wintrobe,  M.  I 
et  al.  (eds.) : Harrison’s  Principles  of  Internal  Medicine,  ■[ 
6,  New  York,  McGraw-Hill  Book  Company,  1970,  p.  14 
2.  Wolf,  S.,  and  Goodell,  H.  (eds.):  Harold  G.  Wol\ 
Stress  and  Disease,  ed.  2,  Springfield,  111.,  Charles 
Thomas,  1968,  pp.  68-69.  3.  Ibid.,  p.  257.  4.  Schottstae; 
W.  W.:  Psycho  physiologic  Approach  in  Medical  Practil 
Chicago,  111.,  The  Year  Book  Publishers,  Inc.,  1960,  p.  1 
5.  Alvarez,  W.  C.:  The  Neuroses,  Philadelphia,  Pa.,  W.  j! 
Saunders  Company,  1951,  p.  384. 
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)ines  the  antianxiety 
iction  of  Librium® 
chlordiazepoxide  HC1) 
vith  the  dependable 
mtisecretory/ 
intispasmodic 
iction  of 
^uarzan®  (clidinium  Br). 


Protects  man  from  his  own  hungry  per- 
sonality. The  action  of  Librium  reduces 
mxiety — helps  protect  the  vulnerable  patient 
Tom  the  psychological  overreaction  to  stress 
hat  clutches  his  stomach.  At  the  same  time, 
he  action  of  Quarzan  helps  quiet  the  hyper- 
ictive  gut,  decreasing  hypermotility  and 
lypersecretion. 

An  inner  healing  environment  with  1 
>r  2 capsules,  3 or  4 times  daily.  Of  course, 
here’s  more  to  the  treatment  of  duodenal 
ilcer  than  a prescription  for  Librax.  The  pa- 
ient — with  your  guidance — will  have  to  ad- 
ust to  a different  pattern  of  living  if  treat- 
nent  is  to  succeed.  During  this  adjustment 
teriod,  1 or  2 capsules  of  Librax  3 or  4 times 
jlaily  can  help  establish  a desirable  environ- 
•nnnt  for  healing. 

1 Librax:  It  can’t  change  man’s  nature. 
Jut  it  can  usually  make  it  easier  for  men  to 
,ope  with  the  discomfort  of  stress— both 
psychic  and  gastric — that  can  precipitate 
nd  exacerbate  duodenal  ulcer, 
iibrax : Rx  #60  1 cap.  a.c.  and  2 h.s. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma; 
prostatic  hypertrophy  and  benign  bladder 
neck  obstruction;  known  hypersensitivity  to 
chlordiazepoxide  hydrochloride  and/  or 
clidinium  bromide. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other  CNS 
depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations 
requiring  complete  mental  alertness  (e.g.,  operating 
machinery,  driving).  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on  recommended  doses, 
use  caution  in  administering  Librium  (chlordiazepoxide 
hydrochloride)  to  known  addiction-prone  individuals  or  those 
who  might  increase  dosage;  withdrawal  symptoms  (including 
convulsions),  following  discontinuation  of  the  drug  and  similar 
to  those  seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing  age 
requires  that  its  potential  benefits  be  weighed  against  its 
possible  hazards.  As  with  all  anticholinergic  drugs,  an  inhibiting 
effect  on  lactation  may  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  over- 
sedation or  confusion  (not  more  than  two  capsules  per  day 
initially;  increase  gradually  as  needed  and  tolerated).  Though 
generally  not  recommended,  if  combination  therapy  with  other 
psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic  function. 
Paradoxical  reactions  (e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric  patients.  Employ  usual 
precautions  in  treatment  of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients  receiving 
the  drug  and  oral  anticoagulants;  causal  relationship  has  not 
been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsi- 
ness, ataxia  and  confusion  may  occur,  especially  in  the  elderly 
and  debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasionally  observed 
at  the  lower  dosage  ranges.  In  a few  instances  syncope  has 
been  reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscra- 
sias  (includingagranulocytosis),  jaundice  and  hepatic  dys- 
function have  been  reported  occasionally  with  chlordiazepoxide 
hydrochloride,  making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy.  Adverse  effects 
reported  with  Librax  are  typical  of  anticholinergic  agents,  i.e., 
dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/  or  low 
residue  diets. 

in  the  treatment  of 
duodenal  ulcer 
«i  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


When  you  prescribed 

Orinase 


14  years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessc, 
for  optimal  control  with  insulin  are  also  necessary  with  Orina: 
The  patient  on  Orinase  must  be  fully  instructed:  about  t 
nature  of  his  disease;  how  to  prevent  and  detect  complication 
how  to  control  his  condition;  not  to  neglect  dietary  restrictiot 
develop  a careless  attitude  or  disregard  instructions  relative 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of 
fection;  how  to  recognize  and  counteract  impending  hypoc  n 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  hr 
to  use  insulin;  and  to  report  to  the  physician  immediately  if'lf( 
does  not  feel  as  well  as  usual.  j j 

Caution,  very  close  observation,  and  careful  adjustment L 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  t , 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiaz s - 
diuretics  are  administered  which  may  result  in  aggravation!  ,, 
diabetic  state  and  increased  tolbutamide  requirement,  tern;, 
rary  loss  of  control,  or  even  secondary  failure;  treating  patiej  . 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  r 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hy  j 
glycemia  which  may  require  corrective  therapy  over  sevi 
days;  and  treating  patients  with  severe  trauma,  infection,  or : j 
gical  procedures  where  temporary  return  to  insulin  or  addi  g 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dir  >' 
ished  in  patients  receiving  therapy  with  beta  blocking  age; 

As  some  diabetics  are  not  suitable  candidates,  it  is  essen  / 
that  the  physician  familiarize  himself  with  the  indications,  li  ; j2' 
of  application,  and  selection  of  patients  for  therapy.  ( 

Patients  must  be  under  continuous  medical  supervision,  j ^ 
during  the  initial  test  period  should  communicate  with  the  pKn[' 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
•bably  had  quite  a bit  of  clinical  experience 
h Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
about  it. 

On  the  one  hand,  you  know  that  diet 
j weight  control  are  the  initial  and  essential 
mdations  for  the  management  of  adult- 
let,  non-ketotic  diabetes.  When  these 
iiisures  prove  satisfactory,  no  additional 
rapy  is  indicated.  On  the  other  hand,  you 
|w  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  low  ers  blood 
sugar  as  effectively  today  as  it  did  w hen  you 
first  prescribed  it. 

You  also  know'  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase 

0.5  g tablets 

(tolbutam  ide,  Upjoh  n) 


essi  1 daily,  and  during  the  first  month  report  at  least  once  weekly 
u physical  examination  and  definitive  evaluation.  After  a month, 
ult  minations  are  recommended  monthly  or  as  indicated.  Ap- 
atioi  ranee  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
Bring  or  persistent  elevation  of  blood  sugar,  or  failure  to 
lin  and  hold  clinical  improvement  indicate  nonresponsive- 
; to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
naming  standard  diet  regulation.  Uncooperative  patients 
jld  be  considered  unsuitable  for  therapy.  Prescriptions  should 
efilled  only  on  specific  instruction  of  physician.  In  treating 
asymptomatic  diabetic  patients  with  abnormal  glucose 
ranee,  glucose  tolerance  tests  should  be  obtained  at  three- 
x-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
ation  ietes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
tern  lin  is  indispensable. 

patie  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
leO  >riate  package  literature  should  be  consulted, 
itelty  d verse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
sevi  occur  and  may  mimic  acute  neurologic  disorders  such  as 
i, or s b ra I thrombosis.  Certain  factors  such  as  hepatic  and  renal 
addit  ase.  malnutrition,  advanced  age,  alcohol  ingestion,  and 
is® mat  and  pituitary  insufficiency  may  predispose  to  hypogly- 
3 ag6  ia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
ess^as,  oxyphenbutazone,  salicylates,  probenecid,  monamine 
ms,  l>r  ase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
lyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
ision.  ;ase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
IhePM  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upjohn  Company  JA71  1495  MEDB-5-S  LAO-6 
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HAPPY  NEWS! 
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INTRODUCING 

TETRACYN500 

(TETRACYCLINE  HCI,  500-mg  capsules) 

THE  LOW-COST 
BRAND-NAME  TETRACYCLINE 


TETRACYN  also  available  as  250-mg  capsules 

(TETRACYCLINE  HCI)  ^ 


J.B.ROERIG  DIVISION 

PFIZER  PHARMACEUTICALS 
NEW  YORK,  N Y-  10017 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3Vi,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


Old  winner, 
new  bottle. 


DBl®  phenformin  HC1 
tablets  of  25  dir. 

DBI-TD®  phenformin  HC1 
capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  second- 
ary; adjunct  to  insulin  therapy  of  unstable 
diabetes  mellitus. 

Contraindications:  Diabetes  mellitus  that 
can  be  regulated  by  diet  alone;  juvenile 
diabetes  mellitus  that  is  uncomplicated  and 
well  regulated  on  insulin;  acute  complica- 
tions of  diabetes  mellitus  (metabolic  acido- 
sis, coma,  infection,  gangrene);  during  or 
immediately  after  surgery  where  insulin  is 
indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 
hypoglycemia. 

Warnings:  Use  during  pregnancy  is  to  be 
avoided. 

Precautions:  1.  Starvation  Ketosis:  This 
must  be  differentiated  from  “insulin  lack” 
ketosis  and  is  characterized  by  ketonuria 


which,  in  spite  of  relatively  normal  blood 
and  urine  sugar,  may  result  from  excessive 
phenformin  therapy,  excessive  insulin  reduc- 
tion, or  insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower  phenformin 
dosage,  or  supply  carbohydrates  to  alleviate 
this  state.  Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recom- 
mended in  the  presence  of  azotemia  or  in 
any  clinical  situation  that  predisposes  to 
sustained  hypotension  that  could  lead  to 
lactic  acidosis.  To  differentiate  lactic  acido- 
sis from  ketoacidosis,  periodic  determina- 
tions of  ketones  in  the  blood  and  urine 
should  be  made  in  diabetics  previously  sta- 
bilized on  phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable.  If  elec- 
trolyte imbalance  is  suspected,  periodic 
determinations  should  also  be  made  of  elec- 
trolytes, pH,  and  the  lactate-pyruvate  ratio. 
The  drug  should  be  withdrawn  and  insu- 
lin, when  required,  and  other  corrective 
measures  instituted  immediately  upon  the 
appearance  of  any  metabolic  acidosis. 


3.  Hypoglycemia:  Although  hypoglycemic 
reactions  are  rare  when  phenformin  is  used 
alone,  every  precaution  should  be  observed 
during  the  dosage  adjustment  period  particu- 
larly when  insulin  or  a sulfonylurea  has 
been  given  in  combination  with  phenformin 
Adverse  Reactions:  Principally  gastrointes- 
tinal; unpleasant  metallic  taste,  continuing 
to  anorexia,  nausea  and,  less  frequently, 
vomiting  and  diarrhea.  Reduce  dosage  at 
first  sign  of  these  symptoms.  In  case  of  vom- 
iting. the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been 
reported,  as  have  gastrointestinal  symptoms 
such  as  anorexia,  nausea  and  vomiting  fol- 
lowing excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage, 
please  see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
Distributors 
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When  doctors  speak... 
Medicenter  listens. 


Medicenters  are  dedicated 
to  the  finest  in  sub-acute  pa- 
tient care  for  short  term  re- 
covery from  illness  or  injury. 
We  recognize  and  practice  the 
fact  that  each  of  our  patients 
is  under  the  supervision  of  his 
or  her  personal  physician. 


Based  upon  recommenda- 
tions we’ve  received  from  many 
physicians,  we  arrange  and 
provide  for  easy  transfer  from 
hospital  to  Medicenter.  We’re 
conveniently  located  close  to 
hospital  complexes.  Our  forms 
and  charts  are  thorough  but 


simplified.  We  have  a fully- 
equipped  and  staffed  physical 
therapy  department.  Lab,  X- 
ray  and  pharmacy  services  are 
available. 

That’s  why  we  say  “when 
doctors  speak. ..Medicenter  lis- 
tens.” May  we  hear  from  you? 


Medicenter  of  America 
2601  Forest  Drive 
Columbia,  South  Carolina  29204 


389  Serpentine  Drive 
Spartanburg,  South  Carolina  29302 


You  build  a couple  of  golf  courses, 
what  else. 


Not  just  run-of-the-mill  courses,  either.  But  something  special. 
Something  worthy  of  the  skill  of  Mr.  Willard  Byrd,  golf  course 
architect  par  excellence. 

So  you  give  him  plenty  to  work  with.  A virgin  island;  one  of  the 
last  remaining  natural  Sea  Islands  along  the  South  Atlantic 
Coast.  An  ocean.  Year-round  climate.  Shimmering  palmettos. 
Mystic  moss-draped  oaks.  Rivers  and  ponds.  Even  a 
couple  of  alligator  wallows. 

Then  you  plan  a magnificent  club  house  in  the  same 
old-South  elegance  of  the  newly  re-created  Mills 
Hyatt  House  in  Charleston.  Include  every  country 
club  amenity.  Reserve  an  area  for  luxury 
condominiums.  Float  a marina  at  the  Atlantic’s 


door.  Line  the  fairways,  waterways,  and  beautiful  beach 
with  estate-size  home  sites.  And  you've  got 
Seabrook  Island,  South  Carolina. 

A golfer-sportsman's  haven.  20  miles  from  Charleston. 

1 00  minutes  from  Washington.  1 30  minutes  from  New  York. 
Course  No.  1 will  be  ready  for  play  mid-summer,  1 972. 

Course  No.  2 shortly  thereafter.  To  play  them  you’ve  got 
to  own  a piece  of  the  Island.  Like  inviting  someone 
to  put  a down  payment  on  Heaven. 

Inquiries  now  invited.  Properties  shown  by 
appointment  only.  Contact:  Seabrook 
Development  Corporation,  P.  0.  Box  157, 
Charleston,  S.  C.  803/577-3174. 
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South  Carolina  reaidenta  only. 


The  Rx  that  says 

“Relax” 


BUTISOL  Sodium  provides  highly  predictable  sedative  effect: 
minor  dosage  adjustments  are  usually  all  that’s  needed  to 
produce  the  desired  degree  of  sedation.  (With  3 dosage  forms 
and  4 strengths  to  make  adjustments  easy.) 

BUTISOL  Sodium  offers  prompt,  smooth,  relatively  non- 
cumulative  action:  begins  to  work  within  30  minutes. . .yet, 
because  of  its  intermediate  rate  of  metabolism,  generally  has 
neither  a roller-coaster’  nor  a ' hangover"  effect. 

BUTISOL  Sodium  is  remarkably  well  tolerated: 

a 30-year  safety  record  assures  you  that  there  is  little  likelihooi 
of  unexpected  reactions. 

BUTISOL  Sodium  saves  your  patients  money: 

costs  less  than  half  as  much  as  most  commonly  prescribed 
sedative  tranquilizers* 

Four  good  reasons  for  prescribing  BUTISOL  Sodium  for  the 
many  patients  who  need  to  have  the  pace  set  just  a little 
slower.  Its  gentle  daytime  sedative  action  is  often  all  that’s 
needed  to  help  the  usually  well-adjusted  patient  cope 
with  temporary  stress ...  or  to  relieve  the  anxiety  associated 
with. hypertension,  coronary  disorders,  premenstrual  tension, 
surgical  procedures,  functional  Gl  disorders,  or  the  strains 
of  aging. 

: Based  on  surveys  of  average  daily  prescription  costs. 


Butisol  SODIUM 

(SODIUM  BUTABARBITAL) 


Contraindications:  Porphyria  or  sensitivity  to  barbiturates 
Warning:  May  be  habit  forming. 

Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease. 

Elderly  or  debilitated  patients  may  react  with  marked  excitement  or  depression. 
Adverse  Reactions:  Drowsiness  at  daytime  sedative  dose  levels,  skin  rashes, 
hangover"  and  systemic  disturbances  are  seldom  seen. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mg.  t.  id  orq.i.d 
For  hypnosis,  50  mg  to  100  mg 

Available  as:  Tablets,  15mg..  30  mg.,  50  mg.,  100  mg.,  Elixir,  30  mg.  per5cc. 
(alcohol  7%). 

BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)] 

15  mg.,  30  mg.,  50  mg.,  100  mg. 


(McNEH) 


McNeil  Laboratories,  Inc.,  Fort  Washington.  Pa  19034 


(diethylpropion  hydrochloride,  N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug;  in  emotionally  unstable  patients  susceptible  to  drug  abuse 
Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympothomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  os  insomnia,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  contrast,  CNS  depression  has  been  reported  In  a few  epileptics 
an  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


orrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  mole  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipotion,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agronulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  o.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  1-3325  ( 28  76  > 

S N MERRELL- NATIONAL  LABORATORIES 

( Merrell  ) Division  of  Richardson -Merrell  Inc. 

\ s Cincinnati,  Ohio  45215 


Painful 
night  leg 
cramps... 


unwelcome  bedfellow 
for  any  patient- 
including  those  with  arthritis, 
diabetes  or  PVD 


□ 


Prevents  painful  night 
leg  cramps 

Permits  restful  sleep 

Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


Prescribing  Information  — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  rag.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
MERRELL-NATIONAL  LABORATORIES 


(^Merrell^) 


1-3503(3050) 


Division  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


Trademark:  Quinamm 


Quinamm 

(quinine  sulfate  260  mg.,  aminophylline  195  mg.) 

Specific  therapy  for  night  leg  cramps. 


! 


WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Wincliester-Ritch  Surgical  Company 


421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 


“WHEN  YOUR  BACK  FEELS  GOOD  YOU’LL  FEEL  GOOD” 


EALY  POSTUREPEDIC 

A Unique  Back  Support  System 


Extra  deep,  5‘/4”  Sealy  Durolife  core 
teamed  with  patented  torsion  bar 
foundation  gives  firm  support  that’s 
designed  in  cooperation  with  leading 
orthopedic  surgeons.  “No  morning 
backache  from  sleeping  on  a too- 
soft  mattress.” 

POSTUREPEDIC  IMPERIAL  LATEX 

QUEEN  SIZE  60x80”  2-pc.  set  $329.95 
KING  SIZE  76x80”  3-pc.  set  S429.95 


,*21995 


Twin  or  full  size,  2-pc.  set 

"No  morning  backache  from  sleeping  on  a too-soft  mattress. 


Same  price  as 
150 -ml.  size* 

Two  dosage 
strengths- 
125  mg./5ml. 
and 

250  mg./5  ml. 


V-CillinK,  Pediatric 


potassium 

phenoxymethyl 

penicillin 


Ski/ 


Additional  information 
available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


*Based  on  Lilly  selling  price  to  wholesalers. 
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CRYPTOCOCCOSIS  AND  OTHER  PULMONARY 
MYCOSES  IN  COLUMBIA 


EDMUND  R.  TAYLOR,  M.  D. 
Columbia,  S.  C. 


This  report  stems  from  a review  of  the 
pulmonary  fungi  in  the  Columbia  area.  The 
surprising  prevalence  of  cryptococcosis  and 
the  rising  incidence  of  these  infections  de- 
serve particular  attention.  All  practicing 
physicians  may  face  these  diseases  which 
attack  all  areas  of  the  body  in  patients  of  all 
ages.  We  diagnose  them  only  after  unusual 
care  is  persistently  applied  to  obtain  diag- 
nostic material  and  only  after  close  coopera- 
tion with  our  pathologists. 

Material  For  Study 

For  this  review  all  cases  of  pulmonary 
fungus  infections  which  were  on  file  in  the 
three  large  general  hospitals  in  Columbia,  in 
the  South  Carolina  Tuberculosis  Sanatorium, 
and  in  the  Veterans’  Administration  Hospital 
were  studied  through  1967  (Table  I).  A case 
summary  of  these  with  the  addition  of  two 
cases  of  cryptococcosis  are  presented  in 
Table  2.  Also,  mention  is  made  of  six  cases 
of  histoplasmosis  admitted  since  the  1967 
review. 


TABLE  1.  Pulmonary  Mycoses  in  the 
Columbia  Area  Through  1967 


No.  of 

Type  of  Mycosis  Patients 

Cryptococcosis  15 

Aspergillosis  8 

In  old  cavities  7 

Accompanying  lymphoma  1 

Histoplasmosis  4 

Blastomycosis  4 

Actinomycosis  3 

Coccidioidomycosis  5° 

Myeormycosis  1 

Nocardiosis  1 


“One  patient  had  never  been  out  of  South  Carolina. 

Analysis  of  Diseases 

The  experience  with  each  disease  encoun- 
tered in  this  review  will  be  briefed  and 
pertinent  comments  attached.  Because  crypto- 
coccosis was  the  most  prominent  disease,  it 
will  be  discussed  first. 
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TABLE  II— SUMMARY  OF  CASES  OF  PULMONARY  FUNGI  IN  COLUMBIA 

CRYPTOCOCCOSIS  — 17  CASES 
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CRYPTOCOCCOSIS 


Cryptococcosis  (Torulosis)  17  Cases 

The  Cryptococcus  is  a saprophyte  in  nature. 
Many  sources  of  human  infection  no  doubt 
exist.  In  a study  conducted  in  Georgia,  South 
Carolina,  and  North  Carolina  50  percent  of 
the  specimens  from  pigeon  habitats,  14  per- 
cent of  rabbit  pen  samples,  and  12  percent 
of  samples  from  uninhabited  buildings  were 
positive  for  the  organism.1 

Cryptococcus  neofonnans  almost  always 
enters  the  body  through  the  lungs.  I has  a 
strong  predilection  for  the  meninges  and 
the  meningitis  produced  is  almost  always 
fatal  if  untreated.  A carrier  state  has  been 
described  in  man  and  Tynes  and  his  asso- 
ciates' postulate  that  some  patients  undergo 
sub-clinical  infections.  Cryptococcosis  is  not 
transmitted  from  man  to  man  or  from  animal 
to  man. 

Sixteen  of  the  17  cases  reported  here  were 
primary  and  one  was  secondary  arising  in  a 
patient  with  Boeck’s  Sarcoid  who  was  re- 
ceiving steroids.  Fifteen  of  the  cases  were 
previously  reported.3  Meningitis  developed  in 
six  and  caused  death  in  three.  No  other 
patient  died  of  cryptococcosis.  The  clinical 
picture  was  inconspicuous  except  in  the  three 


Figure  1. — Cryptococcosis,  Case  10,  shows  in- 
filtration. 


patients  who  were  admitted  with  meningitis 
and  one  who  probably  died  with  meningitis. 
Mild  cough  and  chest  pain  were  common. 
Rales  were  heard  only  in  the  very  ill  patients 
with  meningitis.  Characteristic  roentgenologic 
findings  were  absent,  adding  to  the  diagnostic 
difficulties.  Five  roentgenologic  pictures 
(Figures  1-5)  were  seen:  infiltration  in  nine 
cases,  a tumor-like  mass  in  four,  a discrete 
nodule  in  one,  a thin-walled  cavity  in  one, 
and  the  rare  miliary  type  in  one.  Cavitation 
occurred  in  four  of  the  primary  cases.  The 
disease  had  been  present  on  roentgenograms 
up  to  one  year  before  the  diagnosis  was  made 
in  one  case.  Campbell4  stated  that  in  17  per- 
cent of  cases  the  lesion  was  visible  for  18 
months  or  longer. 

The  diagnosis  was  difficult  in  all  patients. 
The  majority  of  the  diagnoses  were  made  at 
autopsy  or  at  thoracotomy  by  stains  or  cul- 
tures. Neither  sputum  nor  bronchial  washings 
were  the  primary  source  of  diagnosis  in  any. 
Skin  tests  are  of  no  practical  value.  Sero- 
logical tests  are  of  value  in  diagnosis  and 
prognosis.5'0  Maximum  serologic  diagnosis  is 
accomplished  through  concurrent  use  of  three 
tests:  Latex  agglutination,  indirect  flourescent 


Figure  2. — Cryptococcosis,  Case  4,  shows  mass 
lesion  in  left  lower  lobe. 
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Figure  3. — Cryptococcosis,  Case  6,  nodular 
lesion  in  right  lower  lobe. 

antibody,  and  tube  agglutination.  These  give 
a high  percentage  of  presumptive  diagnoses. 
These  tests  were  not  employed  here. 

Therapy  depends  to  some  extent  on  an 
assessment  of  the  disease’s  activity  in  each 
patient.  Activity  is  characterized  by  spread 
beyond  the  lungs,  progressive  spread  within 
the  lungs,  the  presence  of  pulmonic  and 
systemic  symptoms,  positive  cultures  of 
sputum,  bronchial  washings  or  biopsy  speci- 
mens, and  in  primary  cases  the  presence  of 
cavitation.  Surgery  was  the  only  effective 
treatment  before  the  discovery  of  Ampho- 
teraein-B  with  cures  resulting  in  about  90 
percent  of  the  cases  in  which  local  lesions 
were  resected.  When  the  lesion  is  focal,  re- 
section in  many  is  still  indicated,  in  the 
author’s  opinion,  to  prevent  further  spread. 
If  there  is  evidence  of  activity,  then  the  need 
for  resection  is  more  urgent.  Stable  or  slowly 
enlarging  lesions  some  physicians  do  not  treat, 
but  follow  by  performing  periodic  spinal  taps. 
Amphoteracin-B  is  indicated  in  widely  dis- 
seminated disease,  meningitis  and  in  pulmon- 
ary cryptococcosis  where  steroids  are  used, 
but  there  is  no  general  agreement  on  other 
indications. 


Figure  4. — Cryptococcosis,  Case  9,  shows  thin- 
walled  cavity  in  left  upper  lobe. 


A new  drug  5-Fluorocytosine7  appears  to 
be  almost  as  effective  as  amphoteracin-B,  has 
little  toxicity,  and  is  taken  orally.  It  was  used 
effectively  in  case  17  of  this  series.  Probably 
it  is  indicated  in  all  cases.  Hopefully,  it  will 
simplify  many  therapeutic  dilemmas  in 
cryptococcosis. 

Histoplasmosis  — Active  Cases  4 

The  four  patients  with  active  histoplasmosis 
probably  became  infected  in  South  Caro- 
lina. All  were  from  the  western  half  of  the 
state.  Three  cases  were  of  the  chronic  form 
and  one  ( Case  1 ) was  acute  and  disseminated. 
The  diagnosis  was  often  very  difficult.  Only 
once  was  the  organism  seen  or  cultured. 
Scalene  node  biopsy,  and  skin  and  serologic 
tests  were  important  in  the  diagnosis.  Three 
patients  gradually  recovered  without  specific 
treatment  while  one  required  Ampho- 
teracin-B. One  of  the  patients  was  from 
Greenwood  and  became  ill  during  the  Green- 
wood epidemic  in  1962.  He  was  evidently 
overlooked  in  the  extensive  study  of  this 
epidemic  by  Sellers,  et  al.8  This  outbreak  was 
probably  caused  by  dust  from  ground  cleared 
in  preparation  of  a golf  course  in  an  area  of 
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starling  roosts.  There  were  probably  several 
thousand  primary  cases,  many  associated  with 
erythema  multiforme.  South  Carolina  has  a 
low  rate  of  histoplasmosis  sensitivity  (2  per- 
cent). However,  39  percent  of  high  school 
students  in  Greenwood  were  positive.  In  28 
patients  chest  x-ray  films  were  taken  and  in 
six  there  were  pulmonary  infiltrates  which 
cleared  completely  in  a few  weeks.  No  chronic 
pulmonary  cases  were  found  by  Sellers  et  al. 
However,  the  above  patient  from  Greenwood 
evidently  was  one  such. 

Since  this  review,  Dr.  Norman  Sollod0  in 
1968  admitted  three  cases  of  acute  dis- 
seminated histoplasmosis  to  the  Columbia 
Veterans’  Hospital.  They  were  all  from 
Laurens  and  exposed  to  dust  from  bird  roosts. 
One  died  and  the  other  two  were  treated 
with  Amphoteracin-B  and  survived.  Ap- 
parently there  was  an  outbreak  involving 
many  people  in  Laurens  County  similar  to 
the  Greenwood  epidemic.  Also,  at  the  South 
Carolina  Tuberculosis  Sanatorium  three  addi- 
tional cases  of  chronic  histoplasmosis  have 
been  diagnosed  and  treated  with  Ampho- 
teracin-B. One  died  and  the  other  two  were 
not  doing  well.  One  was  from  east  of  Colum- 
bia. 

Histoplasmosis  — Inactive  Cases 

Eight  inactive  cases  were  diagnosed,  usually 
by  a combination  of  calcified  pulmonary 
lesions  associated  with  a positive  histoplasmo- 
sis skin  test  and  a negative  tuberculin  test. 

One  of  these  patients  is  of  interest  and 
illustrates  a rare  late  complication  of  calcified 
lymph  nodes.  This  old  lady  presented  with 
hemoptysis.  Bronchoscopy  revealed  a granu- 
lating area  in  the  right  mainstem  bronchus. 
Before  leaving  the  hospital  she  coughed  up  a 
broncholith  and  a few  weeks  afterwards  died 
of  a massive  pulmonary  hemorrhage  from 
this  area. 

Blastomycosis  — 4 Cases 

These  four  cases  illustrate  the  fatal  trend 
in  the  established  form  of  blastomycosis,  the 
remarkable  effect  of  Amphoteracin-B  on  its 
progression,  and  the  great  difficulty  in  pin- 
ning down  the  diagnosis.  All  of  these  patients 
were  from  South  Carolina  and  were  probably 


ngnmiJiiiw  ” 


m 


4 


Figure  5. — Cryptococcosis,  Case  16,  shows  rare 
miliary  picture  and  hilar  calcification. 

exposed  to  the  fungus  here.  The  South  is  an 
endemic  area.  Most  of  the  cases  in  South 
Carolina  came  from  the  eastern  sandy  portion. 
In  1956  six  cases  from  South  Carolina  were 
collected  by  the  author  and  five  lived  east  of 
Columbia.  In  the  four  additional  cases  in 
the  present  review  the  same  pattern  is  evi- 
dent. Dr.  E.  A.  Dreskin10  found  one  certain 
and  only  one  probable  case  in  the  files  of 
the  Greenville  General  Hospital.  However, 
Furcolow  et  al.11  say  that  in  endemic  areas 
Blastomycosis  can  be  found  wherever  there  is 
interest  in  the  subject.  So,  we  must  keep  it  in 
mind. 

Actinomycetales 

In  this  review  two  diseases  caused  by 
actinomycetales  were  found,  actinomycosis 
and  nocardiosis.  The  actinomyces  are  anerobic 
whereas  the  nocardia  are  aerobic.  It  is  un- 
decided whether  they  are  bacteria  or  fungi, 
but  they  are  classified  as  fungi.  Like  bacteria 
they  are  sensitive  to  sulfonamides  and  anti- 
biotics and  often  produce  suppuration.  Both 
diseases  frequently  involve  the  pleura  in 
contrast  to  the  other  fungi. 

Actinomycosis  — 3 Cases 
Three  cases  of  actinomycosis  were  found  in 
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Columbia  and  characteristically  they  all  in- 
volved the  pleura.  Two  had  chest  wall  sinuses 
and  in  one  there  was  severe  destruction  of 
the  chest  wall,  ribs,  pleura  and  lungs. 

In  about  15  percent  of  all  cases  of  actino- 
mycosis the  thoracic  organs  are  involved.  As 
a rule  the  pulmonary  involvement  remains 
insignificant,  but  the  pleural  and  thoracic 
wall  involvement  is  prominent. 

Actinomyces  israli  is  a normal  inhabitant 
of  the  mouth  and  is  unique  in  that  it  has  never 
been  found  in  nature,  that  is,  outside  of 
animals.  The  thoracic  form  of  the  disease 
seems  to  be  due  to  bronchopulmonary  in- 
vasion of  infectious  material  from  the  oro- 
pharynx producing  pulmonary  involvement. 
It  can  be  indolent  and  can  call  attention  to 
itself  only  after  pleural  or  chest  wall  disease 
becomes  apparent.  Thus,  sinuses  and  em- 
pyema are  usually  late  stages  of  pulmonary 
infiltration,  consolidation,  or  a hilar  mass. 
Cavitation  in  the  lung  sometimes  occurs. 
Actinomycosis  is  now  being  reported  as 
accompanying  mononucleosis  and  moniliasis. 

Identity  of  the  agent  is  by  sulfa  bodies, 
stains,  and  cultures  under  anerobic  conditions. 
Sulfa  bodies  can  occur  with  conditions  other 
than  actinomycosis.  Since  the  fungus  is  a 
normal  inhabitant  of  the  oral  cavity,  the  diag- 
nosis cannot  be  made  from  sputum  alone.  It 
must  be  recovered  from  closed  tissue  spaces, 
from  sinuses,  or  from  abscesses,  or  it  must  be 
shown  to  be  invasive  in  tissue  sections.  Sero- 
logic tests  are  of  some  confirmatory  value. 

The  drug  of  choice  is  usually  penicillin  but 
the  organism  is  often  sensitive  to  other  anti- 
biotics, too.  Drainage  of  pus  and  resectional 
procedures  are  useful.  When  pulmonary  re- 
section is  employed,  it  is  usually  under  the 
mistaken  impression  that  the  lesion  is  a 
carcinoma. 

Nocardiosis  — 1 Case 

Only  one  patient  with  nocardiosis  was 
found  in  Columbia  and  she  ran  the  usual  fatal 
course  of  those  undiagnosed  and  untreated 
with  sulfonamides.  A small  pulmonary  mass 
was  resected,  but  two  months  later  dissemina- 
tion took  place  with  the  development  of 
multiple  abscesses  ending  in  death.  Nocardia 
was  not  cultured  until  after  death,  so  that 


sulfadiazine  was  not  used  in  the  treatment. 

The  diagnosis  is  established  by  culture  and 
the  correct  diagnosis  is  essential  so  that 
sulfadiazine  can  be  used  in  this  dangerous 
disease.  However,  the  mere  presence  of  the 
fungus  in  the  sputum  is  not  diagnostic  of  the 
disease  because  the  organism  can  reside  as  a 
saprophyte  in  the  tracheo-bronchial  tree.  It 
can  act  as  an  opportunist,  also. 

Clinically,  it  acts  much  like  actinomycosis 
but  tends  to  disseminate.  It  forms  empyema  in 
about  25  percent  of  cases.  Like  cryptococossis 
it  tends  to  invade  the  central  nervous  system 
where  it  produces  brain  abscesses.  Like 
aspergillosis,  it  can  produce  fungus  balls  in 
pulmonary  cavities.  It  is  one  of  the  rarest 
fungus  diseases. 

Coccidioidomycosis  — 5 Cases 
Four  of  these  five  cases  had  lived  in  the 
southwestern  United  States.  However,  a 
colored  male,  had  never  left  South  Carolina 
with  the  possible  exception  of  a trip  to 
Georgia  (Case  1).  It  is  extremely  rare  for 
this  infection  to  be  contracted  in  this  region. 

The  diagnosis  was  often  very  difficult.  One 
patient  was  treated  for  tuberculosis  and  the 
proper  diagnosis  was  made  only  after  death 
despite  painstaking  efforts  to  find  fungi.  A 
second  was  diagnosed  as  blastomycosis  and 
received  the  stilbamidines  for  that  disease 
until  the  proper  identification  was  finally 
made.  In  a third  the  organism  was  identified 
from  a resected  cavitary  lesion.  Cavities  were 
present  in  the  two  localized  lesions  resected 
at  surgery. 

Disseminated  progressive  disease  was  pres- 
ent in  four.  Amphoteracin-B  arrested  the  dis- 
ease in  two  of  these  but  failed  to  do  so  in 
one,  who  died.  A stable,  localized  mass  in  the 
lingula  was  present  in  one  man.  Resection 
was  performed  and  he  has  remained  well 
without  specific  drug  therapy. 

Aspergillosis  — 8 Cases 
The  aspergillus  has  the  bizarre  habit  of 
making  its  nest  in  pulmonary  cavities  pro- 
duced by  other  diseases  and  forming  a ball 
therein.  Seven  of  these  eight  cases  were  of 
this  type.  These  seven  were  found  in  the 
South  Carolina  Tuberculosis  Sanatorium.  A 
fungus  ball,  or  aspergilloma  is  formed  of 
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necrotic,  matted  hyphae,  fibrin,  and  cells.  It 
is  red-brown  to  grey  and  often  lies  free  in 
the  cavity.  A ball  in  a cavity,  especially  if  it 
moves  obout,  is  almost  pathognomonic  though 
can  be  produced  also  by  nocardiosis.  Hemo- 
ptysis was  exhibited  by  most  of  these  patients, 
one  dying  from  hemoptysis  and  another  under- 
going thoracotomy  for  this  symptom. 

In  addition  to  these  aspergillomas,  one  case 
of  the  opportunistic  invasive  type  was  en- 
countered and  was  rather  characteristic  ( Case 
8).  He  had  miliary  tuberculosis  and  probably 
Hodgkins’  disease  also,  was  treated  with 
antituberculous  drugs,  broad  spectrum  anti- 
biotics, nitrogen  mustard,  and  steroids. 
Autopsy  revealed  this  fungus  invading  pul- 
monary vessels  and  in  a brain  abscess.  This 
type  seems  to  be  increasing  with  the  use  of 
antibiotics,  steroids  and  other  debilitating 
therapeutic  modalities.  A third  clinical  type, 
aspergillus  bronchitis  was  not  encountered. 

The  diagnosis  is  usually  made  when  the 
x-ray  examination  shows  a ball  in  a cavity  and 
is  more  certain  if  the  organism  shows  up  on 
stain  or  on  culture,  or  if  tissue  shows  invasion. 
Medical  management  has  not  been  satis- 
factory. Endobronchial  instillation  of  Ampho- 
teracin-B  and  Potassium  Iodide  has  been 
advocated.  Pulmonary  resection  is  usually 
curative  of  hemoptysis.  At  the  South  Carolina 
Tuberculosis  Sanatorium  resection  has  been 
advised  only  for  aspergillomas  producing 
hemoptysis.  Others  have  advocated  resection 
in  asymptomatic  aspergillomas  in  order  to 
prevent  the  possibility  of  opportunistic 
invasive  infection. 

Mucormycosis 

This  is  a rare  and  serious  disease  character- 
ized by  blood  vessel  invasion,  thrombosis, 
and  infarction.  Debilitated  persons  and  dia- 
betics seem  to  be  prone.  Our  one  case  had  a 
right  upper  lobectomy  in  Greenville  General 
Hospital,  later  had  hemoptysis  and  was  sent 
to  the  South  Carolina  Tuberculosis  Sana- 
torium where  the  disease  was  found  to  be 
inactive.  Excision  had  controlled  the  disease 
and  Amphoteracin-B  was  not  needed. 

Discussion  and  Summary 

The  accumulation  of  57  cases  of  pulmonary 
fungi  in  Columbia,  most  within  a decade, 


points  to  the  increasing  frequency  of  these 
diseases.  Whether  this  increased  incidence  is 
real  or  apparent  is  not  known.  However,  the 
author  doubts  that  many  such  cases  were 
being  missed  ten  years  ago  and  believes  that 
there  is  probably  a true  increase.  It  is  inter- 
esting to  speculate  about  this.  Perhaps  this 
increase  is  related  to  the  combined  popula- 
tion explosion  of  human  beings,  starlings  and 
pigeons  in  South  Carolina.  Pigeons  carry  the 
Cryptococcus  and  starlings  Histoplasma  in 
their  excreta.  These  birds  congregate  about 
human  habitations  thus  creating  fertile  con- 
ditions for  human  infection  . 

The  most  significant  finding  in  this  study 
is  the  surprising  predominence  of  pulmonary 
cryptococcosis.  Since  1963  more  cases  of 
primary  cryptococcosis  were  found  than  all 
other  pulmonary  mycoses  combined.  Sixteen 
of  the  17  cases  occurred  in  a seven  year 
period.  These  patients  came  from  all  parts  of 
the  state.  With  surgery,  Amphoteracin-B,  and 
5-Fluorocytosine  all  patients  survived  except 
for  three  having  meningitis.  From  Atlanta  24 
cases  of  primary  pulmonary  cryptococcosis 
were  recently  reported.6  In  the  United  States 
the  number  of  deaths  attributed  to  crypto- 
coccosis from  1952  to  1963  was  788  as  com- 
pared to  820  deaths  attributed  to  histo- 
plasmosis.12 

Histoplasmosis  in  Columbia  takes  second 
place  with  10  active  cases.  It  was  encountered 
in  the  chronic  and  in  the  disseminated  forms 
in  about  equal  numbers.  All  except  one  were 
from  the  western  half  of  the  state.  In  this 
state  it  has  been  rare,  but  is  now  found  in 
South  Carolina  not  infrequently  as  epidemics 
or  as  isolated  cases. 

In  the  general  hospitals  blastomycosis  takes 
third  place  with  four  cases.  In  the  South 
Carolina  Tuberculosis  Sanatorium  however, 
aspergillosis  leads  with  seven  cases  of  fungus 
balls,  no  aspergillomas  being  found  in  the 
general  hospitals. 

Opportunistic  infection,  a term  meaning 
invasion  by  a fungus  of  a patient  already 
unhealthy  from  other  causes  such  as  cancer 
and  diabetes,  was  rare  with  the  exception  of 
the  seven  aspergillomas.  There  was  one  case 
of  sarcoidosis  under  treatment  with  steroids 
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which  was  complicated  by  cryptococcosis 
secondarily  (Case  8).  Another  patient  with 
miliary  tuberculosis  and  probably  also  Hodg- 
kins’ Disease  under  treatment  with  steroids, 
anti-tuberculous  chemotherapy  and  nitrogen 
mustard  had  superimposed  the  invasive  type 
of  aspergillosis  (Case  8).  Candida  infections 
were  not  searched  for  in  this  study  and  none 
came  to  light.  The  increased  use  of  irradia- 
tion, chemotherapy,  antibiotics,  immuno- 
suppressive drugs,  and  steroids  all  create 
opportunities  for  invasion.  The  clinician 
should  therefore  be  on  the  alert  for  this 
complication. 


When,  in  these  patients  one  observes  a 
fatal  course  reversed  after  an  accurate  diag- 
nosis is  finally  made,  the  overriding  value  of 
the  painstaking  efforts  necessary  to  yield 
this  diagnosis  is  forcefully  brought  home.  An 
accurate  diagnosis  must  be  made. 

Addendum 

A case  of  primary  cryptococcosis  was 
treated  in  a general  hospital  by  lobeotomy  in 
1971. 

A case  of  disseminated  nocardiosis  was 
treated  at  the  South  Carolina  Tuberculosis 
Sanatarium  in  1971  and  was  diagnosed  at 
autopsy. 
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MEDICAL  MALPRACTICE  SURVEY 


WILLIAM  F.  FAIREY,  M.  D. 


Because  of  the  recent  national  interest  in 
medical  malpractice,  as  reflected  by  the  Ribi- 
coff  hearings  of  1970,  and  due  to  subsurface 
rumblings  from  the  physicians  of  South  Caro- 
lina toward  the  increased  cost  of  malpractice 
insurance,  a survey  was  recently  undertaken 
to  determine  generally  die  status  of  mal- 
practice cases  in  South  Carolina,  the  trend  of 
premiums,  and  the  attitudes  of  the  physicians 
towards  this  everchanging  problem. 

This  interest  was  further  stimulated  by  the 
fact  that  there  is  no  central  agency  in  South 
Carolina  which  compiles  complete  data  on 
claims  brought  against  physicians  and  on  the 
disposition  of  these  cases  by  settlement,  trial, 
or  patient’s  failure  to  proceed  with  his  threat 
of  suit.  In  spite  of  the  valuable  cooperation  of 
the  Insurance  Department  of  South  Carolina, 
complete  and  continuing  information  is  not 
available  from  this  source.  Although  their 
records  do  not  fully  reflect  claims,  losses  and 
premiums,  the  following  data  was  provided  by 
the  South  Carolina  Insurance  Department  for 
the  years  1964-1968.  (See  Page  14) 

In  spite  of  this  seeming  100%  profit  by  the 
insurance  companies,  it  was  learned  that  in- 
surance agents’  fees  and  insurance  companies’ 
costs  must  be  deducted  from  this  gross  figure 
of  $958,000,  and  that  reserves  must  be  estab- 
lished out  of  these  funds  for  actual  claims 
already  made  against  the  insurance  com- 
panies and  for  potential  claims  that  still  may 


1.  This  survey  is  the  result  of  a questionnaire  'nailed 
to  each  physician  actively  practicing  medicine  in 

1971. 

2.  Assistance  in  mailing  and  mimeographing  the 
questionnaire  was  provided  by  the  South  Carolina 
Medical  Association  and  by  the  South  Carolina 
Regional  Medical  Program. 

3.  The  format  for  the  survey  was  adapted  from  The 
Resident  and  Staff  Physician  Magazine  with  their 
permission. 

4.  This  report  was  recently  made  to  The  Council  of 
the  South  Carolina  Medical  Association. 


arise  against  the  insurance  reserves  for  this 
period,  inasmuch  as  there  is  in  South  Carolina 
a Statute  of  Limitations  of  six  years  during 
which  period  of  time  any  action  in  tort  (any 
“wrong”,  which  includes  medical  malpractice, ) 
may  be  brought. 

The  most  astounding  revelation  from  this 
phase  of  the  inquiry,  however,  is  that  the 
amount  of  premiums  paid  by  the  physicians 
in  South  Carolina  is  not  based  exclusively  on 
the  experience  within  the  State,  but  is  based 
on  the  insurance  company’s  experience  in  the 
several  states  in  which  it  does  business.  Based 
on  its  experience  in  these  states,  the  insurance 
company  may  request  of  the  South  Carolina 
.Insurance  Commission  an  increase  in  its 
South  Carolina  rates.  This  procedure  is  in  the 
form  of  a public  hearing  with  the  burden 
being  placed  upon  the  insurance  company  to 
establish  and  prove  the  need  for  an  increase. 
Notice  of  such  hearing  is  offered  publicly 
wherein  any  person  may  appear  and  give 
argument  for  or  against  any  rate  increase.  To 
date,  there  has  been  little  or  no  response  by 
the  physician  to  these  hearings;  but,  because 
of  the  difficulty  on  the  part  of  the  Insurance 
Department  to  obtain  even  limited  data  as 
listed  hereinabove,  and  the  difficulty  in 
gathering  relevant  material  on  the  status  of 
professional  malpractice  in  South  Carolina, 
it  is  no  wonder  that  the  SCMA,  ( much  less  an 
individual  physician,)  could  find  the  where- 
withal to  pose  other  than  general  arguments 
against  proposed  increases  at  these  hearings. 
No  criticism  is  intended  against  the  Insurance 
Department  because,  in  spite  of  what  must  be 
a generalized  approach  to  evaluating  in- 
creases, the  Department  apparently  has  been 
fair  in  balancing  the  regional  experiences  of 
the  insurance  company  against  the  local  ex- 
perience of  the  South  Carolina  physicians; 
however,  the  lack  of  a valid  source  of  reliable 
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A.  During  the  years  1964-68,  claims  were  paid  in  the  amount  of 


$500,000 


1.  53  claims  paid  on  behalf  of  doctors 

$390,000 

2.  19  claims  paid  on  behalf  of  hospitals 

31,000 

3.  13  claims  paid  on  behalf  of  lawyers 

22,000 

4.  16  claims  paid  on  behalf  of  dentists 

57,000 

B.  During  the  years  1964-68,  premiums  paid  amounted  to 

$958,000 

1.  premiums  paid  by  doctors 

$640,000 

2.  premiums  paid  by  hospitals 

183,000 

3.  premiums  paid  by  lawyers 

75,000 

4.  premiums  paid  by  dentists 

60,000 

data  remains  a disturbing  factor.  physicians 

themselves  reported  as 

their  pre- 

If  the  specific  information  as  to  type  of 
claim  and  individual  disposition  of  the  same 
could  not  be  obtained  from  the  insurance 
companies  or  from  the  Insurance  Department, 
it  was  hoped  that  a survey  of  the  physicians  of 
this  State  might  provide  other  factors  on 
which  to  determine  a trend. 

The  numerical  response  of  the  physicians  to 
the  survey  is  excellent  and  a 45%  response 
(810  responses  to  1800  mailings)  indicates 
that  the  physicians  of  the  State  are  vitally 
interested  in  medical  malpractice,  and  are 
alert  to  the  potential  legal  dangers  in  prac- 
ticing medicine  even  in  the  relatively  favor- 
able medical-legal  climate  of  Soudi  Carolina. 
However,  many  South  Carolina  physicians 
who  have  been  involved  in  litigation  appar- 
ently did  not  respond  to  the  survey  because  of 
the  $390,000  in  claims  ( and  this  represents  a 
minimum  figure)  paid  by  the  insurance  com- 
panies on  behalf  of  physicians  during  the 
years  1964-68  as  reported  by  the  Insurance 
Department  (see  above),  only  $23,500  was  re- 
ported for  this  same  period  in  the  present 
survey.  Therefore,  included  in  the  unrespon- 
sive 55%  is  valuable  experience,  advice,  and 
apparently  disillusionment  which  has  not  been 
made  available  to  the  remaining  unwashed 
and  untried  who  through  good  fortune  have 
avoided  such  involvement. 

On  absolute  and  statistical  bases,  no  con- 
clusions can  be  drawn  because  the  survey 
was  subjective  in  context;  however,  some  of 
the  goals  were  obtained,  and  certain  generali- 
ties can  be  made.  Following  is  a report  on  the 
specific  findings: 

I.  Refer  to  Table  (I).  These  are  figures  the 


miums  for  malpractice  insurance;  a few  were 
probably  related  from  memory,  some  very 
likely  included  comprehensive  policies;  such 
as,  home,  auto,  etc.  However,  there  is  suffi- 
cient consistency  to  establish  a guideline  of 
cost  in  most  of  the  specialty  areas. 

Conclusions: 

1.  There  is  a significant  difference  in  the 
premiums  paid  by  the  individual  physicians  in 
the  same  and  in  different  geographical  loca- 
tions, apparently  due  to  the  variety  of  com- 
panies utilized  in  a given  area  and  the  com- 
pany’s respective  experience  and  activity. 
Each  physician  would  do  well  to  note  his 
specialty  and  to  determine  whether  or  not  the 
premium  he  is  presently  paying  is  consistent 
with  that  of  his  colleagues. 

2.  The  premiums  paid  are  not  geared  to 
population.  That  is,  there  is  no  significant 
difference  between  rural  and  urban  rates 
per  se. 

3.  Consistent  with  the  national  trend,  ortho- 
pods pay  the  highest  rates  followed  closely  by 
neurosurgeons,  anesthesiologists,  ENT,  oto- 
laryngologists, plastic  and  general  surgeons. 
The  smaller  premiums  were  paid  by  those 
specialties  whose  medical  duties  inherently  in- 
volve careful  evaluation  without  instrumenta- 
tion, that  is,  those  least  conducive  to  medical 
error,  for  example  internal  medicine,  neurol- 
ogy, pediatrics. 

4.  With  45%  of  the  physicians  reporting 
$228,000  in  premiums  (Refer  to  Table  I),  a 
projection  to  100%  gives  a probable  premium 
of  $500,000  per  year  paid  by  the  physicians  of 
South  Carolina  for  the  year  1971.  This  figure 
for  one  year  does  not  compare  realistically 
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TABLE  I— PREMIUMS  REPORTEDLY  PAID  BY  S.  C.  PHYSICIANS 
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Hi  — The  highest  premium  reported. 

Lo  — The  lowest  premium  reported. 

Rep  No  — The  number  of  physicians  reporting. 


TABLE  II— SUIT  THREATENED  BUT  NEVER  PRESSED 
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with  the  $640,000  total  premiums  paid  by  the 
physicians  for  die  five  year  period  ( 1964- 
1968)  as  reported  by  the  Insurance  Depart- 
ment hereinabove  indicating  again  that  the 
insurance  department’s  data  is  incomplete. 

II.  (Ref.  Table  II)  Suits  threatened  but  never 
pressed  — this  category  is  comprised  sub- 
stantially of  threats  without  legitimate  basis 
due  to  the  disgruntled  patient,  or  due  possibly 
to  poor  rapport  between  the  doctor  and  the 
patient.  The  threat  may  be  real,  but  the  legal 
circumstances  are  questionable.  The  cost  to 
the  physician  in  time  and  worry  may  be  in- 
tense and  the  insurance  company  may  incur 
certain  expenses  for  investigative  and  con- 
sultative services  which  are  reflected  in  in- 
creased rates. 

Conclusions: 

1.  By  referring  to  Table  II,  the  left  hand 
column  contains  capital  letters  which  denote 
reasons  for  dismissal  as  found  in  Table  IIA. 
Most  cases  were  not  pursued  due  to  B (“no 
legal  justification”)  and  G (“no  further  action 
taken  by  patient  or  attorney”)  which  implies 
no  legal  justification. 


2.  The  right-hand  column  in  Table  II  con- 
tains Arabic  numbers  which  are  found  in 
Appendix  A — listed  below  each  number  is 
the  patient’s  complaint,  real  or  imagined. 

3.  Most  complaints  involved  #1  (“opera- 
tive or  postoperative  complications”),  #4 
(“maltreatment  or  poor  results”)  and  #7 
(“infants  and  children”)  run  well  behind. 
Operative  procedures  are  not  a surprising 
source  for  complications  because  of  lack  of 
understanding  of  the  procedures  by  the  pa- 
tient or  because  of  inherent  risks  involving 
instrumentation  and  potential  negligence  of 
paramedical  personnel. 

4.  Section  0,  under  “Why  Dismissed”  will 
apply  to  many  physicians,  i.e.  “lucky.” 

5.  A surprisingly  large  number  of  threats 
against  general  practitioners  in  small  com- 
munities is  noted. 

(This  partially  accounted  for  the  dispro- 
portionately excellent  response  by  the  general 
practitioners  to  this  survey). 

6.  The  Table  II-A  “Why  dismissed”  pro- 
vides several  good  examples  for  prophylaxis 
against  medical-legal  entanglements. 


A 

B 

C 

D 

E 

F 

G 

H 

I 

J 

K 

L 

M 

N 

O 


TABLE  II— WHY  DISMISSED 

Statute  of  Limitations  (6  years  in  S.  C. ) 

No  legal  justification 
Contributory  negligence  of  patient 
No  damages  established 

Good  rapport  with  patient  — willingness  to  discuss 

Could  not  obtain  legal  representation 

No  further  action  taken  by  patient  or  attorney 

Introgenic  injury  corrected 

Good  records 

Informed  consent 

Assistance  of  insui  ance  company 

Charitable  immunity  of  hospital  or  sovereign  immunity  of  state 

Reassurance  of  consultant 

M.  D.  discontinued  trying  to  collect  his  fee 

Lucky! 
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MEDICAL  MALPRACTICE 

Disposition 

Complaint  of  Patient  of  Case 


1.  Operative  or  post-op  complication 

Leaving  vaginal  pack  in  after  D&C  R 

Bladder  fistula  O 

Vaginal  fistula  O 

Premature  separation  of  membrane  and  stillbirth  O 

Pregnancy  following  tubal  ligation  O 

Perforation  of  uterus  at  D&C  O 

Retained  placenta  and  ruptured  uterus  O 

Knocked  out  tooth  (2)  R,  R 

Post-op  obstruction  right  ureter  — 3 years  later  suit  for  left  kidney  failure  R 

Ureter  injury  R 

Ureter  injury  during  removal  of  stone  P 

Burn  to  face  during  operation  R 

Penrose  drain  broken  off  when  removing  post-op  ( 2 ) R,  R 

Bovie  bum  R 

Mis- wording  of  operative  procedure  R 

Operating  on  wrong  toe  R 

Infection  of  eye  post-tonsillectomy  O 

Lymph  node  biopsy  with  residual  palsey  ( corrected ) O 

Gastrectomy,  dehiscense,  death  O 

Vascular  complication  at  operation,  death  P 

CVA  two  days  post-op  P 

Loss  of  leg,  trauma  O 

Needle  left  in  wound  O 

Incontinence  secondary  to  repair  peri-rectal  abscess  O 

Wound  infection  ( 2 ) 0,0 

Death  following  cardiac  surgery  — unsuspected  hemorrhagic  pancreatitis  O 

Post-op  incontinence  O 

Death  following  post-op  complications  O 

Disfigurement  secondary  to  biopsy  O 

Hernia  following  appendectomy  O 

Cellulitis  following  removal  of  toenail  O 

Sponge  left  in  abdomen  P 

2.  Contract 

Refusal  by  M.  D.  to  sign  insurance  authorization  on  “insurance  con- 
scious” patient  O 

Refusal  to  give  records  to  patient  O 

3.  Anesthetic  injury 

Patient  dying  under  anesthesia  R 

Cardiac  arrest  in  O.  R.  — surgeon  sued  was  scrubbing  O 

Decubitus  ulcer  from  heating  pad  R 

Back  injury  from  spinal  O 

4.  Mistreatment  or  poor  results 

Treatment  of  nosebleed  with  resultant  necrosis  R 

Control  of  infection  O 

Treatment  of  acid  bums  O 

Paralysis  from  tourniquet  on  arm  O 

Death  from  gas  gangrene  O 

Bum  from  diathermy  O 

Poor  results  (2  ) 0,0 

Psychiatric  patient  — hysteria  O 

Dissatisfaction  with  rhinoplasty  O 

Vasectomy  with  negative  sperm  count  x2,  post-op,  wife  pregnant  O 
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Disposition 

Complaint  of  Patient  of  Case 

5.  Improper  commitment  to  State  Hospital 

Commitment  of  regular  patient  but  did  not  see  on  date  of  commitment  R 

Signing  commitment  without  seeing  patient  for  15  days  R 

False  commitment  (conspiracy ) O 

Jailed  patient  committed  to  State  Hospital  O 

6.  Misdiagnosis 

Drug  influence  vs.  perforated  ulcer  O 

Mentally  disturbed  patient  seen  in  consultation  — jailed  and  died  O 

Failure  to  report  tooth  in  lung  on  x-ray  O 

False  pregnancy  diagnosis  O 

Pregnancy  vs.  uterine  tumor  O 

Laparotomy  of  pregnancy  O 

Failure  to  perform  myelogram  O 

7.  Infant  and  Children 

Hospital  nursery  rash  O 

Oxygen  to  premature  with  resultant  retrolental  hyperplasia  P 

Not  treating  newborn  with  bilirubinemia  O 

Misdiagnosis  and  treatment  of  child  with  burns  P 

Suture  granuloma  at  ankle  cut-down  site  O 

Thermal  bums  during  transfusion  exchange  O 

Death  of  child  after  family  insisted  on  consultant  who  was  obtained  O 

Death  of  child  from  meningiococcemia  P,  O 

Congenital  leg  dislocation  O 

Poor  medical  judgment,  death  O 

8.  Bone 

Atrophy  of  wrist  following  treatment  of  Colie’s  fracture  O 

Non-Union  of  fracture  (wrist,  femur,  other)  O,  P,  O 

Fracture  of  metatarsal  bone  R 

Fracture  of  wrist  with  residual  O 

9.  Diagnostic  procedures 

Perforation  of  esophagus  ( 2 ) P,  R 

Residual  pain  following  myelogram  O 

Thrombosis  of  retinal  artery  after  dilating  pupil  O 

Colon  rupture  during  B/E  R,  P 

Foot  board  on  x-ray  table  fell  R 

Complication  of  arteriography  O 

O 

10.  Hospitalization 

Failure  to  hospitalize  for  glass  in  eye  O 

Failure  to  send  child  home  from  hospital  O 

Hospitalized  child  coughed  up  previously  aspirated  foreign  body  with 

resultant  obstruction  O 

11.  Drugs 

Wrong  drug  used  by  office  nurse  R 

Paralysis  of  leg  from  injection  O 

Excess  medication  in  hospital  O 

IV  Talwin  with  loss  of  use  of  limb  R 

On  injection  by  office  nurse  with  radial  nerve  injury  R 

Nerve  injury  after  brachial  block  O 

Fat  necrosis  of  muscle  secondary  to  Kenalog  injection  R 

Tetanus  not  given  in  office  but  ordered  later  in  hospital  O 

E.  R.  nurse  injected  Phenergan  with  radial  nerve  injury  O 

Allergic  reaction  to  penicillin  O 
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Complaint  of  Patient 

Allergic  reaction  to  allergy  testing 
Allergic  reaction  to  topical  merthiolate  prep 

12.  Abandonment  or  failure  to  treat 

Abandonment  and  failure  to  perform  Coombs  and  RII 

Death  due  to  abandonment  — covering  M.  D.  did  not  see  regularly 

Abandonment  to  partner 

Abandonment  due  to  improper  diagnosis 

Abandonment  of  OB  patient 

Failure  to  treat  undesirable  patient 

13.  Consent 

No  informed  consent 

Bilateral  oophorectomy  without  consent 

No  consent  for  sterilization  — by  husband 

Treatment  of  child,  no  consent 

Failure  to  represent  operation  to  be  performed 

Circumcision  consent 

TOTALS 


O— No  Recovery 

82 

R— Recovery 

24 

P— Pending 

10 

Disposition 
of  Case 

O 

O 


O 

O 

o 

o 

o 

o 


p 

o 

o 

o 

o 

o 

116 


III.  If  the  threat  culminates  in  negotiation 
and  settlement  or  trial  without  settlement,  the 
case  falls  within  Table  III,  “Settled  without 
Trial”.  The  Arabic  numeral  in  the  right  side 
of  the  column  again  refers  to  the  numbers  in 
Appendix  A. 

Conclusions: 

1.  Not  surprising,  all  suits  were  settled  for 
less  than  $10,000  except  one  for  $45,000,  very 
likely  there  are  valid  reasons  for  this  one  case 
as  there  must  be  for  settling  cases  without 
trial  in  excess  of  $10,000.  (A  recent  case  in 
California  was  settled  for  $875,000  and  the 
defense  considered  this  a bargain! ) 

2.  Again  most  cases  involved  operative  or 
postoperative  complications  with  #9  (“diag- 
nostic procedures”)  running  a surprising  but 
distant  second  place. 

3.  By  population  and  by  specialty,  there  is 
an  insufficient  number  of  reported  cases  to 
establish  any  conclusions  except  that  operative 
and  postoperative  claims  are  generally  spread 
through  all  the  operative  specialties. 

IV:  A suit  is  brought  and  comes  to  trial  (refer 
to  Table  IV).  The  left  hand  column  refers  to 
the  disposition  of  the  case  O — no  recovery, 
P — pending,  R — recovery)  and  the  right 
hand  column  refers  to  the  numbers  listed  in 
Appendix  A. 


Conclusions: 

1.  Almost  all  of  these  suits  were  concluded 
by  jury  verdict.  Only  four  recoveries  out  of 
25  cases,  for  a 16%  recovery  rate,  is  noted; 
therefore,  the  plaintiff-patient  is  not  faring 
well  when  he  does  get  before  a jury,  again 
indicating  the  potential  fairness  of  the  jury 
system,  and  that  the  medical  profession  still 
holds  a certain  degree  of  stature  among  its 
lay  peers. 

2.  Surgical  procedures  still  lead  the  list  in 
cases  for  claims,  although  no  recoveries  are 
noted  in  this  category;  however,  several  cases 
are  pending.  “Infant  and  Children  Cases”  and 
“Drugs”  also  are  problem  areas. 

3.  Apparently  drugs  should  be  of  real  con- 
cern, especially  where  the  office  nurse  has 
been  delegated  the  duty  of  administering 
same.  Special  care  in  stocking  drugs  and  in- 
structing nurses  in  administering  the  drugs 
should  be  taken.  A large  percentage  of  re- 
coveries are  observed  under  this  category  as 
well  as  the  largest  single  award  ($75,000)  in 
this  survey. 

4.  A surprising  number  of  suits  against 
family  practitioners  in  small  communities  is 
again  noted. 

By  reference  to  Appendix  A,  it  is  interesting 
to  note  the  variety  of  complaints  made  by  the 
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TABLE  III— SETTLED  WITHOUT  TRIAL 
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10.  Hospitalization 

11.  Drugs 

12.  Abandonment 


TABLE  IV  — SUIT  BROUGHT  — COMES  TO  TRIAL 
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patients,  with  a caveat  to  the  subjective 
reader  that  this  list  is  one  of  complaints  with- 
out a defense  or  demurrer,  that  most  of  these 
claims  were  never  substantiated  by  legal 
proof,  therefore,  the  list  must  be  read  in  con- 
junction with  the  “Disposition  of  the  Case” 
noted  in  the  right  hand  column.  72.4%  (of 
105  cases  finally  concluded)  of  all  claims 
resulted  in  findings  in  favor  of  the  physician, 
with  11  cases  still  pending. 

General  Conclusions: 

The  survey  and  personal  investigation  lead 
to  several  conclusions  worth  noting: 

1.  There  is  a great  deal  of  interest  in  mal- 
practice insurance  as  reflected  by  the  45% 
response  to  the  survey. 

2.  There  is  some  variability  in  the  premium 
rate  even  within  the  same  specialty  group, 
apparently  on  an  arbitrary  basis  and  not 
necessarily  due  to  geographic  or  population 
criteria. 

3.  Indications  are  that  activity  in  the  direc- 
tion of  malpractice  cases  are  increasing  in 
South  Carolina. 

4.  Rates  are  decidedly  increasing,  and 
there  is  no  objective  system  to  determine 
whether  or  not  the  increase  is  geared  either 
directly  or  indirectly  to  the  losses. 

5.  The  insurance  rates  charged  to  the  gen- 
eral practitioner,  internist,  neurologist,  and 
pediatrician  are  by  and  large  reasonable  and 
remain  at  a low  level.  The  rates  charged  to 
the  physicians  engaged  in  the  more  critical 
areas,  for  example,  orthopedics,  neurosurgery, 
anesthesiology,  are  in  a much  higher  range. 

6.  It  appears  that  the  criteria  applied  by 
the  Insurance  Department  to  the  rates  of 
malpractice  insurance  are  vague  and  in- 
definite. 

7.  In  comments  by  the  physicians  their 
interest  is  real  and  those  who  have  been  “bit” 
express  concern  to  the  point  of  bitterness 
about  their  experiences  and  to  their  dis- 
illusionment of  the  legal  system. 

As  a result  of  this  survey  and  its  con- 
clusions, it  would  seem  appropriate  at  this 
time  for  organized  medicine  in  South  Caro- 


lina to  form  a “Malpractice  Committee”  to 
avail  themselves  of  the  status  of  malpractice 
cases  and  insurance  as  revealed  by  this  study, 
to  keep  abreast  of  increased  rates  as  are 
periodically  requested  by  the  insurance  com- 
panies and  for  representatives  of  the  Com- 
mittee to  attend  such  open  hearings  as  are 
made  available  by  law  to  question  critically 
the  basis  for  such  increases;  to  determine 
some  means  of  notification  by  the  insurance 
companies  of  the  outcome  of  each  malpractice 
claim  or  case  which  is  brought  in  South  Caro- 
lina; and  further  to  consider  the  possibilities 
of  obtaining  a single  insurance  company 
which  would  offer  to  insure  the  physicians  of 
South  Carolina  in  a fair,  consistent  and  real- 
istic manner,  and  by  this  pooling  of  mal- 
practice data,  information  can  be  readily 
and  constantly  available  as  the  malpractice 
situation  predictably  becomes  more  critical. 
Some  consideration  may  even  be  given  to  the 
formation  of  a panel  of  physicians  (or  doc- 
tors and  lawyers)  to  evaluate  on  behalf  of 
the  individual  doctor  against  whom  a claim 
is  made  to  determine  whether  it  is  a valid 
claim  as  has  been  done  in  other  states  with 
the  cooperation  of  an  insurance  company.  In 
this  way,  the  insurance  company  can  keep  its 
doctors  constantly  alerted  to  the  pitfalls  and 
can  provide  prophyllactic  measures  by  which 
the  physician  can  avoid  legal  entanglements. 

Education  of  the  physician  is  needed  by 
having  nationally  recognized  legal  experts  to 
speak  to  the  Medical  Association  and  to  the 
county  societies,  by  formation  of  medical-legal 
panels  locally  to  discuss  their  respective 
disciplines  and  to  seek  common  ground  of 
understanding.  It  is  to  be  noted  that  the  Med- 
ical College  has  adopted  as  a part  of  its  new 
curriculum  a required  22  hour  course  on 
medical  jurisprudence  which  stimulates  the 
students  early  so  that  they  pursue  a continual, 
interested  study  of  malpractice  cases  through- 
out their  training,  on  a sound  and  relatively 
objective  basis. 

Although  the  malpractice  picture  in  South 
Carolina  has  not  reached  the  critical  stage, 
as  one  reads  the  individual  letters  from  the 
physicians  who  have  been  threatened  or  in- 
volved in  a malpractice  suit,  the  only  con- 
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elusion  is  that  the  situation  is  serious  enough 
and  potentially  dangerous  enough  to  warrant 
an  official  interest  by  organized  medicine  in 
this  State.  The  goal  at  the  present  time  should 
be  primarily  that  of  finding  a means  by  which 


the  physicians  might  stay  informed  on  a year 
to  year  basis  as  to  what  malpractice  suits  are 
being  brought  and  to  be  reassured  that  the 
rates  are  reasonably  tied  in  with  the  mal- 
practice experience. 


Testamentary  Capacity  Disproved  Through 
Physician’s  Opinions  and  Medical  Records 

The  lack  of  mental  capacity  required  to  execute 
a last  will  and  testament  can  be  proved  by  introducing 
medical  records  of  the  deceased,  and  through  opinions 
of  doctors  who  had  treated  the  deceased,  the  highest 
court  of  Kansas  has  ruled. 

The  deceased  was  a prisoner  in  a state  peniten- 
tiary at  the  time  of  his  death.  He  made  and  executed 
his  will  one  and  one-half  years  prior  to  his  death,  and 
left  one  dollar  to  each  of  his  three  children.  The 
children  opposed  the  validity  of  the  will  on  the 
ground  that  their  father  was  not  of  sound  mind  when 
the  will  was  executed.  In  invalidating  the  will,  the 
trial  court  relied  primarily  upon  medical  records  of 
the  penitentiary,  both  prior  to  and  after  the  execution 
of  the  will,  and  opinions  of  two  doctors,  one  of 
whom  had  treated  the  father  prior  to  the  execution 
of  the  will,  and  one  who  had  treated  him  after  the 
execution  of  the  will. 

Kansas’  highest  court  upheld  the  trial  court’s 
holding  that  the  father  was  not  of  sound  mind  when 
the  will  was  executed,  stating  that  the  focal  point  in 
time,  where  mental  capacity  is  in  issue,  is  the  actual 
date  of  the  will’s  execution,  but  evidence  of  capacity 
or  incapacity,  both  before  and  after  that  date,  is 
admissible  and  relevant  in  the  investigation  into 
mental  capacity. 


Under  a Kansas  statute,  medical  records  are  con- 
sidered business  entries  and  are  admissible  in  evidence 
as  exceptions  to  the  hearsay  rule.  These  medical 
records  disclosed  that  the  father  suffered  from  dia- 
betes, syphilis,  arteriosclerosis,  heart  disease  and 
emphysema.  The  records  also  contained  a psychiatric 
diagnostic  report  dated  four  months  after  the  execu- 
tion of  the  will,  stating  that  in  the  opinion  of  the 
psychiatrist  who  wrote  the  report,  the  father  suffered 
from  an  organic  brain  disorder  with  psychotic  and 
behavioral  disturbances. 

The  opinions  of  the  two  doctors  were  also  ad- 
missible since  they  were  medical  experts  entitled,  by 
virtue  of  a Kansas  statute,  to  express  their  opinions 
on  facts  personally  known  to  them  or  made  known  to 
them  at  the  trial.  Hence,  even  though  their  opinions 
were  based  partially  upon  the  medical  records  put 
into  evidence,  they  were  still  admissible. 

A dissenting  opinion  was  filed  based  on  the  con- 
tention that  22  persons  testified,  and  only  the  two 
doctors  stated  that  the  father  was  incompetent.  The 
dissenting  judge  felt  that  the  opinions  of  the  two 
doctors  should  not  have  been  admitted,  because  by 
relying  in  part  upon  the  medical  records  the  doctors 
were  in  effect  basing  their  opinion  on  someone  else’s 
opinion.— In  Re  Estate  of  Bernatzki,  460  P.2d  527 
( Kan. Sup. Ct.,  Nov.  8,  1969) 
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President’s  Pages 


This  is  being  written  immediately  following  my  return  from  the  clinical  session  of  the  A\IA 
in  New  Orleans.  As  many  of  you  already  know,  all  is  not  well  in  the  AMA  and  has  not  been 
for  several  years.  I am  not  high  up  enough  to  be  knowledgeable  about  the  reasons  nor  where 
to  place  the  responsibility,  but  even  from  my  level  I know  there  is  friction  among  top  per- 
sonalities — the  hierachy,  if  you  please.  Dr.  Wesley  W.  Hall,  in  his  inaugural  address  last  June, 
asked  for  a constitutional  convention  to  update  the  Constitution  and  By  Laws  of  the  AMA,  but 
this  was  not  approved  by  the  Council  on  Constitution  and  By  Laws  nor  the  Council  on  Long 
Range  Development  and  Planning.  At  this  session  he  again  spoke  out  boldly  of  his  concern, 
asking  the  house  of  delegates  to  require  the  councils  to  do  what  they  would  not  do  on  their 
own  free  will.  He  cited  several  reasons  for  his  concern.  AMA  membership  is  slipping— possibly 
because  of  the  dues  increase  and  possibly  because  several  state  associations  have  removed  man- 
datory membership  in  the  AMA.  AMA  reserves  are  declining  and  not  generating  as  much 
income  as  before.  The  Reno  surgeon  told  the  delegates,  “Frankly,  I am  troubled  by  what  I see 
and  hear”  and  urged  “a  break  with  tradition”  and  “major- repairs”  in  the  organizational  structure 
of  the  Association,  and  that  these  changes  must  come  from  the  House  of  Delegates  and  could 
not  be  expected  to  come  from  those  in  high  command.  “It  is  only  fair  to  say  that  there  is  a 
serious  struggle  for  power  in  the  ranks  of  the  AMA.  The  struggle  exists  not  only  between 
the  elected  officers,  but  also  between  elected  officers  and  staff.  It  involves  personalities  and 
principles.  Moreover  it  does  no  good  to  blame  outside  troubles  for  the  AMA’s  present  division. 
It  is  of  its  own  making.”  In  speaking  to  the  delegates  Dr.  Hall  said,  “The  Board  of  Trustees  is 
merely  a committee  of  this  house  but  with  certain  specified  duties  that  are  rather  broad.  The 
staff  of  the  AMA  are  employees  of  the  AMA  selected  by  the  Board  of  Trustees.  The  problems 
facing  medicine  are  obligations  which  cannot  be  shifted  to  the  shoulders  of  others.  You  must 
be  prepared  to  accept  them  and  be  held  accountable.” 

One  tends  to  “side”  with  Wes  Hall.  I don’t  know  what  w^ent  on  before  last  June,  but  I 
know  that  he  has  made  two  forthright  addresses  and  each  time  has  “taken  on  the  policy  makers 
of  the  AMA.  This  includes,  besides  himself  as  President;  Dr.  Max  Parrott,  chairman  of  the 
Board  of  Trustees;  the  Speaker  of  the  House  Dr.  Russell  Roth,  wiio  aspires  to  be  President;  the 
Executive  Vice  President  Dr.  Ernest  B.  Howard,  wrho  attained  the  office  several  years  ago 
wdien  there  w'as  a power  grab  and  Dr.  Blassingame  w'as  ousted,  much  to  the  consternation  of 
many  in  the  Association.  Incidentally,  it  was  such  a maneuver  by  some  of  the  same  people  who 
denied  our  own  Julian  Price  the  Presidency.  It  is  said  that  some  of  the  trouble  stems  from 
Dr.  Hall’s  attempt  to  lead.  Apparently  heretofore  the  President  has  not  been  expected  to  be 
more  than  a figurehead  and  the  Board  of  Trustees  called  the  plays.  It  appears  that  Wes  Hall 
isn’t  that  kind  of  man.  The  paradox  is  that  while  things  seem  to  be  uneasy  and  disturbed  at 
headquarters,  it  probably  will  result  in  a much  stronger  AMA;  an  organization  that  you  and  I 
are  going  to  feel  more  at  home  in.  Already  there  are  signs  that  the  House  of  Delegates  is  more 
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responsible.  Student  pleas  for  more  recognition  have  been  rewarded  by  representation  in  the 
AMA.  Also  the  delegates  voted  to  give  attention  to  Dr.  Hall’s  request  for  structural  change. 
These  are  good  signs  and  show  evidence  that  the  Association  is  getting  closer  to  the  doctors  in 
practice. 

Whatever  its  problems  are,  and  whatever  the  solution  is  to  be,  I am  convinced  that  we  must 
not  fail  to  accept  the  challenge  to  cast  our  lot  with  the  AMA  and  work  from  within  to  make  it 
what  we  want  it  to  be.  No  other  organization  exists  where  all  of  us— doctors  all— can  gather  as 
one  and  have  our  voices  heard  throughout  the  land. 


Editorials 


Of  Medical  Ethics* 

When  this  writer  was  asked  to  provide  a 
short  discourse  on  medical  ethics,  he  immedi- 
ately sought  to  refresh  his  recollection  of  the 
standards  of  the  American  Medical  Associa- 
tion. His  own  copy  has  disappeared,  the 
libraries  had  none,  and  casual  inquiry  among 
likely  people  yielded  nothing.  It  may  be  that 
some  of  our  members  are  not  on  speaking 
terms  with  the  principles  which  are  supposed 
to  guide  their  professional  lives. 

Morals  change  with  the  times.  Our  current 
morals  have  declined  drastically.  Some  of  the 
older  strict  interpretation  of  the  code  has 
gone.  Early  codes  emphasized  interprofes- 
sional conduct  to  a large  extent.  Modern 
revisions  stress  largely  the  ethical  responsibil- 
ity of  the  physician  to  the  patient  and  to  the 
profession.  The  ten  provisions  of  the  Prin- 
ciples of  Medical  Ethics  of  the  American 
Medical  Association  express  briefly  the  ways 
in  which  the  physician  should  conduct  his 
dealings  with  others  in  a manner  that  brings 
dignity  and  respect  to  himself  and  to  the 
practice  of  medicine. 

Some  few  points  made  in  the  code  might 
bear  emphasis.  Full  service  and  concern  for 
patients  is  obviously  required,  and  the  effort 
to  improve  medical  knowledge  and  skill  must 
go  on.  Devotion  to  ethical  medicine  requires 
avoidance  of  those  who  follow  any  unscientific 

*Reprinted  (with  permission)  from  “The  Scribe.” 


cult,  and  association  with  these  irregulars  is 
objectionable. 

A similar  devotion  to  the  wholesomeness 
of  his  profession  requires  that  the  physician 
should  expose  the  incompetent  and  the  im- 
moral confrere  who  is  harmful  to  the  public. 

It  is  well  recognized  that  the  physician 
should  not  solicit  patients,  even  if  it  be  by 
the  subtle  method  of  appearing  in  the  press 
in  connection  with  some  unusual  procedure. 
On  the  other  hand,  such  appearances  in  con- 
nection with  the  receipt  of  honors,  election 
to  office,  and  the  like  are  condoned  as  shed- 
ding favorable  light  on  the  profession  as  a 
whole. 

Section  7 of  the  code  says  “in  the  practice 
of  medicine  a physician  should  limit  the 
source  of  his  professional  income  to  medical 
services  actually  rendered  by  him,  or  under 
his  supervision  to  his  patients.”  Cases  could 
be  cited  in  which  a physician,  having  referred 
a patient  to  a surgeon,  made  daily  “good 
morning”  visits  to  the  convalescent  and 
charged  daily  fees.  Excessive  fees  in  them- 
selves violate  the  spirit  of  the  rules  of  ethics. 

Readiness  for  consultation  and  strict  ob- 
servance of  the  confidence  of  the  patient  are 
required.  A willing  participation  in  civic 
affairs  and  in  organized  efforts  to  improve 
the  health  and  well-being  of  the  individual 
and  the  community  is  a desirable  attribute  of 
the  true  physician. 
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RECOMMENDATIONS  FOR  PLACING  CAMPBELL’S 
SOUPS*  INTO  EXCHANGE  LISTS 


* These  recommendations  are  based  on  a one  cup  portion  when  prepared 
according  to  directions  on  the  label.  If  milk  is  used  in  the  preparation, 
use  part  of  your  daily  requirement 


CAMPBELL’S  SOUPS  IN  DIABETIC  DIETS* 


Exchange  Substitution  tor 
t Bread  and  Vi  Fat 

Tomato 

Tomato,  Bisque  of 
Tomato  Rice,  Old  Fashioned 


Exchange  Substitution  for 
1 Meat  and  IV2  Bread 

Hot  Dog  Bean 
Split  Pea  with  Ham 


Exchange  Substitution  for 
Vi  Bread  and  Vi  Fat 

Asparagus,  Cream  of 


Exchange  Substitution  for 
’A  Meat  and  'i  Bread 

Chicken  Gumbo 
Chicken  Noodle 


Campbell's  Soups  are  appetizing  and  enjoyable  and, 
because  of  the  many  varieties  available,  offer  your  dia- 
betic patients  the  opportunity  to  plan  and  enjoy  more 
interesting  and  appealing  meals. 


*To  obtain  copies  of  “Recommendations  for  Placing  Campbell’s 
Soups  Into  Exchange  Lists,”  suitable  for  distribution  to  patients, 
write  to  Campbell  Soup  Company,  Dept.  500,  Campbell  Place, 
Camden,  N.J.  08101. 


f here's 


a soup 


I 


for  almost  every  patient  and  diet 
..for  every  meal 
and,  it’s  made  by 


When  diarrhea 

wrings  the 


It’s  all  very  well  to  counsel  patience  in  diarrhea 
patients.  There  are  times  when  relief  of  symptoms 
can’t  come  too  soon. 

X-ray  studies1  in  16  normal  subjects  showed  just  how 
promptly  the  active  ingredient  in  Lomotil  does 
its  work. 

Lomotil  retarded  gastrointestinal  motility  particularly 
during  the  first  three  hours  after  administration. 

It  continued  its  moderating  action  on  the  bowel  for 
at  least  three  hours  more. 

Physicians  prescribe  Lomotil  more  often  than  any 
other  drug  when  the  urgency  for  the  control  of 
diarrhea  is  most  distressing. 

1.  Demeulenaere,  L.:  Action  du  R 1132  sur  le  transit  gastro-intestinal,  Acta  gastroent. 

Belg.  21:674-680  (Sept.-Oct.)  19 58. 


Lomotil 

TABLETS/LIQUID 

Each  tablet  and  each  5 cc.  of  liquid  contain: 
Diphenoxylate  hydrochloride  . . .2.5  mg. 

(Warning:  may  be  habit-forming) 

Atropine  sulfate 0.025  mg. 

Saves  the  Day 


Warnings:  Lomotil  should  be  used  with 
caution  in  patients  taking  barbiturates 
and,  if  not  contraindicated,  in  patients 
with  cirrhosis,  advanced  liver  disease  or 
impaired  liver  function. 

Precautions:  Lomotil  is  classified  as  a 
Schedule  V substance  by  Federal  Law  with 
theoretically  possible  addictive  potential 
at  high  dosage;  this  is  not  ordinarily  a 
clinical  problem.  Use  Lomotil  with  con- 
siderable caution  in  patients  receiving  ad- 
dicting drugs.  Recommended  dosages 


O 


mm 


should  not  oe  exceeded,  and  medication 
should  be  kept  out  of  reach  of  children. 
Signs  of  accidental  overdosage  may  in- 
clude severe  respiratory  depression, flush- 
ing, lethargy  or  coma,  hypotonic  reflexes, 
nystagmus,  pinpoint  pupils,  tachycardia; 
continuous  observation  is  necessary.  The 
subtherapeutic  amount  of  atropine  sulfate 
is  added  to  discourage  deliberate  over- 
dosage. 

Adverse  Reactions:  Side  effects  re- 
ported with  Lomotil  therapy  include  nau- 
sea, sedation,  dizziness,  vomiting, 


pruritus,  restlessness,  abdominal  discom- 
fort, headache,  angioneurotic  edema, 
giant  urticaria,  lethargy,  anorexia,  numb- 
ness of  the  extremities,  atropine  effects, 
swelling  of  the  gums,  euphoria,  depression 
and  malaise. 

Overdosage:  The  medication  should 
be  kept  out  of  reach  of  children  since  ac- 
cidental overdosage  may  cause  severe, 
even  fatal,  respiratory  depression. 
Dosage:  The  recommended  average  ini- 
tial daily  dosages,  given  in  divided  doses 
until  diarrhea  is  controlled,  are  as  follows: 


Children: 

3-6  mo  . . . Vi  tsp.*  t.i.d.  (3  mg.) 

6-12  mo.. . Vi  tsp.  q.i.d.  (4  mg.) 

1- 2  yr Vz  tsp.  5 times  daily  (5  mg.) 

2- 5  yr 1 tsp.  t.i.d.  (6  mg.) 

5-8  yr 1 tsp.  q.i.d.  (8  mg.) 

8-12  yr.. . .1  tsp.  5 times  daily  (10  mg.) 
Adults:  — 2 tsp.  5 times  daily  (20  mg.) 

or  2 tablets  q.i.d. 

*Based  on  4 cc.  per  teaspoonful. 

Use  of  Lomotil  is  not  recommended  in  infants 
less  than  3 months  of  age. 

Maintenance  dosage  may  be  as  low  as  one- 
fourth  the  initial  daily  dosage. 


SEARLE 


Manufactured  by  SEARLE  & CO. 
San  Juan,  Puerto  Rico  00936 


For  more  detailed  medical  information  write. 
G.  D.  Searle  & Co.,  Medical  Department, 

P.O.  Box  5110,  Chicago,  Illinois  60680 
Research  in  the  Service  of  Medicine 
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Trocinate 

400 mg. 


WILLIAM  P.  POYTHRESS&  COMPANY,  INC. 

P.  O.  BOX  26946,  RICHMOND,  VA.  23261 


An  occasional  brief  study  of  the  code  would 
do  us  all  good.  Strict  observance  of  the  rules 
and  a constant  devotion  to  the  problems  of 
the  patient  are  probably  the  only  means  by 
which  our  image,  so  often  described  as  “tar- 
nished”, may  be  polished  to  an  acceptable 
brightness. 

Joseph  I.  Waring,  M.  D. 

Medical  Education  in  Illinois 

While  interest  regarding  the  possible 
establishment  of  a second  medical  school  in 
South  Carolina  continues,  it  might  be  of  some 
value  to  see  what  the  State  of  Illinois  has  set 
out  to  accomplish  in  medical  education.  Five 
medical  schools  already  in  existence  are  being 
augmented  with  the  addition  of  five  new 
schools.  There  appear  to  be  variations  in  the 
organizational  structure  of  these  schools,  how- 
ever the  use  of  pre-existing  facilities  has  been 
strongly  emphasized  at  both  the  pre-clinical 
and  clinical  levels.  One  for  example  has  been 
described  as  a “school  without  walls”  and 
will  utilize  facilities  in  one  area  for  pre-clinical 
study,  with  the  clinical  years  to  be  primarily 
in  another  geographic  location  with  pre- 
existant  facilities.  One  apparent  advantage  of 
this  approach  would  be  to  avoid  expenditure 
of  construction  funds.  After  a discussion  with 
an  assistant  Dean  of  another  of  the  new 


schools,  it  was  my  impression  that  their  phil- 
osophy would  be  to  not  only  utilize  pre-exist- 
ing physical  facilities,  but  as  much  as  possible 
to  utilize  professional  talents  of  the  local 
medical  community  as  well.  His  reasoning 
followed  the  promise  that  to  bring  in  “out- 
siders” to  operate  the  school  would  create  a 
division  or  distance  between  the  school  and 
the  community.  Obviously  if  an  approach 
such  as  this  were  followed,  the  medical 
expertise  and  teaching  talents  of  the  local 
medical  community  as  well  as  their  interest 
would  be  of  utmost  importance.  It  would 
seem  this  might  also  raise  questions  among 
others  regarding  the  model  within  which 
future  physicians  would  be  trained,  and 
whether  a “community”  approach  could  afford 
an  adequate  educational  experience. 

Of  course  if  a second  medical  school  were 
to  be  established  in  South  Carolina  it  would 
not  need  to  necessarily  follow  these  ap- 
proaches, and  what  the  State  of  Illinois  has 
chosen  to  do  might  not  be  at  all  applicable 
in  South  Carolina.  It  would  seem  however 
that  something  might  be  learned  from  the 
organization  of  these  new  schools  in  terms 
of  whether  it  would  be  a mistake  for  South 
Carolina  to  move  in  this  direction,  or  whether 
or  not  it  might  be  a useful  and  workable 
approach. 


£ouih(fan)lina 


50  YEARS  AGO 

January,  1922 


Dr.  W.  W.  Fennell  of  Rock  Hill  was  presi- 
dent of  the  Tri-State  Medical  Association  of 
the  Carolinas  and  Virginia.  The  Public  Health 
Institute,  held  under  the  auspices  of  the 
U.  S.  Public  Health  Service  in  Columbia,  was 
reported  as  being  very  successful.  The  virtues 


of  treating  appendectomy  as  relief  for  a 
definite  symptom  complex  were  extoled  by 
Dr.  Carl  B.  Epps  of  Sumter.  The  Thompson 
Memorial  Building  of  Roper  Hospital  in 
Charleston  was  reported  as  completed. 
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Letters  to  the  Editor 


Dear  Doctor  Thomas: 

The  competence  of  the  Editorial  Board  of 
The  Journal  of  the  South  Carolina  Medical 
Association  should  be  re-evaluated  following 
the  publication  of  the  lead  editorial  in  the 
November  1971  issue.  That  was  a poor  bit  of 
journalism. 

There  can  be  no  argument  with  the  right  of 
the  editors  to  publish  their  opinions  on  far- 
ranging  matters,  including  controversial  non- 
clinical  or  nonscientific  matters  such  as  “a 
second  medical  school”  for  South  Carolina. 
Indeed,  our  Journal  should  be  the  very  best 
medium  for  publication  of  facts  and  figures 
and  baring  of  views  on  this  issue.  As  in  the 
case  of  original  scientific  articles  submitted 
for  publication  the  editorial  board  should  see 
to  it  that  any  facts  and  figures  used  are  ade- 
quately documented  and  that  the  data  pre- 
sented are  representative  of  all  the  data 
available. 

That  is  the  rub.  The  editorial  in  question 
contained  a number  of  errors,  all  of  such 
magnitude  as  to  make  unjustifiable  the  con- 
clusion that  the  editorial  writer  wishes  his 
readers  to  come  to.  The  editorial  also  omitted 
some  important  points  which  have  been 
widely  publicized  and  should  certainly  have 
been  included  in  any  systematic  or  “pro- 
gressive” presentation  of  data  on  the  subject. 

First,  it  was  stated  that  since  1950  over  $40 
million  in  new  facilities  have  been  built  at 
the  Medical  University  of  South  Carolina  in 
Charleston.  It  is  true  that  $30  million  has 
been  spent  for  land  acquisition  and  construc- 
tion there.  But  it  is  most  important  that  every- 
one realize  that  the  facilities  provide  space 
for  the  College  of  Nursing,  College  of  Dental 
Medicine,  College  of  Pharmacy,  College  of 
Allied  Health  Sciences,  and  College  of  Gradu- 
ate Studies,  in  addition  to  the  College  of 
Medicine. 

Second,  it  was  stated  that  the  annual  state 
appropriation  for  the  Medical  University  is 
now  up  to  $16.4  million,  which  is  among  the 
nation’s  highest.  This  is  true  but  it  must  be 
noted  that  the  budget  for  the  College  of 


Medicine  accounts  for  only  $4.9  million.  A 
large  amount  (5.0  million)  of  the  total  is  con- 
sumed in  the  operation  of  the  Medical  Univer- 
sity Hospital,  and  similar  costs  would  have  to 
be  borne  by  a state-owned  general  hospital 
in  Columbia  (as  also  pointed  out  in  the  re- 
port of  the  Lippard  committee).  The  re- 
mainder of  the  appropriation  is  used  to  sup- 
port the  other  colleges  and  to  support  the  out- 
patient clinics. 

Third,  it  was  stated  that  The  Medical  Uni- 
versity of  South  Carolina  has  estimated 
capital  costs  in  the  1970’s  of  $86  million.  That 
figure  is  also  true  to  1985,  but  again  the  fig- 
vires  include  costs  of  facilities  to  be  used  by 
the  other  colleges  than  the  College  of  Medi- 
cine. The  $86  million  figure  is  compared  with 
$20-30  million  estimated  for  construction  of 
the  “medical  school”  in  Columbia  without 
describing  the  facilities  which  might  be  built 
at  either  place.  Actually,  in  the  Lippard  re- 
port the  cost  of  construction  of  a new  school 
in  Columbia  was  estimated  at  $60  million. 

Fourth,  the  editorial  fails  to  mention  that 
the  Lippard  report  specifically  called  for  con- 
struction of  a teaching  hospital  which  would 
open  1-2  years  after  the  first  students  were 
accepted  into  a new  school.  The  construction 
of  a teaching  hospital  in  the  next  decade  is 
not  even  mentioned  in  the  editorial.  Instead, 
utilization  of  certain  state  and  community 
hospitals  and  clinics  for  teaching  purposes  is 
proposed.  The  practicality  of  using  some  of 
the  facilities  listed  is  open  to  serious  ques- 
tion ( but  that  is  a matter  of  opinion ) . The  fact 
is  that  876  beds  in  The  State  Hospitals  can- 
not be  considered  general  teaching  beds. 

While  I realize  that  this  was  an  editorial 
and  not  a brief  report  of  a study,  not  an 
essay  and  certainly  not  a comprehensive 
review  of  the  subject,  I am  alarmed  that  such 
an  inaccurate  and  potentially  misleading  bit 
of  writing  could  find  any  place  in  our  state 
journal.  It  is  the  duty  of  the  editorial  board 
to  assist  the  editor  in  culling  out  pieces  with 
inaccurate  or  unrepresentative  data,  so  I hope 
you  all  will  be  more  careful  in  the  future. 
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The  physicians  of  South  Carolina  are  indeed 
busy  and  they  cannot  afford  to  be  misled  into 
mistakes.  They  surely  depend  on  you  and 
your  editorial  board  to  protect  the  integrity 
of  our  state  journal. 

The  opinions  expressed  in  this  letter  are 
my  own  and  may  or  may  not  represent  the 
opinions  of  the  faculty  or  administration  of 
The  Medical  University  of  South  Carolina. 
You  have  my  permission  and  request  to  pub- 


lish this  letter. 

Walter  M.  Bonner,  Jr.,  M.D. 

Associate  Professor  of  Medicine 
Medical  University  of  South  Carolina 
Charleston,  South  Carolina  29401 
P.S.  Also,  the  busy  physicians  of  South  Caro- 
lina will  not  want  to  pay  the  same  price  that 
Abelard  paid  for  his  famous  mistake.  For 
further  information  concerning  this,  write  to 
me  at  the  address  listed  above. 


Reply 


The  $40  million  capital  expenditures  at 
MUSC  refer  to  land  acquisition  plus  the 
following  buildings:  Teaching  hospital  ($11 
million),  and  the  basic  science,  library,  dental 
school  complex  ($14  million).  The  clinical 
science  building,  which  is  to  open  by  1975, 
will  cost  an  additional  $16  million.  The  need 
for  all  of  these  buildings  was  and  is  un- 
deniable. But  what  will  an  additional  $70 
million  in  capital  expenditures  do  that  could 
not  be  done  better  for  less  than  half  that 
amount  in  Columbia? 

The  Lippard  Report  (which  we  will  furnish 
in  entirety  to  any  interested  physician)  esti- 
mate of  $60  million  for  a new  school  in 
Columbia  included  a new  teaching  hospital. 
My  editorial  specifically  stated  that  the  esti- 
mated $20  to  $30  million  construction  cost 
would  not  include  a new  hospital  and  also 
named  the  existing  facilities  to  be  used.  This 
plan  is  entirely  consistent  with  the  philosophy 
of  the  consortium,  which  MUSC  is  actively 
promoting,  and  with  approaches  taken  else- 
where. For  instance,  Illinois  is  starting  a new 
medical  school  at  Southern  Illinois  Univer- 
sity by  using  the  graduate  school  of  the  Uni- 
versity in  Carbondale  and  two  community 
hospitals  in  Springfield.  The  capital  expendi- 
ture will  be  $1  million  for  remodeling  an 


existing  campus  building,  $6  million  for  addi- 
tions to  the  two  hospitals,  and  $13  million  for 
a new  building  to  house  administrative 
offices,  library,  student  labs,  classrooms,  and 
other  functions.  The  total  cost  for  160,000  net 
available  square  feet  will  be  $20  million.  The 
total  cost  of  the  new  LSU  Shreveport  school 
was  $30  million. 

Federal  funds  will  now  pay  for  80  per  cent 
of  new  medical  school  construction.  State- 
ments that  the  proposed  second  medical  school 
in  Columbia  would  cost  $100  to  $150  million 
are  pure  fiction.  Instead,  the  state  share  of 
new  construction  costs  is  estimated  to  be 
only  $5  million,  which  incidentally  is  the 
amount  MUSC  requested  in  increased  ap- 
propriations for  next  year.  The  question  for 
South  Carolina  is  simple:  Could  increased 
trainee  capacity,  increased  medical  research, 
and  improved  medical  service  for  as  many 
citizens  as  possible  be  accomplished  for  less 
money  by  continuing  to  rely  on  a single  medi- 
cal school,  which  the  state  has  done  for  147 
years,  or  by  starting  a new  school  at  USC 
in  Columbia  at  the  earliest  possible  date. 
Hopefully,  the  Legislature  will  be  guided  by 
facts  and  logic  rather  than  myths,  tradition 
and  local  self  interest. 

Donald  E.  Saunders,  Jr.,  M.  D. 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
MINUTES  OF  COUNCIL 


Columbia,  S.  C.  October  27,  1971 

The  Council  of  the  South  Carolina  Medical 
Association  met  Wednesday,  October  27,  1971 
at  2:00  p.m.  at  the  Blue  Cross-Blue  Shield 
Headquarters  in  Columbia.  The  following 
were  present:  Dr.  J.  Howard  Stokes,  Dr. 
Harold  P.  Hope,  Dr.  J.  Hal  Jameson,  Dr.  John 
P.  Booker,  Dr.  John  D.  Gilland,  Dr.  Waitus 
O.  Tanner,  Dr.  Michael  Holmes,  Dr.  D. 
Strother  Pope,  Dr.  Harrison  Peeples,  Dr.  A. 
Richard  Johnston,  Dr.  Halstead  Stone,  Dr. 
Edward  F.  Parker,  Dr.  Forde  A.  Mclver  ,Dr. 
Donald  Kilgore,  Dr.  William  H.  Hunter,  Dr. 
C.  Tucker  Weston  and  Dr.  Thomas  Parker. 

Also:  Mr.  M.  L.  Meadors,  Dr.  Ben  N. 
Miller,  Dr.  Buckland  Thomas,  Mr.  Richard 
Pugh,  Mr.  Tom  Sawyer,  Mr.  Jules  Hennig  and 
Dr.  E.  Kenneth  Ayeock. 

The  Chairman,  Dr  Harold  P.  Hope,  pre- 
sided. Dr.  Dessie  Gilland  offered  the  invoca- 
tion. It  was  announced  that  Dr.  John  Hawk 
was  unable  to  be  present  because  he  has  just 
undergone  surgery. 

The  minutes  of  the  September  meeting 
were  approved  as  circulated. 

The  Chairman  welcomed  Mr.  Tom  Sawyer 
from  the  AMA,  Mr.  Richard  Pugh,  SCMA 
Executive  Assistant,  and  Dr.  Ben  Miller,  Past 
President  of  the  SCMA. 

Dr.  J.  H.  Jameson  introduced  to  the  group 
Jules  Hennig,  a senior  medical  student  at  the 
Medical  College,  who  is  currently  doing  a 
preceptorship  with  his  group  in  Easley.  Mr. 
Hennig  spoke  briefly  to  the  group  concerning 
what  the  Medical  College  is  doing  with  regard 
to  Family  Practice. 

The  Chairman  announced  to  the  group 
that  the  primary  purpose  of  the  meeting  is  to 
study  the  budget.  He  then  called  on  the 
Treasurer,  Dr.  J.  Howard  Stokes,  for  his  re- 
port. Dr.  Stokes  referred  the  group  to  copies 
of  the  budget  which  had  been  distributed  to 
all  members.  He  stated  that  he  was  happy  to 
state  that  the  Association  is  approximately 
$14,000  in  the  black,  and  then  went  over  the 
items  listed  in  the  budget. 


Following  Dr.  Stokes’  report,  the  Chairman 
opened  the  floor  for  questions.  Dr.  Jameson 
inquired  if  any  investigation  has  been  made 
regarding  putting  the  money  of  the  Associa- 
tion some  place  other  than  the  Investor’s 
Mutual  Fund.  After  discussion  from  several 
members  of  the  group,  Dr.  Forde  Mclver 
moved  that  the  Investment  Committee  be 
authorized  to  consider  making  additional  in- 
vestments. Plis  motion  was  carried. 

Dr.  Stokes  then  asked  Mr.  Meadors  to  pre- 
sent the  proposed  budget  figures  for  1972. 

Referring  to  the  printed  copy  of  the  1971 
budget,  Mr.  Meadors  recommended  that  the 
Secretary’s  budget  for  1972  remain  as  set  up 
for  1971,  $1,500. 

Moving  to  the  Journal  budget  for  1972,  Mr. 
Meadors  recommended  that  the  amount 
appropriated  for  Printing  be  increased  from 
$27,000  to  $30,000  (making  the  total  amount 
for  Journal  $36,720.)  Dr.  A.  R.  Johnston  made 
this  recommendation  in  the  form  of  a motion 
and  it  was  voted  on  and  carried. 

For  the  Executive  Offices,  Mr.  Meadors 
recommended  that  the  Assistant’s  Salary  be 
increased  from  $13,200  to  $13,500  for  1972 
(in  the  printed  copies  of  the  budget  the 
Assistant’s  salary  is  listed  as  $12,000  for  1971; 
this  was  changed  to  $13,200  in  August  of  this 
year.)  He  further  recommended  that  the 
appropriation  for  Office  Help  be  increased 
from  $17,100  to  $18,000;  and  Rent  from  $3,240 
to  $3,600. 

There  was  discussion  concerning  the  Execu- 
tive Secretary’s  salary,  and  at  the  suggestion 
of  Dr.  Halstead  M.  Stone,  discussion  on  this 
was  deferred,  and  no  vote  was  taken  on  this 
section  of  the  Budget  at  this  point. 

Linder  AMA  meetings,  Mr.  Meadors  recom- 
mended that  the  amount  remain  at  $6,350.  Dr. 
Forde  Mclver  moved  that  the  recommenda- 
tion be  accepted  as  proposed.  His  motion 
was  duly  seconded,  voted  on  and  carried. 

Under  Committees,  Mr.  Meadors  recom- 
mended that  all  appropriations  remain  the 
same  with  the  exception  of  the  Peer  Review 
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FOR  EVEN 
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BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse.  New  York  13201 


Call  it  what  you  will,  it 
maybe  premalignant... 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/1 2/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

ROCHE  x Division  of  Hoffmann-La  Roche  Inc. 
k / Nutley.  N.J.  07110 


ind  Ef  Udex  (fhiorouracil) 

5%  cream  can  resolve  it. 


1 it  actinic,  solar  or  senile  keratoses, 
ny  regard  it  as  “preeancerous.”1,2 


'cal  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
mce  in  the  treatment  of  multiple  solar  keratoses,3’4  offers  the  physi- 
I a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
pn  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
lex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
3 that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 

lal  duration  of  therapy,  2 to  4 weeks. 

ies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
tion  of  therapy  was  only  2 to  4 weeks. s Other  studies  with  topical 
l ouracil  revealed  that  when  concentrations  of  less  than  2%  were 
I , significant  numbers  of  lesions  recurred.6 

rats  the  lesions  you  can’t  see,  too. 

Ikerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
lifested  themselves  by  definite  reactions,  while  intervening  skin 
pined  relatively  unaffected.5  The  early  eradication  of  these  subclini- 

!;sions  (which  may  otherwise  have  undergone  further  progression) 
ably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
fcnts  treated  with  topical  fluorouracil  — especially  with  5% 
Sentrations.s 

Iv  to  identify  solar  keratoses. 

I cally,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
-]ile  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
( he  rule. 


idictable  therapeutic  response. 

Eesponse  to  a typical  course  of  Efudex  therapy  is  usually 
_ cteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
s to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
tense  inflammatory  response,  scaling  and  occasionally  moderate 
erness  or  pain.  The  height  of  this  response  generally  occurs  two 
:s  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
Ipped.  Within  two  weeks  of  discontinuing  medication,  the 
Immation  is  usually  gone.  Lesions  that  do  not  respond  should 
opsied. 


hnces:  1.  Allen,  A.  C.:  The  Skin,  A Clinic opathological  Treatise,  ed.  2,  New  York, 

• & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J.  ; Jansen,  G.  T.,  and  Honeycutt,  W.  M. : 
tment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
naceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
3.  Belisario,  J.  C.:  Cutis,  6: 293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97: 14,  1968. 
a on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
E.:  Cancer , 25: 450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

W arnings : If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-mldrop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/ weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 
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Sees  you  through^ 

w /line  Cross-nine  Shield 
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Pay  tor  X-tras  too: 

1.  Major  Medical  is  coverage  in  addition  to  your 
basic  plans. 

2.  Major  Medical  pays  80%  of  your  Health  care 
expenses  not  covered  by  basic  plans  ...  up  to 
$5,000  or  $10,000  or  $20,000. 

3.  Blue  Cross  Major  Medical  is  best  and  least 
expensive,  but  is  available  only  to  those  with 
Blue  Cross-Blue  Shield  Basic  Coverage. 


Committee,  which  he  recommended  be 
appropriated  $1,200.  Dr.  Johnston  moved  that 
the  recommendation  be  accepted,  and  his 
motion  was  voted  on  and  carried.  ( This  makes 
the  appropriation  for  Committees  $5,500). 

Following  discussion  concerning  paying 
mileage  to  all  committee  members  attending 
meetings,  Dr.  Jameson  moved  that  Committee 
members  be  paid  mileage  at  12</-  a mile.  His 
motion  was  duly  seconded,  voted  on  and 
carried. 

There  was  discussion  with  regard  to  pay- 
ing mileage  to  members  of  Council  and  the 
group  decided  against  this.  It  was  agreed  by 
the  members  that  a blanket  insurance  on 
Council  members  traveling  to  meetings, 
which  had  been  mentioned  by  Dr.  Stokes, 
would  be  an  excellent  step. 

Mr.  Meadors  recommended  that  the  Wo- 
man’s Auxiliary  appropriation  of  $4,000  re- 
main the  same.  Dr.  Forde  Mclver  moved  that 
this  recommendation  be  adopted,  and  his 
motion  carried. 

Under  General  Expense,  Mr.  Meadors 
recommended  that  all  items  in  this  category 
remain  the  same  with  the  exception  of  the 
appropriation  for  Audit,  which  he  recom- 
mended be  increased  from  $1,750  to  $2,000; 
and  insurance,  from  $3,600  to  $4,200;  Postage, 
from  $2,200  to  $3,500;  Telephone  and  Tele- 
graph, from  $3,000  to  $4,200;  and  Retirement 
Pension  Plan,  from  $2,700  to  $4,000  (making 
the  total  for  General  Expense  $32,650.) 

Dr.  Johnston  moved  that  the  recommenda- 
tions for  General  Expense  be  accepted.  Dr. 
Michael  Holmes  seconded  the  motion,  and  it 
was  voted  on  and  carried. 

Referring  back  to  the  Audit  appropriation. 
Dr.  Tucker  Weston  commented  that  it  was 
his  understanding  that  a motion  had  been 
passed  to  the  effect  that  an  audit  be  made  of 
the  expenses  of  the  Annual  Convention  and 
the  results  reported  to  Council.  He  ques- 
tioned if  this  had  been  done.  Mr.  Meadors 
stated  that  the  audit  had  been  made  and  that 
he  would  give  this  report  at  the  next  meeting 
of  Council  if  such  a motion  was  passed. 

Dr.  Johnston  requested  that  Mr.  Meadors 
retire  from  the  room,  and  an  increase  in  his 
salary  was  discussed.  It  was  pointed  out  that 
he  is  now  devoting  full  time  to  the  Medical 


Association  and  that  he  is  constantly  working 
on  behalf  of  the  Association.  Dr.  Waitus 
Tanner  moved  that  we  raise  Mr.  Meadors’ 
salary  to  $25,000  if  wre  are  allowed  to  do  so 
(referring  to  the  price  freeze).  It  was  voted 
on  and  carried.  This  would  bring  the  total 
appropriation  for  the  Executive  Offices  to 
$67,600. 

After  discussion  and  inquiries  concerning 
the  amount  of  the  total  budget,  Dr.  Mclver 
moved  that  we  determine  the  exact  amount 
of  the  proposed  budget  during  break  before 
voting  for  its  adoption.  This  was  agreed  to, 
and  following  break,  the  Chairman  an- 
nounced that  the  proposed  budget  amounted 
to  $154,320.  In  reply  to  an  inquiry  by  Dr. 
Hunter,  Dr.  Stokes  advised  that  anticipated 
income  is  $150,000. 

Following  discussion  from  several  members 
regarding  the  fact  that  the  Budget  does  not 
balance,  Dr.  Tom  Parker  moved  that  the 
Chairman  of  Council  appoint  a sub-com- 
mittee to  report  at  the  next  meeting  of  Coun- 
cil with  recommendations  for  a balanced 
budget.  Dr.  Gilland  seconded  the  motion,  and 
it  carried  in  the  affirmative. 

Mr.  Richard  Pugh  introduced  Mr.  Ben 
Merritt  and  Dr.  Mary  Tobin,  who  are  with 
the  Vocation  Rehabilitation  Disability  Divi- 
sion. Dr.  Tobin  stated  that  their  purpose  in 
appearing  before  the  Council  was  to  get  their 
advice  on  how  they  might  go  about  getting  a 
Disability  Handbook  into  the  hands  of  all 
practicing  physicians  in  the  State,  and  also 
any  advice  Council  could  give  on  getting  the 
doctors  to  read  it. 

There  were  several  suggestions  from  the 
floor,  and  Dr.  Stokes  moved  that  the  Regional 
Offices  deliver  the  Handbooks  to  the  doctor’s 
offices  to  the  attention  of  the  Secretary  with 
a cover  letter  telling  what  the  Handbook  is 
for.  It  was  voted  on  and  carried. 

Dr.  William  Fairey  of  Georgetown  spoke 
briefly  regarding  his  study  concerning  mal- 
practice insurance  in  the  State.  He  stated  that 
he  hoped  we  could  move  from  the  information 
in  the  report  to  perhaps  create  a committee 
so  that  we  can  keep  up  with  what’s  happening 
in  South  Carolina  in  the  area  of  malpractice. 

Dr.  Mclver  moved  that  a committee  of 
three  be  appointed  to  study  the  entire  situa- 
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tion  with  Dr.  Fairey  to  serve  as  Chairman; 
and  that  the  Committee  report  back  to  Coun- 
cil at  its  January  meeting  with  recommenda- 
tions as  to  how  we  should  proceed  in  follow- 
up to  Dr.  Fairey ’s  study.  The  motion  was 
carried. 

Dr.  Hope  gave  a report  as  Chairman  of 
Council,  recalling  the  steps  toward  the  for- 
mation of  the  Foundation,  obtaining  the 
Charter,  and  general  background.  He  in- 
formed the  group  that  he  had  attended  a 
breakfast  meeting  at  the  Governor’s  Mansion 
the  day  before,  where  HMO’s  were  discussed. 
He  stated  that  his  remarks  were  contradictory 
to  everything  that  was  said.  He  further  indi- 
cated that  he  felt  that  he  would  be  put  on  a 
Committee  which  the  Governor  will  form 
regarding  this  matter,  and  asked  the  advice  of 
Council  concerning  what  position  he  should 
take,  and  if  Council  wants  him  to  push  the 
Foundation  concept. 

Dr.  Ken  Aycock  gave  background  informa- 
tion stating  that  the  Governor  had  told  him 
he  was  obligated  to  provide  health  insurance 
for  state  employees,  and  he  had  been  exposed 
to  the  HMO  concept,  and  had  requested  that 
Dr.  Aycock  get  information  on  HMO’s  for 
him.  Dr.  Aycock  further  stated  that  the  Gov- 
ernor had  requested  him  to  write  a feasibility 
and  planning  grant  for  money  to  investigate 
the  feasibility  of  some  type  of  health  main- 
tenance organization  in  South  Carolina.  He 
pointed  out  that  the  Governor  is  aware  that 
he  must  have  the  backing  of  the  doctors. 

After  discussion  from  all  members  of  the 
group,  the  opinion  was  expressed  by  many 
that  this  is  an  excellent  opportunity  for  the 
Medical  Association  through  its  Foundation  to 
get  “into  the  act”  and  exert  some  leadership. 

After  lengthy  discussion.  Dr.  Kilgore  moved 
that  Dr.  Hope  as  Chairman  of  Council  (and 
Dr.  Booker  as  President  of  the  SCMA)  be 
empowered  to  represent  us  in  cooperating 
with  the  Governor.  Dr.  Hope  stated  that  he 
would  accept  the  responsibility  to  this  extent— 
that  he  would  tell  the  Governor  that  the  Medi- 
cal Association  is  anxious  to  cooperate  with 
him  in  the  matter  of  providing  health  care  for 
state  employees.  Dr.  Johnston  suggested  that 
that  he  go  somewhat  further  than  this  and 
tell  the  Governor  about  the  Foundation.  Dr. 


Kilgore’s  motion  was  carried. 

Dr.  Aycock  stated  that  he  had  been  in- 
structed that  the  grant  be  ready  by  November 
15th,  and  that  after  it  goes  to  the  Governor 
he  will  be  happy  to  transfer  it  to  the  SCMA 
at  some  luture  date.  He  also  pointed  out  that 
if  the  grant  comes,  it  will  set  up  a Policy 
Committee  which  could  be  heavily  weighted 
with  physicians. 

Dr.  Waitus  Tanner  moved  that  Dr.  Hope 
and  Dr.  Booker  be  instructed  to  include  the 
Foundation  as  an  applicant  for  the  grant.  The 
motion  was  voted  on  and  carried. 

Dr.  Tanner  then  moved  that  Council  in- 
struct Mr.  Meadors  to  implement  as  soon  as 
possible  the  establishment  of  a functioning 
Foundation.  His  motion  was  seconded  by  Dr. 
Booker. 

Dr.  Mclver  stated  that  he  would  like  to 
amend  the  motion  to  the  effect  that  no  offi- 
cial action  be  taken  without  notifying  the 
House  of  Delegates  and  asking  for  their 
approval. 

The  amendment  to  Dr.  Tanner’s  motion, 
made  by  Dr.  Mclver,  was  voted  on  and  did 
not  carry. 

Dr.  Tanner’s  motion  was  then  voted  on  and 
carried  in  the  affirmative. 

There  was  further  discussion  concerning 
having  doctors  who  are  knowledgeable  on 
Foundations  meet  with  county  medical  so- 
cieties and  educate  them  in  this  regard. 

Dr.  Tucker  Weston  suggested  obtaining 
professional  advice  from  the  public  relations 
aspect  and  he  suggested  that  Mr.  Meadors 
confer  with  a public  relations  representative 
and  report  back  to  Council. 

The  Chairman  stated  that  Dr.  Harvey 
Atwill  has  resigned  as  Councilman  from  the 
8th  District,  and  that  Dr.  Randolph  Smoak 
of  Orangeburg  has  been  suggested  to  succeed 
him.  Dr.  Johnston  moved  that  a letter  be 
written  to  Dr.  Atwill  accepting  his  resigna- 
tion with  regrets,  and  a letter  to  Dr.  Smoak 
welcoming  him  as  a member  of  Council. 

Mr.  Meadors  stated  that  the  AMA  is  hold- 
ing a meeting  on  voluntary  health  agencies 
on  April  9,  1972,  and  had  requested  that  we 
co-sponsor  this  meeting  with  them.  Dr. 
Booker  moved  that  we  co-sponsor.  His  motion 
was  duly  seconded  and  carried. 
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Dr.  Gilland  stated  that  the  “Blues  ’ ( Blue 
Cross-Blue  Shield)  would  like  the  oppor- 
tunity to  look  into  self-insurance  on  profes- 
sional liability  and  give  us  their  thoughts.  He 
made  this  in  the  form  of  a motion;  it  was 
seconded  by  Dr.  Jameson,  voted  on  and 
carried. 

Dr.  Booker,  in  his  President’s  report,  stated 
that  he  had  received  a letter  from  Dr.  Hugh 
Wells,  Chairman  of  the  Legislative  Com- 
mittee, stating  that  he  is  having  a problem 
getting  his  Committee  to  meet,  and  outlining 
alternative  methods  by  which  this  Committee 
might  function.  After  suggestions  from  sev- 
eral members,  Dr.  Pope  moved  that  we  take 
Dr.  Wells’  suggestion  for  the  reorganization 
and  future  functioning  of  this  Committee.  It 
was  voted  on  and  carried. 

Dr.  Booker  called  attention  to  an  editorial 
in  a Seneca  paper  which  was  derogatory  to 
physicians.  He  stated  that  he  wants  to  write 
a letter  to  the  paper  giving  correct  facts.  He 
also  stated  that  he  would  like  to  see  a Drug 
Abuse  Committee  in  each  County  Medical 
Society  and  he  emphasized  that  it  is  the 
responsibility  of  physicians  to  see  that  every- 
one in  South  Carolina  has  adequate  medical 
care. 

Mr.  Meadors  gave  the  background  concern- 
ing advertisement  in  the  State  Journal  for 
Damon  Laboratories,  which  is  another  name 
for  a group  of  Pathologists  who  practice  in 
Anderson.  Damon  Laboratories  is  an  outside 
commercial  laboratory  headed  by  these  men. 
In  summary,  Mr.  Meadors  stated  that  they 
are  not  running  the  ad  in  the  Journal  now, 
but  that  he  feels  sure  they  will  be  approached 
again  in  the  near  future  to  run  the  ad.  He 
stated  that  to  refuse  to  ran  it  would  be 
violating  a Federal  Court  order  (which  he 
read  to  the  group.)  He  added  that  all  other 
State  Journals  have  accepted  the  ad  but  that 
the  Pathologists  in  South  Carolina  are 
opposed  to  it. 

Dr.  Donald  Kilgore  pointed  out  that  he 
had  a 12-page  legal  document  which  was 
contradictory  to  Mr.  Meadors’  opinion  that 
refusing  to  accept  the  ad  would  be  in  viola- 
tion of  a Federal  Court  order.  He  also  stated 
that  he  had  a 4-page  letter  of  legal  opinions 
from  anti-trust  lawyers,  and  other  informa- 


tion. Dr.  Kilgore  stated  that  he  did  not  know 
what  should  be  done,  but  requested  that 
members  of  Council  read  the  material  he  had 
passed  out  to  them  and  discuss  it  at  the  next 
Council  meeting. 

Dr.  Mclver  moved  that  the  Editor  of  the 
Journal  be  instructed  to  take  no  action  on 
this  until  it  is  brought  up  at  the  next  Council 
meeting.  It  was  carried. 

Dr.  Pope  called  attention  to  the  fact  that  he 
and  Richard  Pugh  are  trying  to  set  up  meet- 
ings with  the  legislators  to  improve  the  re- 
lationship between  the  medical  profession  and 
the  legislators  by  coming  to  a better  under- 
standing of  mutual  problems.  He  suggested 
that  if  possible  it  would  be  well  to  have  such 
meetings  over  the  State. 

Dr.  Booker  brought  up  the  subject  of  First- 
aid  stations  in  the  Legislature,  calling  atten- 
tion to  the  fact  that  the  Columbia  Medical 
Society  would  assume  primary  responsibility 
for  coverage  and  would  encourage  doctors 
from  other  areas  to  participate.  Mr.  Tom 
Sawyer  of  the  AMA  pointed  out  that  four  of 
our  neighboring  states  are  doing  this  very 
successfully. 

Dr.  Booker  moved  that  we  proceed  with 
this  project  post-haste. 

Mr.  Meadors  stated  that  Council  had  in 
the  past  expressed  their  approval  and  desire 
for  Dr.  Bill  Hunter  and  Dr.  Hiram  Curry  to 
serve  on  the  President’s  Council  of  Family 
Practice  of  Medicine.  He  stated  that  this  was 
subsequently  vetoed  before  they  were  offi- 
cially named  to  serve,  but  has  now  been 
passed  again.  He  now  has  a request  for  a 
letter  of  recommendation  for  Dr.  Gavin 
Appleby  to  serve  in  this  capacity.  Dr.  John- 
ston moved  that  Dr.  Appleby’s  name  be  added 
to  the  eligibles  to  serve  along  with  Drs. 
Hunter  and  Curry.  His  motion  was  seconded, 
voted  on  and  carried. 

Dr.  Hope  stated  that  with  the  resignation 
of  Dr.  Atwill  another  Vice-Chairman  will  need 
to  be  elected.  Dr.  Edward  Parker  nominated 
Dr.  John  Hawk.  Dr.  Halsted  Stone  nominated 
Dr.  Waitus  Tanner.  Dr.  Tanner  was  elected. 

Dr.  Hope  stated  that  Dr.  McCord  had  ex- 
tended a verbal  invitation  for  Council  to  meet 
at  the  Medical  University  for  its  Mid-winter 
meeting.  Dr.  Stone  moved  that  the  invitation 
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be  accepted.  His  motion  was  duly  seconded, 
voted  on  and  carried. 

Dr.  Dessie  Gilland  announced  that  Con- 
gressman John  McMillan  had  or  will  intro- 
duce two  Bills  which  endorse  the  AMA’s 
concept  as  expressed  in  the  Medi-credit  pro- 
posal. 

Dr.  Tucker  Weston  reported  on  the  present 
status  of  the  proposed  purchase  of  property 
adjacent  to  the  Richland  Memorial  Hospital 
for  the  Permanent  Home. 

Dr.  Forde  Mclver  introduced  the  follow- 
ing Resolution  which  was  adopted: 

In  view  of  the  unfortunate  passage  of  a 
Hospital  Franchising  Act  without  due  con- 


sultation with  the  Medical  Profession,  now 
therefore,  be  it  resolved: 

That  the  Chairman  of  Council  appoint  a 
Committee  to  study  the  effects  of  such  a 
bill,  and, 

That  Council  be  advised  by  this  Committee 
as  to  what  might  be  done  to  protect  the 
people  of  the  State  and  the  profession  from 
the  unfair,  discriminatory,  and  stultifying 
effects  on  private  enterprise  of  this  bill,  and, 
That  this  Committee  report  to  Council  in 
January. 

Meeting  adjourned. 

D.  STROTHER  POPE,  M.  D. 

Secretary 


S.  C.  Medical  Association 
Physician  Placement  Service 

The  American  Medical  Association  has  forwarded  a number  of  inquiries  made  by 
out-of-state  physicians  seeking  practice  opportunities  in  South  Carolina.  Most 
of  them  are  young  doctors  soon  to  be  released  from  military  duty. 

The  specialty  breakdown  of  all  physicians  in  the  placement  service  files  are  as 
follows: 


Anesth. 

1 

Path. 

4 

GP 

4 

Ped. 

4 

Int.  Med. 

8 

Psy. 

3 

Obs.  Gyn. 

5 

Rad. 

2 

O & O 

4 

Surg. 

24 

Orth. 

4 

Urol. 

3 

Interested  physicians  may  contact  this  office  for  further  information. 
Richard  G.  Pugh 

South  Carolina  Medical  Association 
Columbia  Office 
410  Columbia  Building 
Columbia,  S.  C.  29201 
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PART  II 

MINUTES  OF 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
HOUSE  OF  DELEGATES 

ONE  HUNDRED  TWENTY-THIRD  ANNUAL  SESSION 

May  10,12,  1971  Convention  Center  Myrtle  Beach, S.  C. 

Ben  M.  Miller,  M.  D.,  Presiding 
(Second  Day) 


Call  to  Order— Wednesday,  May  12,  1971— 
9:30  A.M. 

The  Report  of  the  Memorial  Committee 
was  die  first  Order  of  Business.  Dr.  Tom 
Parker  gave  diis  Report. 

Dr.  Thomas  Parker,  Greenville:  This  is  an 
occasion  of  solemn  remembrance  as  we  honor 
our  colleagues  who  have  gone  on  to  their 
award. 

Ackerman,  Riddick,  Sr. 

May  20,  1970 
Blackmon,  William  R. 

October  5,  1970 
Boone,  John  A. 

August  26,  1970 
Causey,  Hunter  A. 

January  2,  1971 
Cone,  Wallis 
June  2,  1970 
Hardy,  B.  Franklin 
Johnson,  Harley  M. 

September  4,  1970 
Josey, A.  Izard 
November  10,  1970 
King,  Sam  M. 

September  26,  1970 
McCalla,  Lawrence  H. 

February  2,  1971 
Mikell,  I.  Jenkins 
Mood,  H.  Ashleigh 
February  4,  1971 
Nachman,  Mordecai 
May  23,  1970 
Nicholson,  Albert  R. 

July  19,  1970 
Poliakoff,  A.  Ellis 
July  11,  1970 


Pruitt,  Alga  V. 

June  23,  1970 
Roberts,  Conan  M. 

August  24,  1970 
Rogers,  Wilbert  K. 

February  8,  1971 
Sanders,  James  H. 

September  7,  1970 
Sanders,  Keith  F. 

April  20,  1970 
Sughrue,  John 
October  6,  1970 
Sweatman,  Carl  A. 

Octob'er  5,  1970 
Warder,  Frank  M. 

August  27,  1970 
Whitten,  Benjamin 
November  5,  1970 
Blalock,  George  R. 

April  2,  1971 
Drake,  Thomas  F. 

March  29,  1971 
Quinn,  Robert  E. 

March  24,  1971 
Bolin,  Grover  C.,  Jr. 

April  7,  1971 
Helmbold,  August  F.  W. 

February  2,  1971 
Waddell,  Henry  G. 

February  18,  1971 
Smith,  W.  Atmar 
May  2,  1971 
Whitworth,  Horace  M. 

April,  1971 

Dr.  Forde  M elver  served  as  parliamentar- 
ian. 


January,  1972 


35 


The  following  Reference  Committee  Re- 
ports were  considered  and  accepted  as  sub- 
mitted. 

( 1)  Dr.  Miller’s  Report; 

(2)  Dr.  Booker’s  Report; 

(3)  Dr.  Hope’s  Report; 

(4)  Dr.  Stokes’  Report; 

(5)  Mr.  Meadors’  Report; 

(6)  The  Editor’s  Report; 

(7)  Report  of  the  Committee  on  Historical 
Medicine; 

(8)  Report  of  the  Advisory  Committee  to 
Woman’s  Auxiliary. 

The  following  Reference  Committee  Reports 
were  then  presented. 

Dr.  Dexter  B.  Rogers,  Chairman:  The  first 
resolution  we  considered  was  the  Colleton 
County  Medical  Society’s  Resolution  re- 
solving that  we  support  the  present  legisla- 
tion now  pending  before  the  House  of  Repre- 
sentatives in  the  State  of  South  Carolina  to 
diminish  the  number  of  welfare  recipients  by 
control  of  the  number  of  illegitimate  births  by 
encouraging  voluntary  sterilization  after  two 
such  mistakes.  Discussion  in  our  Reference 
Committee  on  this  resolution  centered  around 
the  fact  that  there  are  very,  very  few  laws  on 
sterilization  now  on  the  books  of  the  State  of 
South  Carolina  and  that  there  needs  to  be  a 
comprehensive  law  or  set  of  laws  concerning 
both  voluntary  and  involuntary  sterilization. 
It  was,  therefore,  the  recommendation  of  our 
Committee  that  the  committee  recommend 
non-adoption,  with  further  recommendation 
that  the  House  of  Delegates  instruct  Council 
to  pursue  study  and  action  concerning  com- 
prehensive sterilization  laws  for  the  State. 
We  move  for  the  adoption  of  the  Committee’s 
recommendation. 

(This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

Dr.  Rogers  ( continuing ):  The  second 

Resolution  was  the  Resolution  from  Chester- 
field County  — “Be  it  Resolved  that  the 
House  of  Delegates  of  the  South  Carolina 
Medical  Association  hereby  endorse  an 
Amendment  of  the  Medical  Practice  Act  to 
provide  that  each  licensed  physician  in  South 
Carolina  spend  at  least  one  ( 1 ) week  in  each 
calendar  year  in  some  type  of  postgraduate 


education  which  may  be  duly  certified  in 
order  to  maintain  his  license  to  practice.”  It 
was  felt  that  one  week  out  of  each  year  would 
probably  be  restrictive  on  some  physicians 
and  that  in  any  given  year,  a physician  in  this 
State  might  have  something  to  happen  per- 
sonally that  would  not  allow  him  to  spend 
one  week  in  that  year.  Consequently,  the 
Reference  Committee  recommended  non- 
adoption of  the  Resolution  as  it  was  pre- 
sented; however,  we  did  recommend  that 
Council  establish  and  implement  study  and 
appropriate  action  for  post-graduate  study 
requirements  for  all  licensed  physicians  in 
the  State.  We  recommend  that  this  matter  be 
studied  also  by  the  State  Board  of  Medical 
Examiners.  It  was  felt  that  some  type  of 
post-graduate  study  should  be  held  by  all 
doctors  that  are  licensed  in  this  State  and  that 
at  some  given  time,  it  is  going  to  be  required 
by  various  agencies  in  order  to  participate  in 
various  programs  and  that  we  should  take  the 
lead  in  establishing  such  a situation  at  this 
time.  The  Committee  recommends  adoption 
of  its  recommendation. 

(This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

Dr.  Rogers  (continuing): 

The  third  Resolution  was  the  Greenwood 
Medical  Society’s  Resolution  — 

The  Reference  Committee  recommends 
adoption  and  adds: 

“BE  IT  FURTHER  RESOLVED  that  the 
Delegates  of  the  S.  C.  Medical  Association 
to  A.  M.  A.  be  instructed  to  present  this  at 
the  House  A.  M.  A.  Meeting  in  June,  1971; 
and  further  recommends  that  this  be  referred 
to  Public  Relations  Committee  for  considera- 
tion, publication  and  dissemination.” 

The  Reference  Committee  moves  for 
adoption  of  its  recommendation. 

(This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

Dr.  Rogers  ( continuing ): 

The  next  item  that  we  were  asked  to  con- 
sider was  part  of  Dr.  Hope’s  Report  — I would 
like  to  reread  this  part  for  clarification  for 
the  members  of  the  House  of  Delegates. 

“ A bill  was  introduced  in  the  Senate 
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Hackie 

Hemorrhoids 


A.  H.  C.,  40,  taxicab  driver, 
narried  with  four  children. 
Complains  of  anorectal  pain, 
i ching  and  irritation.  Works  long 
fours  often  in  extreme  heat  in 
Ion-air  conditioned  cab. 
sweats  a great  deal.  Sudden 
perianal  swelling  two  days 
3go.  Similar  episode  when  he 
vas  24  years  old.  Examination 
jsveals  large  prolapsing 
bdematous  internal  and  ex- 
pmal  hemorrhoids. 


atypical 

proctological 

patient 


to  help 

relieve  the  pain, 
itching, 

burning  associated 
with  this  and 
similar  anorectal 
conditions 


prescribe 


Inusol 


■ ll  ^hemorrhoidal 
I suppositories 

with  hydrocortisone 
acetate 


Each  suppository  contains  hydrocortisone 
acetate  10  mg.  bismuth  subgallate  2.25%, 
bismuth  resorcin  compound  1.75%,  benzyl 
benzoate  1.2%,  Peruvian  balsam  1.8%,  zinc 
oxide  11.0%,  and  boric  acid  5.0%.  plus  the 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  color- 
ing in  a bland  hydrogenated  vegetable 
oil  base. 

Precaution  Prolonged  or  excessive  use  of 
Anusol-HC  might  produce  systemic  cortico- 
steroid effects.  Symptomatic  relief  should 
not  delay  definitive  diagnosis  or  treatment. 
Dosage  and  Administration  Anusol-HC: 
One  suppository  in  the  morning  and  one  at 
bedtime  for  3 to  6 days  or  until  the  inflam- 
mation subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedtime, 
and  one  immediately  following  each 
evacuation. 

And  for  long-term  patient  comfort . . . 
recommend  Anusol’ 

hemorrhoidal  suppositories 

Each  suppository  contains  the  ingredients 

of  Anusol-HC  without  the  hydrocortisone. 


Warner-Chilcott 

Division.  Warner-Lambert  Company 
Morris  Plains.  New  Jersey  07950 


ANGP-21 


When  irritable  colon  feels  like  this 


in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED' 
provides  more  complete  relief : 

[Zl  belladonna  alkaloids— for  the  hyperactive  bowel 
n simethicone— for  accompanying  distension  and  pain  due  to  gas 
□ phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  I Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED 

antispasmodic/sedative/antiflatulent 


It’s  working, 
even  when  she’s  not. 


10:30  p.m.  To  bed  with  tablets  or 
suspension.  Either  dosage  form  of 
GantanoT  (sulfamethoxazole)  provides 
reliable  therapy  for  nonobstructed  cystiti 
The  convenient  b.i.d.  schedule  lets 
the  patient  rest  assured  — while  Gantanol 
fights  the  infection. 


1:30  a.m.  Antibacterial  blood  and  urine  levels  build  fast. 

Peak  therapeutic  effectiveness  starts 
within  2 to  3 hours  of  the  initial  dose. 

In  addition,  Gantanol  diffuses  readily 
into  interstitial  fluids  for  antibacterial 
activity  at  the  foci  of  the  infection. 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitis  and 
cystitis)  due  to  susceptible  organisms  (usually  £.  coli,  Kleb- 
siella- Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
and,  less  frequently,  Proteus  vulgaris ) and  in  the  absence  of 
obstructive  uropathy  or  foreign  bodies.  Note:  Carefully  co- 
ordinate in  vitro  sulfonamide  sensitivity  tests  with  bacterio- 
logic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  Resistant  orga- 
nisms present  a current  problem  to  the  usefulness  of  anti- 
bacterial agents.  Blood  levels  should  be  measured  in  patients 
receiving  sulfonamides  for  serious  infections,  since  there  may 
be  wide  variations  with  identical  doses;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse  reactions 
occur  more  frequently  above  this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants 


less  than  2 months  of  age  (except  adjunctively  with  pyrim1  al 
amine  in  congenital  toxoplasmosis);  pregnancy  at  term  U 
during  nursing  period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  esl  A 
lished,  and  teratogenicity  potential  has  not  been  thorou,  Si 
investigated.  Sulfonamides  will  not  eradicate  or  prevent  i 
quelae  to  group  A streptococcal  infections,  i.e.,  rheurr  t 
fever,  glomerulonephritis.  Deaths  from  hypersensitivity  r ® 
tions,  agranulocytosis,  aplastic  anemia  and  other  blood  Sr 
crasias  have  been  reported;  early  clinical  signs  such  as  A 
throat,  fever,  pallor,  purpura  or  jaundice  may  indicate  ser  ral 
blood  disorders.  Complete  blood  counts  and  urinalysis  & 
careful  microscopic  examination  are  recommended  frequ<  inai 
during  sulfonamide  therapy.  Clinical  data  are  insufficier  ® 
prolonged  or  recurrent  therapy  in  chronic  renal  disease  ial 
children  under  6 years. 

Precautions:  Use  with  caution  in  patients  with  imp;  Ifei 
renal  or  hepatic  function,  severe  allergy,  bronchial  a si  utei 
and  in  glucose-6-phosphate  dehydrogenase-deficient  fta 


4:30  a.m.  Effective  through  the 
night.  Each  dose  of  Gantanol  (sulfa- 
methoxazole) delivers  up  to  12  hours  of 
antibacterial  action  against  susceptible 
>thogens,  such  as  E.  coli , Klebsiella-Aerobacter,  S.  aureus  and  others, 
btion  all  day.  And  action  all  night  to  prevent  retained  urine  from 
> coming  the  medium  for  bacterial  proliferation. 


nonobstructed  urinary  tract  infections 

I jantanol  b.i.d. 

(sulfamethoxazole) 

Tablets/Suspension 
1 12  hours  of  therapy  with  every  dose 


7:30  a.m.  With  a built-in  margin  of  protection.  Gantanol  b.i.d. 
lerapy  means  rapid  symptomatic 
Iprovement,  often  in  24  to  48  hours,  for 
jpst  patients  with  nonobstructed  urinary 
ltct  infections. 


lals.  In  the  latter,  dose-related  hemolysis  may  occur. 
Jitain  adequate  fluid  intake  to  prevent  crystalluria  and 
2 formation. 

J Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis, 
;tic  anemia,  thrombocytopenia,  leukopenia,  hemolytic 
- nia,  purpura,  hypoprothrombinemia  and  methemoglobi- 
ia;  allergic  reactions:  erythema  multiforme  (Stevens- 
i son  syndrome),  skin  eruptions,  epidermal  necrolysis, 
a)  aria,  serum  sickness,  pruritus,  exfoliative  dermatitis, 
« 'hylactoid  reactions,  periorbital  edema,  conjunctival  and 

Ial  injection,  photosensitization,  arthralgia  and  allergic 
carditis;  gastrointestinal  reactions:  nausea,  emesis,  ab- 
inal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
latitis;  C.N.S.  reactions:  headache,  peripheral  neuritis, 
; tal  depression,  convulsions,  ataxia,  hallucinations,  tin- 
;,  vertigo  and  insomnia;  and  miscellaneous  reactions: 
■ fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
,sj  irteritis  nodosa  and  L.E.  phenomenon.  Due  to  certain 
iiical  similarities  with  some  goitrogens,  diuretics  (aceta- 


zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sul- 
fonamides have  caused  rare  instances  of  goiter  production, 
diuresis  and  hypoglycemia.  Cross-sensitivity  with  these 
agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in 
infants  under  2 months  of  age,  except  adjunctively  with  pyri- 
methamine in  congenital  toxoplasmosis.  Usual  dosage  is  as 
follows: 

Adults— 2Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  b.i.d. 
or  t.i.d.  depending  on  severity  of  infection.  Children— 0.5  Gm 
(1  tab  or  teasp. )/20  lbs  of  body  weight  initially,  followed  by 
0.25  Gm/20  lbs  b.i.d.  Maximum  dose  for  children  should  not 
exceed  75  mg/  kg/  24  hrs. 

Supplied:  Each  tablet  or  teaspoonful  (5  ml)  of  suspen- 
sion contains  0.5  Gm  sulfamethoxazole. 

/ \ Roche  Laboratories 

: ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley,  N.J.  07110 


by  Senator  Ilarrclson  which  would  completely 
disassociate  the  S.  C.  Medical  Association 
from  the  Blue  Shield  organization.  It  was 
noted  that  in  1968  the  Blue  Cross-Blue  Shield 
organizations  were  made  mutual  insurance 
companies  except  that  it  would  specify  that 
Blue  Shield  would  continue  under  its  original 
charter,  that  is,  House  of  Delegates  of  S.  C. 
Medical  Association  would  continue  to  elect 
the  Board  of  Directors  of  Blue  Shield.  Council 
decided  to  oppose  this  bill  by  stating  to  the 
Legislative  Committee  the  harm  that  we  felt 
would  be  done  to  the  Medical  Association 
and  also  to  Blue  Shield  if  the  connection  was 
completely  dissolved.  After  this  hearing,  the 
Chairman  of  the  Legislative  Committee 
asked  for  a committee  to  be  appointed  by  the 
Medical  Association  to  confer  with  the  com- 
mittee from  the  Legislature  on  this  bill.  Dr. 
Miller,  Dr.  Halsted  Stone  and  Dr.  Harvey 
Atwill  represented  the  Medical  Association. 
At  this  meeting  a compromise  proposal  was 
tentatively  accepted  until  a meeting  of  the 
House  of  Delegates  of  S.  C.  Medical  Associa- 
tion at  which  time  a definite  decision  on  the 
part  of  the  Medical  Association  was  to  be 
made.” 

Dr.  Stone  met  with  our  Reference  Com- 
mittee and  made  us  aware  of  the  fact  that 
the  compromise  that  was  worked  out  and  the 
only  thing  that  would  be  accepted  by  Sen. 
Harrelson’s  Committee  was  that  seven  (7) 
members  of  the  board  would  continue  to  be 
elected  by  the  House  of  Delegates  of  the 
South  Carolina  Medical  Association;  the  other 
fourteen  ( 14 ) to  be  elected  by  the  stock- 
holders of  Blue  Shield,  which  would  be  the 
policyholders  of  Blue  Shield.  Now,  it  was 
also  noted  that  it  would  seem  that  the  House 
of  Delegates  under  this  proposal  would  com- 
pletely lose  control  of  Blue  Shield;  however, 
the  corporate  meeting  of  Blue  Shield  could 
continue  to  be  held  in  May  in  conjunction 
with  the  South  Carolina  Medical  Association’s 
meeting  and  that  all  members  of  the  South 
Carolina  Medical  Association  that  held  a Blue 
Shield  policy  would  be  entitled  to  one  ( 1 ) 
vote  and  you  would  also  attempt  to  obtain 
proxies  from  those  industries,  etc.,  in  your 
particular  area  and  that,  in  effect,  we  prob- 
ably could  have  an  awful  lot  to  do  with  the 


election  of  the  14  members  of  the  Board  of 
Directors.  It  was  concensus  of  the  opinion  of 
the  people  who  mot  with  Sen.  Ilarrelson  on 
this  Bill  that  he  has  enough  votes  now  to  pass 
any  kind  of  Bill  he  wants  to  pass  and, 
frankly,  he  did  not  want  the  House  of  Dele- 
gates to  elect  any  of  the  members  of  the 
Board  of  Directors,  so  the  compromise  solu- 
tion that  I just  described  was  considered  the 
best  that  we  could  get.  On  the  basis  of  this, 
the  Committee  recommends  acceptance  of 
the  compromise  offering  seven  (7)  physicians 
elected  by  the  House  of  Delegates  to  serve 
on  the  Board  of  Directors  of  Blue  Shield, 
and  I move  for  the  adoption  of  this. 

(The  motion  was  seconded.) 

Dr.  Floivers  ( Recognized );  Is  it  true  that 
legislation  is  always  enacted  for  all  mutual 
insurance  companies  to  establish  the  com- 
position of  their  Boards? 

Dr.  Hoisted  M.  Stone:  This  would  apply 
only  to  mutual  insurance  companies  that  are 
chartered  in  South  Carolina.  As  most  of  you 
know,  there  are  not  many  of  the  bigger  mutual 
insurance  companies  that  are  actually  char- 
tered in  the  State  of  South  Carolina,  but  the 
State  Legislature  has  the  power  and  can 
regulate  the  makeup  of  any  mutual  insurance 
company  that  has  its  charter  in  South  Caro- 
lina. 

Dr.  Thomas  Porker:  Mr.  Speaker,  I did  not 
raise  this  question  originally  but,  certainly,  I 
think  it  should  be  presented.  It  seems  to  me 
that  we  are  very  likely  to  adopt  a State 
Foundation  or  to  establish  a State  Founda- 
tion, or  at  least,  that’s  on  our  agenda.  In- 
cidentally, that  was  not  what  was  recom- 
mended at  the  meeting  in  Charleston.  At  the 
meeting  in  Charleston,  it  was  recommended 
that  Foundations  be  more  local,  not  neces- 
sarily county  wide  because  there  could  be 
groups  of  counties  but  more  according  to 
areas  of  medical  practice.  At  any  rate,  it  cer- 
tainly brings  up  the  proposition  that  if  we 
establish  a Foundation  which  will  appeal  to 
different  insurers  to  deal  with  us,  so  that  we 
will  certify  their  policies  and  have  screening 
of  this  and,  therefore,  that  we  will  be  dealing 
with,  say,  Colonial  Life,  Liberty  Life  and 
various  other  people,  and  Blue  Shield,  then  we 
will  be  subject  to  conflict  of  interest.  I don’t 
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Mellrol-50 
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Meltrol-50  (phenformin  HCI) 
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When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 


1.2  to  8 grams/ day  IV  dosage 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 


In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
ceeding  4 grams  may  result  in 
tension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
af  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
lydrochloride,  Upjohn)  have  been 
•ecovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
>e  performed.  Lincocin  has  proved 
Valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
i ince  Lincocin  does  not  share 
ntigenicity  with  these  compounds, 
lowever,  hypersensitivity  reactions 
lave  been  reported,  some  of  these  in 
'atients  known  to  be  sensitive  to 
enicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

( 1 incomyci  n hydroch  lor  ide, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


Veil  tolerated  at  infusion  site:  Lincocin 
atra  venous  infusions  have  not 
reduced  local  irritation  or  phlebitis, 
i'hen  given  as  recommended.  Lincocin 
! usually  well  tolerated  in  patients  who 
re  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
utiously  in  patients  with  asthma  or 
nificant  allergies. 

patients  with  impaired  renal  function, 
|je  recommended  dose  of  Lincocin 
ould  be  reduced  to  25—30%  of 
e dose  for  patients  with  normal 
dney  function.  Its  safety  in 
egnant  patients  and  in  infants 
s than  one  month  of  age  has 
f)t  been  established. 


incocin  may  be  used  with  other 
titimicrobial  agents:  Since  Lincocin 
table  over  a wide  pH  range,  it  is 
Citable  for  incorporation  in 
ravenous  infusions;  it  also  may  be 


(lincomycin  hydrochloride,  Upjohn) 

Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 

Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

*Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


"Contains  also:  Benzyl  Alcohol  9 mg;  and. 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms. particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniKal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment. 
Skin  and  mucous  membranes— Skin  rashes, 
urticaria,  vaginitis,  and  rare  instances  of  ex- 
foliative and  vesiculobullous  dermatitis  have 
been  reported.  Liver— Although  no  direct  re 
lationship  to  liver  dysfunction  is  established 
jaundice  and  abnormal  liver  function  test: 
(particularly  serum  transaminase)  have  beet 
observed  in  a few  instances.  Cardiovascular 
—Instances  of  hypotension  following  paren 
teral  administration  have  been  reported 
particularly  after  too  rapid  IV  administra 
tion.  Rare  instances  of  cardiopulmonary  ar 
rest  have  been  reported  after  too  rapid  I' 
administration.  If  4.0  grams  or  more  admin 
istered  IV,  dilute  in  500  ml  of  fluid  ani 
administer  no  faster  than  100  ml  per  houi 
Special  senses— Tinnitus  and  vertigo  hav 
been  reported  occasionally.  Local  reaction 
—Excellent  local  tolerance  demonstrated  t 
intramuscularly  administered  Lincoci 
(lincomycin  hydrochloride).  Reports  of  pai 
following  injection  have  been  infrequen 
Intravenous  administration  of  Lincocin  i 
250  to  500  ml  of  5%  glucose  in  distillcll 
water  or  normal  saline  has  produced  rl 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg  and  500  rr, 
Capsules— bottles  of  24  and  100.  Steri 
Solution,  300  mg  per  ml— 2 and  10  ml  via 
and  2 ml  syringe.  Syrup,  250  mg  per  5 r, 
—60  ml  and  pint  bottles. 

For  additional  product  information,  const* 
the  package  insert  or  see  your  Upjoh 
representative. 

MED  B-6-S  (K.ZL-7)  JA7 1-163 

The  Upjohn  Company 

Kalamazoo,  Michigan  49001  I 


see  how  it  could  be  otherwise.  We  might  not 
be  guilty  of  any  wrongdoing  but  we  certainly 
will  be  dealing  with  our  company  and  other 
companies.  Now  I believe  we  would  be  much 
better  advised  to  let  Sen.  Harrelson’s  Bill  go 
through  and  disassociate  ourselves  com- 
pletely, if  we  propose  to  do  this  other  thing. 

Dr.  S tone:  I would  like  to  say  this  that, 
actually,  as  far  as  what  Sen.  Harrelson  had  in 
mind,  he  originally  offered  25%  but  you  can’t 
take  25%  really  of  21  and  there  are  21  mem- 
bers of  the  Board  so  they  changed  to  make 
it  1/3,  which  would  be  7.  This  would  not 
actually  give  us  control  of  Blue  Shield.  And 
the  point  of  the  question  was  — is  this  legal 
or  not  and,  actually,  this  is  legal  for  the  Asso- 
ciation to  elect  these  7 people  with  staggered 
terms.  I don’t  think  it  would  be  a conflict  of 
interest  if  only  1/3  of  the  Board  was  actually 
elected  by  the  Medical  Association  for  the 
other  part  of  the  Board  would  then  be  elected 
by  the  policyholders  of  Blue  Shield.  Actually, 
on  paper,  we  would  not  be  in  control  of  Blue 
Shield. 

THE  CHAIR:  Thank  you,  Dr.  Stone.  Are 
there  any  other  questions  or  comments  rela- 
tive to  the  question  at  hand?  Are  you  ready 
for  the  question?  Let  me  clarify  this  — the 
Reference  Committee  recommends  that  we 
adopt  the  Bill,  as  amended,  that  the  House 
of  Delegates  would  elect  7 members  to  this 
Board. 

(The  vote  was  taken  by  a show  of  hands, 
and  the  recommendation  of  the  Reference 
Committee  was  carried.) 

Dr.  Rogers  ( continuing ): 

“The  Report  of  the  Committee  on  Public 
Relations  has  been  received  and  reviewed. 
We  congratulate  them  on  their  good  work. 
We  recommend  they  increase  their  activity 
on  internal  and  external  levels  to  entice  and 
encourage  all  physicians  of  this  State  to 
become  and  remain  members  of  the  South 
Carolina  Medical  Association.  I move  for  the 
adoption  of  this  report.” 

(This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed.) 

Dr.  Rogers  ( continuing ):  The  Report  on 
Committee  on  Legislative  Activities  was 
accepted  and  we  congratulate  them  on  their 


work.  The  Committee  recommends  that  the 
House  of  Delegates  especially  thank  Dr. 
Frank  C.  Owens  for  his  contribution.  We 
recommend  that  they  continue  with  the  help 
of  the  local  societies  their  compilation  of  a 
list  of  key  contacts  to  help  us  with  legislative 
matters.  The  Committee  further  suggests  that 
the  Legislative  Committee  seek  counsel,  ad- 
vice and  help  of  the  A.  M.  A.  representatives 
in  developing  programs  to  establish  better 
rapport  with  our  legislators.  I move  for  the 
adoption  of  this  Report. 

(This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

Dr.  Rogers  ( continuing ):  Report  of  Com- 
mittee on  Liaison  with  Allied  Professions— we 
suggest  they  become  more  active  and  estab- 
lish communication  and  liaison  with  the  allied 
health  professions.  I recommend  the  adoption 
of  this  Report. 

(This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

THE  CHAIR:  Does  that  end  your  Report? 

Dr.  Rogers:  Yes,  sir. 

THE  CHAIR:  Since  there  have  been  no 
amendments  to  any  of  the  articles  in  the  Re- 
port and  since  there  are  no  unfavorable  votes, 
then  the  Committee’s  Report  as  a whole  will 
be  adopted  as  favorable. 

DR.  J.  D.  THOMAS,  VICE-PRESIDENT, 
PRESIDING: 

THE  CHAIR:  We  will  now  have  the  Re- 
port of  the  Reference  Committee  on  Public 
and  Industrial  Health,  Dr.  Martin. 

Dr.  John  B.  Martin,  Jr.,  Anderson:  First,  I 
would  like  to  thank  the  members  of  my  com- 
mittee for  their  diligent  work  and,  also,  the 
several  people  who  appeared  before  our 
committee  to  inform  us  better  so  that  we 
could  act  on  these  various  proposals. 

This  Committee  was  asked  to  consider  the 
following  Committee  Reports: 

1.  Committee  on  Alcoholism  and  Drug 
Abuse. 

In  this  Committee  Report,  it  was  stated 
that  an  effort  was  being  made  to  include  drug 
abuse  as  part  of  the  Commission  on  Alcohol- 
ism’s responsibility.  We  had  several  members 
of  the  Executive  Committee  of  the  State 
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Board  of  Health  to  appear  before  our  Com- 
mittee in  opposition  to  this  transfer  of  re- 
sponsibility. Dr.  Hall,  unfortunately,  was  not 
able  to  appear  but  we  did  have  a letter  from 
him  in  strong  opposition  to  this.  Therefore, 
our  Committee  would  like  to  move  that  the 
South  Carolina  Medical  Association  go  on 
record  as  being  in  favor  of  continuing  the 
control  of  drug  abuse  in  the  Narcotics  Control 
Division  of  the  State  Board  of  Health  and 
the  Department  of  Mental  Health  and  that 
the  Commission  on  Alcoholism  continue  its 
only  statutory  function  of  providing  educa- 
tion about  alcoholism. 

I would  like  to  move  that  we  adopt  this. 

(This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  was 
passed. ) 

Dr.  Martin  ( continuing ):  We  considered 
the  Committee  on  Maternal  Mortality’s  Report 
as  printed  in  the  January,  1971,  issue  of  the 
Journal;  the  Report  of  the  Executive  Com- 
mittee of  the  State  Board  of  Health,  as  pub- 
lished in  the  Journal  of  April,  1971;  and  the 
Report  of  the  Committee  on  Industrial  Medi- 
cine, as  published  in  the  Journal  of  April, 
1971.  We  would  like  to  recommend  adoption 
of  these  Reports  and  commend  these  individ- 
uals for  their  work  and  we  .would  like  to, 
particularly,  commend  the  Committee  on  In- 
dustrial Medicine  for  their  work  during  the 
past  year.  And  I so  move. 

(This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

The  committee  was  asked  to  study  two 
Resolutions. 

1.  The  Resolution  from  Horry  County 
Medical  Society  concerning  improvement  of 
family  planning  and  health  education.  The 
Committee  felt  that  this  is  an  excellent 
Resolution.  However,  with  the  concurrence  of 
Dr.  Collins,  who  presented  this  Resolution, 
we  edited  the  Resolution  somewhat  and  this 
was  received. 

RESOLUTION:  TO  IMPROVE  FAMILY 
PLANNING  AND  HEALTH  EDUCATION 
PROPOSED  BY:  HORRY  COUNTY  MED- 
ICAL SOCIETY 

WHEREAS,  South  Carolina’s  fetal  mortality 
rate  is  the  third  highest  in  the  nation,  and 


whereas  high-risk  obstetrical  patients  in  all 
socioeconomic  categories  shoidd  ideally  be 
identified  before  they  conceive  and  must  be 
identified  early  in  pregnancy  so  that  they  may 
receive  specialized  care; 

WHEREAS,  South  Carolina  has  had  the 
highest  percentage  of  rejections  by  draft 
boards  for  mental  reasons  of  any  State  in  the 
nation,  and  a growing  number  of  chromosome 
defects  and  metabolic  disorders  can  now  be 
diagnosed  early  in  pregnancy  by  amino- 
centesis; 

WHEREAS,  we  must  reduce  mental  re- 
tardation and  minimize  the  crappling  physical 
and  emotional  disorders  of  children  and 
adults  and  whereas  our  emphasis  upon 
maternal  and  child  health  must  begin  prior 
to  conception  and  continue  through  child- 
hood, adolescence  and  adulthood,  family  plan- 
ning should  not  ignore  individual  child-pro- 
ducing and  child-rearing  capabilities,  as  the 
most  important  product  of  this  State  is  a 
wanted  child  who  is  well  born  and  healthy. 

WHEREAS,  South  Carolina  has  a ratio  of 
only  5 obstetricians  for  every  100,000  popula- 
tion and  personnel  and  facilities  are  insuffi- 
cient in  quantity  to  give  adequate  care  to  all 
women  now  and  in  the  foreseeable  future; 

BE  IT  RESOLVED  THAT  WE,  THE 
SOUTH  CAROLINA  MEDICAL  ASSOCIA- 
TION, DO  HEREBY  RECOMMEND: 

1.  Encouragement  to  health  centers  for 
comprehensive  health  care  and  for  family 
planning  education  in  addition  to  the  expan- 
sion and  improvement  of  public  health  clinics. 

2.  Expansion  of  support  for  educational 
and  service  programs  in  family  planning,  in- 
cluding training  of  paramedical  personnel. 

3.  In  recognition  of  the  importance  of  high 
quality  human  reproduction,  support  of  pro- 
grams in  our  public  schools  taught  by  ade- 
quately trained  personnel  as  a separate  sub- 
ject that  includes  instructions  in  parenthood 
and  family  life. 

4.  The  State  Board  of  Health  establish  a 
Family  Protection  Board  to  legally  authorize 
sterilization  procedures  on  males  and  females 
after  proper  medical  evaluation  and  docu- 
mentation of  their  mental  incompetency  has 
been  obtained. 

I move  that  the  Association  go  on  record 
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as  favoring  the  principles  of  this  Resolution. 

Dr.  Thomas  Parker,  Greenville:  I would 
like  to  speak  on  one  paragraph  only  and  that 
is  the  paragraph  having  to  do  with  instruc- 
tion on  family  living,  etc.,  in  the  public 
schools  by  adequately  trained  personnel.  I 
don’t  think  that  this  is  spelled  out  in  detail  in 
the  Resolution  but,  at  least,  we  should  be 
familiar  with  what  is  going  on  in  other  parts 
of  the  country.  This  is  usually  known  — or  is 
usually  expanded  into  what  is  called  the  K-12 
Program,  and  this  means  that  they  start  in- 
struction — of  course,  in  other  places,  it  is 
called  sex  education  — from  kindergarten 
through  the  12th  grade,  that  this  subject  is 
taken  up  as  such  every  year,  possibly  not  all 
year  but  it  is  a separate  Department.  The 
teachers  who  are  adequately  trained  as  speci- 
fied have  as  their  qualifications,  among 
others,  the  ability  to  adjust  without  reaction 
to  various  situations;  and  because  these 
courses  are  in  the  public  schools,  of  course, 
there  can  be  nothing  having  to  do  with  reli- 
gion with  regards  to  family  relationships  and 
that  sort  of  thing.  This  ignores  what  many 
psychiatrists  and  psychologists  refer  to  as  the 
maturation  gap.  This,  basically,  is  the  concept 
that  — whereas,  of  course,  boys  and  girls  are 
males  and  females  from  the  time  they  enter 
this  world  but  there  is  a period  of  time  at 
which  boys  are  interested  in  being  cowboys 
and  Indians,  cops  and  robbers,  or  something; 
and  girls  are  interested  in  mud  pies  and  paper 
dolls  and  they  are  not  interested  in  each  other. 
We  need  not  go  into  all  the  scientific  argu- 
ment on  this  subject  but  you  all  are  perfectly 
aware  of  the  fact  that  there  was  a time  when 
it  was  a curse  to  have  to  go  to  dancing  school 
and  when  the  people  who  like  girls  were 
sissies,  etc.,  so  there  is  a period  of  time  when 
boys  and  girls  are  not  interested  in  each 
other.  I believe  that  for  us  to  introduce  into 
the  schools  — or  to  recommend  or  to  sup- 
port — a separate  program  and  that’s  what 
we  are  talking  about,  on  the  subject  of  sex 
education  — which,  again,  is  what  we  are 
talking  about  — with  no  relation  to  religion 
so  that  we  are  strictly  talking  about  physiol- 
ogy, anatomy  and  that  sort  of  thing,  is  a 
mistake;  and  that  it  has  proven  wrong  in 
other  areas  of  the  country.  We  would  do 


much  better  to  let  these  subjects  come  up 
naturally  not  to  be  avoided  — I don’t  mean  not 
at  all  — but  to  be  dealt  with  as  they  arise  in 
other  subjects.  We  would  do  very  well  to 
strike  from  this  Resolution  this  particular 
paragraph.  In  realization  of  the  five  minute 
limitation,  I will  not  say  anymore  on  this  sub- 
ject except  to  move  that  we  delete  this  par- 
ticular paragraph  from  the  Resolution  as  a 
matter  of  policy. 

THE  CHAIR:  Since  we  have  a motion,  is 
there  a second  to  this  motion? 

Dr.  Wm.  T.  Hendrix,  Spartanburg:  I would 
like  to  second  Dr.  Parker’s  Motion.  I am  a 
member  of  a school  board  in  Spartanburg, 
having  been  on  there  some  9 years.  This  ques- 
tion has  come  up  all  over  the  country.  Feel- 
ing that  being  the  only  M.  D.  on  the  School 
Board,  I would  have  to  answer  questions  if 
it  came  up  in  our  community,  I have  tried  to 
read  a good  bit  in  the  School  Board’s  Journal 
and  other  Journals,  as  to  what  has  taken  place 
over  the  country.  At  present,  if  I understand 
the  literature,  it  is  causing  more  harm  than 
good,  in  most  of  the  schools.  In  a great  many 
places,  the  School  Board  meetings  are  taken 
over  by  irate  parents  that  are  coming  in  com- 
plaining of  the  program,  and  interrupting 
things.  Actually,  there  was  on  one  of  the 
school  boards  a test  given  to  high  school  stu- 
dents after  the  course.  If  you  were  to  read 
it,  you  would  be  surprised.  Most  people  would 
not  even  have  that  information  when  they 
get  married.  The  questions  asked  were  utterly 
ridiculous  prepared  by  some  — I am  sure  — 
well-meaning  but  misinformed  teacher  asking 
high  school  students  about  foreplay,  afterplay 
and  all  sorts  of  questions  like  that  — this  in 
high  school.  So  I feel  at  the  present  with  the 
mood  over  the  country,  it  is  very  questionable 
that  we  should  go  on  record  as  recommending 
this  coming  from  the  Medical  Association. 

Dr.  Richard  C.  Slocum,  Columbia:  I am 
interested  in  the  fact  that  the  Judiciary  has 
ruled  out  religion  in  our  schools  and  we  are 
going  to  interject  sex. 

Dr.  James  C.  Hughes,  Conway:  I would 
like  to  make  an  attempt  to  clarify  the  intent 
behind  this  particular  paragraph  in  the  initial 
Resolution.  It  was  the  feeling  of  the  author  of 
the  Resolution  and  of  the  Horry  County 
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Medical  Society  in  presenting  the  Resolution 
that  we  did  feel  there  was  a crisis  at  hand  in 
this  particular  area,  and  the  crisis  has  been 
at  hand  for  some  time.  We  feel  that  attitudes 
toward  sex,  promiscuity  and  sex,  and  the  use 
of  drugs  is  usually  developed  by  age  of 
eleven  or  thereabouts.  It  was  felt  that  each 
community  should  stress  its  own  needs  in 
their  program  — local  programs  according 
to  the  needs  of  their  local  culture.  We 
weren’t  intending  to  propose  sex  education, 
as  such,  but  really  wish  to  stress  the  impor- 
tance of  high-quality  reproduction.  It  is  diffi- 
cult, I agree,  to  disassociate  this  from  sex 
education  in  some  ways.  We  also  intended  to 
stress  the  responsibilities  of  parenthood  and 
the  interpersonal  relationships  within  the 
family;  religion,  not  the  teaching  of  religion 
but  I think  some  awareness  of  religion  would 
have  to  be  brought  into  this  some  way.  I 
realize  that  this  conflicts  in  some  ways  with 
the  previous  Courts’  decisions  about  the  teach- 
ing of  religion  or  religion  in  the  schools.  There 
is  not  going  to  be  any  real  curriculum  within 
our  universities  in  this  State  in  health  educa- 
tion — that  is,  to  train  people  in  health  educa- 
tion — until  a need  for  them  exists.  As  our 
public  schools  now  stand,  no  need  really 
exists.  We  don’t  have  any  legislation  which 
calls  for  this.  We  feel  that  our  universities  or 
we  are  told  that  our  universities  will  have 
curriculum  for  Master’s  Degree  and  doctorate 
degrees  in  health  education  if  we  take  a stand 
indicating  that  we  feel  some  need  exists  in 
this  area  in  our  public  schools.  Thank  you. 

THE  CHAIR:  Any  further  discussion?  If 
not,  we  will  first  vote  on  the  Motion  to 
delete  the  following  paragraph: 

“In  recognition  of  the  importance  of  high 
quality  human  reproduction,  support  of  pro- 
grams in  our  public  schools  taught  by  ade- 
quately trained  personnel  as  a separate  subject 
that  includes  instructions  in  parenthood  and 
family  life.” 

(The  Motion  had  been  seconded,  the  vote 
was  taken  and  the  Chair  declared  that  the 
paragraph  would  be  deleted.) 

THE  CHAIR:  We  will  now  vote  on  this 
Recommendation  with  the  one  paragraph 
(#3)  being  deleted. 


(The  Motion  had  been  seconded,  the  vote 
was  taken  and  it  was  so  ordered.) 

Dr.  Martin  ( Chairman  of  Reference  Com- 
mittee ( continuing ): 

The  second  Resolution  was  from  Collenton 
County  Medical  Society  regarding  the  South 
Carolina  Medicaid  Program  formulary.  Our 
Committee  agrees  with  the  sponsors  of  this 
Resolution  that  this  is  a profound  problem. 
We  felt  that  this  deserved  a great  deal  of 
study  and  we  would  like  to  move  that  the 
President  of  the  Association  appoint  a study 
committee  to  review  this  problem  and  negoti- 
ate with  Dr.  Ellis  of  the  Department  of  Public 
Welfare  to  try  to  develop  an  acceptable  solu- 
tion and  we  would  further  like  to  request 
that  adequate  number  of  representatives  of 
the  S.  C.  Academy  of  General  Practice  be 
included  in  this  group  since  the  family  phy- 
sicians are  the  ones  who  deal  most  regularly 
with  this  frustrating  problem.  We  so  move. 

(The  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

Dr.  Martin:  I would  like  to  move  for 
acceptance  of  this  Report  with  the  deleted 
paragraph  from  the  Horry  County  Resolu- 
tion. 

(The  motion  was  seconded,  the  vote  was 
taken  and  it  was  passed. ) 

THE  CHAIR:  We  will  now  have  the  Report 
of  the  Reference  Committee  On  Amendments 
to  the  Constitution  and  By-Laws,  Dr.  Swift 
Black,  Chairman. 

DR.  SWIFT  C.  BLACK,  Chairman:  “The 
Reference  Committee  on  Amendments  to  the 
Constitution  and  By-Laws  had  some  rather 
complex  matters  to  consider  this  year  and 
the  Committee  directed  me  to  ask  Mr. 
Meadors  and  his  staff  to  assist  in  the  com- 
pletion of  this  Report. 

“First,  there  were  a series  of  Amendments 
proposed  by  the  Standing  Committee  on 
Constitution  and  By-Laws.  In  view  of  the 
adoption  at  the  Monday  session  of  the 
Amendment  to  the  Constitution  providing 
for  a Speaker  and  a Vice-Speaker,  the  fol- 
lowing Amendment  to  the  By-Laws  to  outline 
their  duties  was  proposed: 

“Amend  the  By-Laws  by  adding  to  Chap- 
ter VI,  two  additional  sections  to  be  num- 
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bered  Section  7 and  Section  8,  and  reading  as 
follows: 

‘Section  7.  The  Speaker  of  the  House  of 
Delegates  shall  preside  over  all  meetings 
of  the  House  of  Delegates.  He  shall  also 
serve  as  a non-voting  member  of  the  Coun- 
cil concurrent  with  his  term  of  office.  It 
shall  be  his  duty  to  preserve  order  and  to 
follow  the  proper  parliamentary  procedures. 
It  shall  be  the  duty  of  the  Speaker  to  have 
the  representative  of  each  component 
county  medical  society  checked  by  the 
Committee  on  Credentials  at  the  time  of 
the  Annual  Session  and  to  fill  any  vacancy 
by  appointment.  Temporary  appointees 
shall  be  members  of  the  component  society 
having  the  vacancy.  He  shall  appoint  the 
House  of  Delegates’  Reference  Committee 
and  Credentials  Committee.  He  may  vote 
in  the  House  of  Delegates  only  in  case  of  a 
tie  ballot.’ 

Mr.  President,  we  recommend  the  adoption 
of  this  Amendment  and  I so  move. 

Doctor  from  the  floor:  Mr.  President,  we 
need  to  spell  out  the  length  of  his  term. 

THE  CHAIR:  This  is  in  the  Constitution. 
Doctor  from  the  floor:  I would  like  to 
inquire  if  this  giving  him  the  capacity  to 
appoint  delegates  not  in  attendance,  if  this  in 
any  way  supersedes  the  right  of  the  Society 
to  send  alternate  delegates  in  lieu  of  its 
elected  delegates,  as  is  now  provided;  or  do 
you  mean  that  should  that  prerogative  not  be 
asserted,  he  would  then  have  this  prerogative 
or  would  he  have  the  prerogative  to  elect 
delegates  without  any  consultation  with  the 
constituent  society? 

Dr.  Black:  It  was  the  intent  of  the  Com- 
mittee that  this  be  an  emergency  measure 
sort  of  deal. 

Doctor  from  the  floor:  I would  like  that  the 
Committee  add  that  to  this  to  specify  that 
this  would  not  supersede  the  right  of  the  con- 
stituent society  to  elect  and  send  their  own 
delegates. 

(This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

THE  CHAIR:  Now  is  there  any  further 
discussion— Dr.  Cain. 

Dr.  J.  P.  Cain,  Jr.  ( Recognized ) Does  this 


mean  that  he  can  appoint  a delegate  at  large 
from  anywhere? 

THE  CHAIR:  No  sir.  It  says  specifically 
that  he  must  be  from  that  medical  society. 

Are  there  further  questions  or  discussion? 
Dr.  Slocum. 

Dr.  Richard  C.  Slocum  ( Recognized );  I 
would  like  to  hear  it  reread. 

THE  CHAIR:  Will  you  reread  it  and  try  to 
add  that— 

Dr.  Black:  Mr.  Speaker,  I will  let  her  add 
that  part.  (Reading)  ‘The  Speaker  of  the 
House  of  Delegates  shall  preside  over  all 
meetings  of  the  House  of  Delegates.  He  shall 
also  serve  as  a non-voting  member  of  the 
Council  concurrent  with  his  term  of  office. 
It  shall  be  his  duty  to  preserve  order  and  to 
follow  the  proper  parliamentary  procedures. 
It  shall  be  the  duty  of  the  Speaker  to  have 
the  representative  of  each  component  county 
medical  society  checked  by  the  Committee  on 
Credentials  at  the  time  of  the  Annual  Session 
and  to  fill  any  vacancy  by  appointment. 
Temporary  appointees  shall  be  members  of 
the  component  society  having  the  vacancy. 
He  shall  appoint  the  House  of  Delegates 
reference  committees  and  credentials  com- 
mittee. He  may  vote  in  the  House  of  Dele- 
gates only  in  case  of  a tie  ballot’ 

Dr.  Slocum  ( Recognized ):  I would  like  to 
make  a statement.  I think  the  President  should 
elect  the  Reference  Committees,  not  the 
Speaker.  I think  it  should  be  amended.  I make 
a motion  that  this  be  amended.  (The  motion 
was  seconded. ) 

THE  CHAIR:  Is  there  any  discussion  on 
this  amendment  which  has  been  seconded ? 
(There  was  none.)  We  will  vote  on  this 
amendment  that  the  President  appoint  the 
Reference  Committees.  (The  vote  was  taken 
and  the  amendment  passed.)  Now,  we  will 
try  to  vote  on  the  recommendation  of  the 
Reference  Committee  which  will  be  adopted 
as  read  except  for  the  two  ( 2 ) exceptions— 
that  the  President  rather  than  the  Speaker  of 
the  House  will  appoint  the  Reference  Com- 
mittees and,  secondly,  that  the  Speaker  of 
the  House  will  have  the  right  to  appoint 
temporary  members  of  the  House  when  the 
societies  which  have  been  represented  do 
not  have  representatives  present,  either  duly 
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elected  as  primary  or  as  alternate  delegates  to 
the  House.  Is  this  understandable  to  every- 
one? This  requires  a two-thirds  vote  since  it 
is  a change  in  the  By-Laws,  so  if  you  will 
please  stand. 

(The  vote  was  taken  and  it  was  passed.) 

Dr.  Black  ( continuing ):  (Reading  from 
Report ) 

‘Section  8.  The  Vice-Speaker  of  the  House  of 
Delegates  shall  preside  over  the  House  of 
Delegates  in  the  absence  of  the  Speaker.  The 
Vice-Speaker  shall  be  an  ex-officio  member 
of  the  Council  without  the  right  to  vote.  In 
the  event  of  the  Speaker’s  death,  resignation, 
or  inability  to  serve,  the  Vice-Speaker  shall 
succeed  him  for  the  unexpired  term.’ 

Mr.  President,  we  recommend  the  adoption 
of  this  Amendment  and  I so  move. 

(The  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed.)  (By  standing  vote) 

Dr.  Black  ( continuing ):  This  Report  is 
obviously  going  to  be  the  report  of  exercise. 

The  following  Amendments  relating  to 
membership  were  also  considered  by  the 
Committee  .( Reading  from  Report  ): 

“Amend  Chapter  I,  Section  3 of  the  By- 
Laws  of  the  South  Carolina  Medical  Associa- 
tion by  deleting  the  word  “consecutive”  on  the 
second  line  of  said  section,  so  that  the  first 
sentence  of  said  section  shall  read  as  follows: 
‘Any  physician  who  has  been  a member  in 
good  standing  for  forty  years  automatically 
shall  become  an  Honorary  Member  of  the 
Association.’ 

Mr.  President,  we  recommend  the  adoption 
of  this  Amendment  and  I so  move. 

(The  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  by  standing 
count,  and  it  was  passed. ) 

Dr.  Black  (Reading  from  Report):  “Amend 
Chapter  I of  the  By-Laws  of  the  South  Caro- 
lina Medical  Association  by  adding  another 
section  at  the  end  to  be  numbered  Section  8, 
and  to  read  as  follows: 

‘Section  8.  There  shall  be  a special  class  of 
non-voting  membership  composed  of  students, 
interns  and  residents  who  are  being  trained 
within  the  State  of  South  Carolina.’ 

Mr.  President,  we  recommend  the  adoption 
of  this  Amendment  and  I so  move. 


(The  motion  was  seconded,  there  was  no 
discussion,  a standing  vote  was  taken  and  it 
was  passed. ) 

Dr.  Black  ( continuing ):  “Amend  Chapter 
I of  the  By-Laws  of  the  South  Carolina  Medi- 
cal Association  by  adding  another  section  to 
be  numbered  Section  9,  and  to  read  as  follows: 

‘Any  member  of  the  South  Carolina  Medical 
Association  who  becomes  disabled  and  is 
forced  to  give  up  active  practice  for  that 
reason,  shall  be  entitled  to  continue  his 
membership  in  the  Association  without  the 
payment  of  dues  until  the  end  of  such  dis- 
ability, and  shall  be  carried  on  the  rolls  as 
a regular  member  during  the  period  of  such 
disability.’ 

Mr.  President,  we  recommend  the  adoption 
of  this  Amendment  and  I so  move. 

THE  CHAIR:  Thank  you,  sir.  We  recog- 
nize Dr.  Parker. 

Dr.  Thomas  Parker,  ( Recognized ):  Mr. 
Speaker,  I would  be  happy  to  have  them 
vote  on  this  and  then  speak. 

(Dr.  Black’s  motion  was  seconded,  there 
was  no  discussion,  the  vote  was  taken  and  it 
was  passed. ) 

Dr.  Thomas  Parker,  Greenville:  Mr.  Speak- 
er, I simply  wanted  to  ask  about  the  student 
and  other  members  who  are  non-voting  are 
they  also  non-dues  paying,  was  that  part  of 
the  Amendment?  At  least,  I believe  it  should 
be  if  it  isn’t. 

THE  CHAIR:  It  is.  Dr.  Slocum. 

Dr.  Richard  C.  Slocum  (Recognized):  This 
Resolution  we  just  passed  — where  are  the 
funds?  It’s  just  like  a Bill  in  Congress,  so  far 
as  I can  see,  it’s  unfunded.  I don’t  know 
where  the  money  is. 

Dr.  Black  (answering):  This  particular  one 
was  simply  to  just  cancel  his  dues  during  the 
time  of  his  disability. 

Dr.  Slocum:  I said  the  Benevolent- 

Dr.  Black:  We  haven’t  gotten  to  that  one 
yet.  That’s  coming.  This  particular  one  was 
just  canceling  his  dues  while  he’s  disabled. 
May  I reread  Section  9?  ‘Any  member  of  the 
South  Carolina  Medical  Association  who  be- 
comes disabled  and  is  forced  to  give  up  active 
practice  for  that  reason,  shall  be  entitled  to 
continue  his  membership  in  the  Association 
without  the  payment  of  dues  until  the  end  of 
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such  disability,  and  shall  be  carried  on  the 
rolls  as  a regular  member  during  the  period 
of  such  disability.’  And  as  a matter  of  clari- 
fication, this  was  in  order  to  keep  continuity 
of  membership  because  of  disability.  Yours 
is  coming  up  now. 

Several  other  Amendments  to  the  By- 
Laws  were  also  presented.  ( Reading  from 
Report ) 

“Amend  Chapter  IV,  Section  1 of  the  By- 
Laws  by  striking  out  everything  in  said  sec- 
tion after  the  words  “Annual  Session”  on  the 
third  line,  and  by  adding  instead  the  follow- 
ing: 

‘but  may  complete  its  regular  business, 
including  the  election  of  officers,  before  or 
after  the  General  Meeting,  as  it  may  see  fit.’ 

This  was  inserted  as  a matter  of  clarifica- 
tion in  order  to  have  the  Scientific  Session 
between  the  Monday  and  Wednesday  sessions 
of  business. 

Mr.  President,  we  recommend  the  adoption 
of  this  Amendment  and  I so  move. 

(This  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

Dr.  Black  ( continuing ):  In  Chapter  VIII, 
Section  4 — Committees  — Add  “Benevolence 
Fund  Committee”;  and  then  amend  Chapter 
VIII  by  inserting  a new  section  to  be  num- 
bered Section  19  and  by  renumbering  the 
following  sections  to  conform,  said  Section 
19  to  read  as  follows: 

‘Benevolence  Fund  Committee.  This  shall 
be  a standing  committee  of  three  (3)  mem- 
bers to  serve  three  (3)  years,  staggered,  so 
that  there  will  be  continuity.  This  Committee 
shall  administer  funds  to  a beneficiary  after 
he  has  been  determined  eligible.  The  rules 
and  regulations  are  to  be  made  by  the  Com- 
mittee. No  member  shall  be  eligible  to  serve 
more  than  two  (2)  consecutive  terms.  After 
a lapse  of  one  ( 1 ) year,  he  shall  be  eligible 
for  re-election.  Council  shall  nominate  two 
(2)  members  yearly  to  be  presented  to  the 
House  of  Delegates  for  the  election  of  one 
(1)  member  to  serve  a three  (3)  year  term.’ 

Mr.  President,  we  recommend  the  adoption 
of  this  Amendment  and  I so  move. 

(This  was  seconded,  voted  on  and  passed 
with  no  discussion. ) 


Dr.  J.  Howard  Stokes,  Florence  (Recog- 
nized): Whenever  you  mention  the  Benevo- 
lence Committee,  there  immediately  comes  to 
mind  a very  distinguished  physician,  who 
just  this  past  week  died,  Dr.  William  Atmar 
Smith.  I believe  it  was  he  who  either  initiated 
this  Benevolence  Committee  or  either  during 
his  term  of  office  it  came  about;  and  I would 
like  to  pay  a tribute  to  this  great  man  for  a 
very  great  service  to  medicine.  Thank  you. 

THE  CHAIR:  Thank  you,  Dr.  Stokes. 

Dr.  W.  L.  Perry,  Chesterfield:  Mr.  Presi- 
dent, if  it  is  possible  for  this  House  to  stand 
in  memoriam  to  Dr.  Smith,  I move  that  we 
do  so. 

(This  motion  was  seconded  and  the  House 
stood  in  memoriam  to  Dr.  William  Atmar 
Smith. ) 

THE  CHAIR:  Thank  you.  Dr.  Black. 

Dr.  Swift  C.  Black  ( continuing ):  In  Chap- 
ter VIII,  Section  4 — Committees  — add 
“Peer  Review  Committee”;  and  then  amend 
Chapter  VIII  by  inserting  a new  section  im- 
mediately following  the  new  Section  19,  to  be 
numbered  Section  20,  and  by  renumbering 
the  following  sections  to  conform,  said  Sec- 
tion 20  to  read  as  follows: 

‘Peer  Review  Committee.  This  Committee 
shall  consider  all  cases  referred  to  it  relating 
to  the  appropriateness  of  professional  services 
and/or  fees  rendered  by  a physician  to  a 
patient  or  group  of  patients,  and  any  action 
by  any  third  party  referable  to  these  services 
and  fees.  The  Committee  shall  be  composed 
of  ten  (10)  members  of  the  South  Carolina 
Medical  Association,  one  (1)  from  each  medi- 
cal district  and  one  ( 1 ) elected  at  large.  They 
shall  be  elected  by  the  House  of  Delegates 
from  nominees  submitted  by  the  Council. 
Council  shall  submit  two  (2)  nominees  for 
each  position;  not  more  than  one  nominee 
may  come  from  any  one  county.  Council  shall 
determine  from  each  nominee  his  willingness 
to  serve,  prior  to  submission  of  his  name  to 
the  House.  Term  of  office  shall  be  three  (3) 
years,  and  no  member  may  serve  more  than 
two  (2)  consecutive  terms.  The  terms  of 
the  district  representatives  shall  be  staggered 
by  having  them  coincide  with  the  terms  of 
the  Councilors  of  their  respective  districts. 
Any  vacancy  on  the  Peer  Review  Committee 
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shall  be  filled  by  an  appointee  of  Council.  At 
the  next  Annual  Meeting  of  the  House  of 
Delegates,  Council  shall  present  to  the  House 
the  name  of  this  appointee  together  with  one 
additional  nominee,  for  election  to  fill  the 
remainder  of  any  unexpired  term.’ 

Mr.  President,  we  recommend  the  adoption 
of  this  Amendment  and  I so  move. 

TIIE  CHAIR:  Thank  you,  sir.  I believe  this 
is  the  method  of  doing  what  we  gave  the 
Council  the  authority  to  do  as  an  emergency 
measure  last  year  and  it’s  continuing  the 
same  committee  that  was  set  up  at  that  time. 
Is  there  any  discussion  or  questions?  Dr. 
Holmes  — will  you  come  to  the  microphone, 
please,  sir? 

Dr.  Charles  R.  Holmes,  Columbia  (Recog- 
nized): I am  Dr.  Holmes  from  Columbia,  and 
I feel  that  the  composition  of  this  Committee 
is  very  important  and  one  that  the  House 
should  consider,  perhaps,  in  more  detail.  I 
feel  the  composition,  perhaps,  should  not  be 
related  to  the  political  subdivisions  of  the 
SCMA  but  should  be  related  more  to  the 
specialties,  and  I would  like  to  move  that 
rather  than  having  an  appointee  from  each 
district  that  each  of  the  specialties,  including 
the  specialty  of  General  Practice,  be  repre- 
sented and  that  this  method  of  the  composi- 
tion of  the  Peer  Review  Committee  be  con- 
tinued. 

THE  CHAIR:  Excuse  me,  Dr.  Holmes  — 
this  method  be  what  now? 

Dr.  Holmes:  The  method  that  each  specialty 
be  represented  be  a continued  thing  rather 
than  based  upon  political  subdivisions. 

Dr.  John  C.  Hatch,  Jr.,  Charleston  (Recog- 
nized): I was  Chairman  of  the  Committee 
last  year  that  drew  up  this  entire  proposal  for 
Peer  Review  and  we  discussed  this  entire 
matter  in  great  detail  before  we  brought  it 
here.  It  was  felt  that  it  would  become  rather 
unwieldy  to  provide  both  regional  or  district 
representation  and  specialty  representation. 
The  number  of  specialty  groups  involved  can 
be  considerable  and,  therefore,  set  up  in  the 
proposal  last  year  which  becomes  still,  having 
been  adopted  by  the  House,  will  be  still  the 
modus  operandi  of  the  Peer  Review  Com- 
mittee until  it  has  been  changed.  There  is  a 
Section  8 — ‘Each  of  the  organized  specialty 


societies  in  the  State  shall  be  invited  to  desig- 
nate one  (1)  member  with  one  (1)  alternate 
as  consultants  to  the  Peer  Review  Committee. 
The  Committee  itself  or  any  of  the  parties 
involved  in  a specific  case  may  request  that 
the  appropriate  consultant  give  an  opinion  in 
writing  on  the  case  or  appear  at  the  com- 
mittee hearing  at  which  the  case  is  to  be  dis- 
cussed.’ It  was  felt  that  this  would  give  each 
of  the  specialty  groups  — whether  it  be  Gen- 
eral Practice  or  others  — the  opportunity  to 
appear  and  would  give  any  person  whose 
case  was  being  considered  the  opportunity 
to  have  representation  from  his  own  specialty 
peer  group.  And  it  was  for  this  reason  after 
a great  deal  of  discussion  in  our  Committee 
and  then  subsequent  discussion  in  Council 
that  it  was  felt  that  it  would  be  better  to 
have  this  committee  composed  geographically 
and  to  have  the  specialty  consultants  available 
to  take  care  of  problems.  Now  it  was  recog- 
nized that  it  would  be  possible  for  this  Com- 
mittee to  become  overloaded  with  one  group- 
surgeons,  internists,  what  have  you.  How- 
ever, since  these  nominees  come  from  Council 
and  are  considered  carefully  by  Council  and 
two  (2)  nominees  must  be  made  for  each 
position  and  then  the  House  of  Delegates,  in 
its  wisdom,  can  decide  between  those  two.  It 
was  felt  very  unlikely  that  any  loading  by  any 
one  specialty  group  would  be  likely  to  occur 
and  for  that  reason,  I would  like  to  speak 
against  the  suggestion  or  amendment  of  Dr. 
Holmes’,  which,  I believe,  will  complicate 
the  setting  up  of  this  Peer  Review  Com- 
mittee unduly.  Thank  you. 

Dr.  Holmes:  In  view  of  the  clarifying  re- 
marks by  Dr.  Hawk,  I will  withdraw  my 
motion. 

THE  CHAIR:  Thank  you,  sir.  Does  anyone 
further  wish  to  speak  on  this? 

(There  was  no  further  discussion,  the  vote 
was  taken  and  passed.) 

Dr.  Swift  C.  Black  (continuing):  Amend 
Chapter  XII  by  adding  a new  section  to  be 
numbered  Section  3 and  to  read  as  follows; 
and  by  renumbering  the  following  sections  to 
conform: 

‘Resolutions  to  be  introduced  at  the  Annual 
Meeting  of  the  House  of  Delegates  of  the 
S.  C.  Medical  Association  must  be  submitted 
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to  the  Secretary  not  later  than  ten  ( 10 ) clays 
prior  to  the  Annual  Meeting  at  which  it  is 
to  be  presented,  and  that  should  an  emergency 
occur  requiring  submission  of  a Resolution 
without  such  notice,  two-thirds  (2/3)  of  the 
members  present  and  voting  shall  be  required 
to  admit  such  a Resolution  to  the  House.' 

Mr.  President,  we  recommend  the  adoption 
of  this  Amendment  and  I so  move. 

( The  motion  was  seconded. ) 

THE  CHAIR:  Dr.  Slocum. 

Dr.  Richard  C.  Slocum,  Columbia  ( Recog- 
nized ):  I would  like  to  speak  against  this 
Resolution.  I think  this  is  restrictive  and  I 
think  a person  can  come  here  and  present 
his  Resolution  from  the  table  just  as  I did 
yesterday  or  day  before  yesterday  and  I would 
speak  against  the  Amendment. 

Dr.  Forde  A.  Mclver,  Charleston  (Recog- 
nized): I believe  I could  have  written  it  better 
and  you  folks  would  have  understood  it  better 
had  I done  it  before  I got  here.  I think  this 
can  be  done  without  any  great  damage.  They 
could  be  drawn  up  and  forwarded  to  us  be- 
fore the  meeting.  I believe  that  the  emergency 
provision  does  permit  the  introduction  of 
really  important  things.  Maybe  it  would  be 
better  if  this  were  delayed  somewhat  for 
further  study  and  discussion  . 

Dr.  Guy  C.  Hey],  Jr.,  Aiken  ( Recognized ): 
I am  Guy  C.  Heyl,  of  Aiken,  and  I would  like 
to  speak  against  this.  I think  the  system  that 
we  have  set  up  already,  namely,  to  have 
Resolutions  presented,  considered  by  a com- 
mittee, and  brought  back  to  this  body  the  last 
time  for  deliberation;  and  I think  that  basic- 
ally to  restrict  our  rights  to  say  anything  we 
want  to  about  anything  on  the  spur  of  the 
moment  or  at  any  other  time  is  going  to  take 
away  from  us  some  possibility  of  considering 
things  of  importance. 

THE  CHAIR:  Thank  you.  Any  further  dis- 
cussion? Dr.  Hawk. 

Dr.  John  C.  Haick,  Jr.,  Charleston  ( Recog- 
nized:) I think  there  is  in  general  great  merit 
in  having  resolutions  prepared  and  presented 
as  far  in  advance  as  possible.  This  time  inter- 
val is  actually  more  restrictive  even  than  the 
one  that  the  AMA  has,  which,  if  I remember 
correctly,  is  two  or  three  days,  Dr.  Parker? 
There  should  be,  I believe,  a restrictive  fea- 


ture. I think  that  if  we  do  adopt  such  a meas- 
ure as  this,  that  we  should  engage  facilities  to 
have  all  of  our  Resolutions  that  are  presented 
in  such  a time  in  advance  printed  and  avail- 
able so  that  you  can  actually  read  them  and 
study  them  and  I think  there  is  every  ad- 
vantage to  that.  However,  I do  believe  that 
fO  days  may  be  unduly  restrictive  because 
there  could  be  county  medical  societies  that 
would  meet  even  closer  than  that  depending 
on  what  day  of  the  month  or  what  part  of  the 
month  the  state  meeting  happened  to  occur 
and  this  does  vary  according  to  the  availability 
of  facilities  as  we  will  hear  later  today.  It 
would  appear  to  me  that  completely  in  line 
with  Dr.  Mclver’s  thinking  that  the  reason- 
able thing  would  be  for  this  motion  to  be 
represented  a suitable  interval  before  the 
next  meeting. 

THE  CHAIR:  Thank  you,  sir.  Any  further 
discussion?  I believe  we  have  just  the  original 
recommendation  on  the  floor.  All  in  favor  of 
the  adoption  of  the  By-Laws  as  presented  by 
the  Committee,  please  raise  your  hand.  Those 
opposed.  (After  counting  those  voting)  The 
Chair  declares  that  two-thirds  (2/3)  did  not 
vote  for  this  so  it  was  defeated. 

Dr.  Black  (continuing) : Amend  Chapter 
XII,  Section  3,  by  striking  out  in  Line  3 the 
words  “Robert  s Rules  of  Order”  and  inserting 
in  lieu  thereof  the  words  “Sturgis’  Standard 
Parliamentary  Procedure”.  Mr.  President,  we 
approve  the  adoption  of  this  recommenda- 
tion and  I so  move. 

(This  motion  was  seconded,  there  was  no 
discussion  and  it  was  passed. ) 

Mr.  President,  we  move  the  adoption  of 
the  Committee  Report  as  a whole,  as 
amended.  (Seconded,  voted  on  and  passed.) 

THE  CHAIR:  Thank  you,  sir.  Dr.  Mclver. 

Dr.  Forde  A.  Mclver,  Charleston:  In  view 
of  the  many  changes,  I would  like  to  ask  the 
Chair  if  we  can  be  assured  that  there  will  be 
a revised  published  edition  of  the  Constitu- 
tion and  By-Laws  before  the  next  Speaker  of 
the  House  has  to  take  over  or  if  we  should 
have  or  would  like  to  have  a motion  to  this 
effect.  (Mr.  Meadors  assured  the  President 
that  this  had  been  noted  and  no  motion  was 
needed. ) 

Dr.  Black  ( continuing ):  Mr.  President,  the 
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members  of  the  Committee  would  like  to 
express  our  thanks  to  the  members  of  the 
staff  of  the  South  Carolina  Medical  Associa- 
tion for  their  kind  and  able  assistance  in 
preparing  this  Report. 

Respectfully  submitted, 

Swift  C.  Black,  M.  D.,  Chairman 
Kenneth  N.  Owens,  M.  D. 

Max  Anderson,  M.  D. 

Albert  E.  Cremer,  M.  D. 

Lucius  M.  Cline,  Jr.,  M.  D. 

THE  CHAIR:  Thank  you  very  much. 

DR.  BEN  N.  MILLER,  PRESIDENT,  PRE- 
SIDING: 

THE  CHAIR:  The  House  of  Delegates  is 
now  in  order.  We  are  now  under  the  heading 
of  Reference  Committee  on  Insurance,  Blue 
Cross-Blue  Shield,  and  I will  call  on  Dr.  Louie 
Jenkins  to  give  his  Report.  I will  ask  him  to 
read  the  Report  in  toto  and  then  we  will  go 
back  and  consider  the  various  items  — Lirst, 
just  as  a special  recognition,  I would  like  to 
recognize  Dr.  John  Webb  for  an  introduction 
and  a comment. 

Dr.  John  Webb,  Greenville:  Mr.  President 
and  delegates,  I would  just  like  to  take  this 
opportunity  to  recognize  a great-grandfather 
who  has  been  coming  to  this  meeting  forty- 
nine  consecutive  years  as  a representative 
of  the  Winchester  Supply  Company.  He  has 
been  a friend  of  doctors  over  the  years.  I’m  a 
personal  friend  of  his.  He  called  on  me  when 
I first  started  in  practice  and  I would  just  like 
you  to  give  a hand  to  this  mighty  wonderful 
fellow,  Murphy  Conder.  Stand  up,  Murphy. 

Mr.  Murphy  Conder,  Representative  of 
Winchester  Supply  Company:  I am  mighty 
happy  and  I would  like  to  ask  those  who 
attended  the  meeting  with  me  49  years  ago 
to  please  stand.  (No  one  stood)  Well,  it 
looks  like  I’m  a loner  here  but  I do  want  to 
thank  you  very  much  for  this  recognition. 
Thank  you,  Dr.  Webb,  sir,  and,  gentlemen, 
thank  you  very  much. 

THE  CHAIR:  Thank  you,  Dr.  Webb,  for 
bringing  this  to  our  attention. 

Dr.  Jenkins,  we  will  now  have  your  Report 

Dr.  Louie  B.  Jenkins,  Chairman:  This  is 
the  Report  of  the  Reference  Committee  on 
Insurance,  Blue  Cross-Blue  Shield. 

The  Columbia  Medical  Society’s  Resolu- 


tion “seeking  appropriate  action  through  the 
South  Carolina  Medical  Association  and 
through  the  Legislature  of  South  Carolina 
to  require  health  and  hospital  insurance  com- 
panies to  provide  for  outpatient  benefits  for 
procedures  which  are  covered  for  inpatients” 
was  approved  by  the  Committee. 

The  Committee  approved  the  Resolution 
of  the  Columbia  Medical  Society  “that  any 
information  other  than  confidential  patient 
information  should  be  made  readily  available 
to  members  of  the  Board  of  Directors  of 
Blue  Shield  or  members  of  Council  of  the 
South  Carolina  Medical  Association  upon 
request”. 

The  Columbia  Medical  Society’s  Resolution 
“that  the  House  of  Delegates  direct  the  Board 
of  Directors  to  initiate  a complete  audit  of 
Blue  Shield  of  S.  C.  by  a management  con- 
sultant, preferably  one  specializing  in  health 
and  hospital  insurance”  was  considered  by 
the  Committee.  Despite  the  argument  that  the 
numerous  audits  that  Blue  Shield  is  subjected 
to  by  various  governmental  agencies  do  not 
include  operating  procedures,  the  Committee 
could  not  determine  sufficient  reasons  to 
direct  an  audit.  The  Committee  recommends 
it  should  be  left  to  the  Board  of  Directors  to 
decide  if  an  audit  is  indicated,  in  view  of  the 
objections  raised  to  the  audits  now  conducted. 

The  Resolution  of  the  Columbia  Medical 
Society  “that  the  House  of  Delegates  direct 
the  Board  of  Directors  to  replace  the  present 
legal  counsel  and  the  accounting  firm  to  Blue 
Shield  as  expeditiously  as  possible”  was  dis- 
cussed by  the  Committee.  The  consideration 
that  a possible  conflict  of  interest  occurred 
and  that  other  able  lawyers  and  accounting 
firms  are  available  was  outweighed,  in  the 
opinion  of  the  Committee,  by  the  fact  that  no 
illegal  action  occurred,  that  the  Executive 
Committee  of  Blue  Cross  was  aware  of  the 
proceedings  and  that  such  ability  as  pos- 
sessed by  the  individuals  concerned  should 
be  available  for  use  if  needed  by  the  Board 
of  Directors.  The  Committee  disapproved  of 
directing  the  Board  of  Directors  to  undertake 
such  action,  but  recommends  to  the  House  of 
Delegates  that  it  be  left  to  the  discretion  of 
the  Board  of  Directors  to  determine  if  such 
an  action  is  warranted. 
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The  Committee  considered  the  Columbia 
Medical  Society’s  Resolution  “that  the  House 
of  Delegates  direct  the  Board  of  Directors  to 
replace  the  present  Executive  Director  of 
Blue  Shield  as  expeditiously  as  possible”.  The 
presentation  of  the  case  of  a credibility  gap, 
the  possible  conflict  of  interest,  the  possibility 
of  self  aggrandizement  by  the  maneuvers,  the 
damaging  effect  of  the  Publicity,  the  admitted 
mistake  in  judgment  of  not  informing  the 
Board  of  Directors  of  the  steps  being  taken 
were  carefully  evaluated  by  the  Committee. 
The  Committee  considered  that  the  greatest 
single  factor  in  the  solvency  and  growth  of  a 
company  is  its  management.  The  record  of 
growth  of  Blue  Shield  is  a compliment  to  its 
management  and  overreaches  the  occurrence 
of  a mistake  in  judgment.  From  the  events, 
lessons  should  be  learned  on  both  sides  of 
management  and  the  Board  of  Directors.  The 
Committee  believes  that  no  future  action  of 
magnitude  should  be  taken  by  the  Executive 
Director  without  the  advise  and  consent  of 
the  Board  of  Directors,  and  that  the  Board 
of  Directors  should  make  every  effort  to  keep 
itself  informed  of  the  actions  of  management. 
It  is  the  opinion  of  the  Committee  that  the 
punishment  already  received  is  sufficient  pay- 
ment for  a mistake  in  judgment.  The  Com- 
mittee, therefore,  disapproves  of  directing 
the  replacement  of  the  Executive  Director. 
The  Committee  recommends  that  if  replace- 
ment is  necessary,  the  Board  of  Directors 
should  have  the  responsibility  of  the  decision, 
exerted  in  the  best  interests  of  Blue  Shield. 

The  Resolution  of  the  Columbia  Medical 
Society  “that  the  House  of  Delegates  instruct 
the  Board  of  Directors  of  Blue  Shield  that  if 
it  is  deemed  desirable  to  sell  any  other  kind 
of  insurance,  that  Blue  Shield  be  the  issuing 
company  or  set  it  out  to  competitive  bids  to 
companies  who  have  no  interlocking  or  over- 
lapping interests  or  personnel  with  Blue  Cross 
or  Blue  Shield”  was  approved  in  principle  by 
the  Committee.  The  Committee  was  of  the 
opinion  that  the  Board  of  Directors  of  Blue 
Shield  should  not  have  its  hands  tied  if  other 
arrangements  are  to  the  better  advantage 
of  Blue  Shield. 

The  Columbia  Medical  Society’s  Resolu- 
tion “that  the  A.  M.  A’s  Second  Edition 


Current  Procedural  Terminology  (CPT)  with 
its  flexible  five  digit  system  should  be  en- 
dorsed by  the  South  Carolina  Medical  Asso- 
ciation and  adopted  by  Blue  Shield”  was 
deemed  by  the  Committee  to  be  desirable,  but 
needlessly  expensive  and  impractical  at  the 
present.  The  Committee  recommends  that  the 
Resolution  be  laid  on  the  table  until  a uni- 
form coding  system  has  been  achieved. 

It  would  have  been  insouciant  for  the  Com- 
mittee not  to  have  heard  long  discussion  and 
not  to  have  held  lengthy  debate  on  the 
Charleston  County  Medical  Society’s  Resolu- 
tion “that  the  Charleston  County  Medical 
Society  urges  that  the  South  Carolina  Medical 
Association  divorce  itself  from  active  sponsor- 
ship of  Blue  Shield  in  South  Carolina”.  The 
arguments  that  the  Medical  Association 
should  not  enjoin  by  endorsement  of  com- 
mercial ventures  in  the  sale  of  life  and 
liability  insurance,  that  Blue  Shield  has 
escaped  from  its  primary  function  of  pro- 
viding non-profit  insurance  for  low  income 
groups,  that  legislation  will  be  passed  to 
erect  a consumer-dominated  Board  of  Direc- 
tors which  will  produce  de  facto  separation 
of  the  Medical  Association  from  Blue  Shield, 
that  the  Medical  Association  seeks  to  divest 
itself  of  Blue  Shield  in  order  to  obtain  its 
assets  for  a split  among  its  members,  that 
the  recent  brouhaha  about  Companion  Life 
& Alpine  Agency  has  had  damaging  implica- 
tions for  the  Medical  Association  and  pro- 
duces an  ideal  time  for  denying  sponsorship 
of  Blue  Shield  were  carefully  considered  by 
the  Committee.  It  is  clear  to  the  Committee 
that  Blue  Shield  is  the  issue  of  the  loins  of  the 
S.  C.  Medical  Association  and  its  paternity  is 
an  undeniable  fact,  that  it  is  the  only  com- 
pany in  the  medical  care  insurance  field  where 
the  policy  of  the  company  can  be  subjected 
to  possible  modification  by  the  medical  pro- 
fession, that  the  underwriting  of  a loss  of 
10-25%  of  the  fees  of  the  average  partici- 
pating physician,  is  testimony  against  the  out- 
cry against  the  callous,  money-grubbing, 
blood-sucking  public  image  of  the  medical 
profession  in  general  and  that  the  public 
generally  would  probably  never  completely 
understand  the  withdrawal  of  sponsorship 
and  its  lack  of  understanding  would  further 


January,  1972 


49 


deteriorate  public  confidence  in  the  medical 
profession. 

From  the  consideration  of  the  various  fac- 
tors, it  is  the  judgment  of  the  majority  of  the 
Committee  that  it  would  not  be  to  the  ad- 
vantage of  the  South  Carolina  Medical  Asso- 
tion  to  divorce  itself  from  active  sponsorship 
of  Blue  Shield. 

The  Resolution  of  the  Colleton  County 
Medical  Society  “that  Blue  Shield  of  South 
Carolina  sever  its  relation  with  the  Medicare 
Program  at  the  end  of  this  fiscal  year”  was 
referred  to  this  Committee.  The  case  for 
severance  of  its  relation  with  Medicare  was 
found  by  the  Committee  to  be  jejune  and 
the  Committee  recommends  disapproval  of 
such  a disassociation. 

The  portion  of  Dr.  Hope’s  Report  of  Council 
that  “Dr  Halsted  Stone,  a member  of  the 
Committee  to  negotiate  a fee  service  sched- 
ule with  Blue  Shield,  reported  that  this  com- 
mittee had  not  adopted  a final  schedule  and 
asked  that  this  committee  be  continued”  was 
discussed  by  the  Committee.  The  Committee 
recommends  that  the  committee  be  continued 
and  be  urged  to  bring  its  charge  to  a con- 
clusion in  all  haste. 

Respectfully  submitted, 

Louie  B.  Jenkins,  Chairman 
James  S.  Garner 
Frank  H.  Stelling 
Wendell  PI.  Tiller 
M.  Tucker  Laffitte,  Jr. 

THE  CHAIR:  Dr.  Jenkins,  thank  you  for 
this  Report.  The  Chair  will  rule  that  this  is  a 
Committee  Report,  that  any  part  of  it  can  be 
taken  up  in  the  order  that’s  most  logical  to 
resolve.  We  can  take  up  more  than  one  part 
at  one  time  if  we  want  to  take  together  the 
related  ones.  I will  recognize  Dr.  Tucker 
Weston.  He  would  like  to  make  a motion 
relative  to  this  Committee  Report. 

Dr.  C.  Tucker  Weston,  Columbia:  I’m 
Tucker  Weston  from  the  Columbia  Medical 
Society. 

In  the  desire  to  unite  the  medical  profession 
of  South  Carolina  and  let  us  stand  together 
allied  in  one  common  cause  of  helping  the 


citizens  of  South  Carolina  in  providing  them 
with  adequate  and  good  medical  care,  I 
would  like  to  make  the  following  recom- 
mendation and  motion.  We  have  heard  a great 
deal  of  discussion  and  talk.  We  have  had 
months  of  searching  scrutiny.  We  don’t  have 
all  the  answers  as  yet.  The  hearing  was  well 
attended  on  Monday  afternoon.  Everyone  had 
the  opportunity  to  speak  and  to  appear  and 
I see  no  need  to  divide  our  Association  any 
further  by  having  a repetition  of  a debate  for 
the  rest  of  the  day.  I would  like  to  move  that 
the  following  items  be  taken  up  in  this  order 
in  the  Report  of  the  Blue  Cross-Blue  Shield 
Insurance  Committee. 

The  first  Resolutions  were  those  introduced 
by  the  Columbia  Medical  Society  and  I move 
that  Resolution  #1,  Resolution  #2,  Resolu- 
tion #3,  Resolution  #6,  Resolution  #7,  and 
the  Resolution  last  presented  about  the  Fee 
Schedule  be  the  Resolutions  considered  in 
that  order  by  this  House  of  Delegates.  At  the 
conclusion  of  this,  it  is  my  intention  to  move 
that  Resolution  #4,  Resolution  #5  and  the 
Resolution  of  the  Charleston  County  Medical 
Society  and  the  Resolution  of  the  Colleton 
County  Medical  Society  be  placed  on  the 
table  and  that  there  be  a called  meeting  of 
the  House  of  Delegates  after  all  the  facts  are 
assembled  at  a later  date  and  we  will  consider 
taking  these  off  the  table  if  it  should  be  de- 
sired. Mr.  President,  I move  for  the  adoption 
of  my  Motion. 

THE  CHAIR:  Dr.  Mclver,  do  you  object  to 
that  motion  on  a parliamentary  basis? 

Dr.  Forde  A.  Mclver  ( Parliamentarian ): 
I think  that  this  motion  is  acceptable  from  a 
parliamentary  point  of  view;  however,  it  might 
be  necessary  to  explain  that  this  present 
motion  does  not  table  Nos.  4,  5,  8 and  9 but 
simply  gives  notice  that  this  tabling  motion 
will  be  entered  later. 

THE  CHAIR:  Thank  you.  I think  we  under- 
stood that  Is  there  a second  to  Dr.  Weston’s 
motion? 

(A  doctor  seconded  the  motion  from  the 
floor. ) 


(To  be  continued) 
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Dr.  Leonard  W.  Douglas  of  Anderson  was 
recently  appointed  by  Governor  AVest  as  a 
member  of  the  State  Committee  for  Tech- 
nical Education  from  the  Third  Congres- 
sional District.  Dr.  David  W.  Baxley  of 
North  Charleston  has  been  re-elected  chair- 
man of  the  Southeastern  Industrial  Health 
Conference.  Dr.  Allen  R.  Slone  of  Hartsville 
will  serve  as  secretary-treasurer.  Members 
of  the  faculty  of  the  Medical  University 
speaking  at  their  recent  meeting  in  Gatlin- 
burg  included  Drs.  Raymond  Rosenblum, 
R.  L.  Galphin,  S.  M.  Sandifer,  Richard  T. 
Brock,  Curtis  P.  Artz,  John  A.  Moncrief,  C. 
W.  Miller  and  Richard  H.  Gadsden. 

Dr.  John  L.  Guy,  who  has  been  practicing 
in  Inman  since  1964,  has  announced  the 
opening  of  his  practice  in  Abbeville.  Drs. 
Redden  L.  Parramore,  Jr.,  A.  Lawrence 
Lemel,  and  Robert  Wilson,  Jr.  announce  the 
formation  of  Associates  in  Ear,  Nose  and 
Throat,  P.A.,  in  the  Charleston  Medical 
Building  at  315  Calhoun  Street  in  Charles- 
ton. Dr.  S.  Elliott  Puckette,  Jr.  announces 
the  opening  of  his  office  for  the  practice  of 
Radiology  at  the  Parkwood  Professional 
Building,  1253  Savannah  Highway,  Charles- 
ton. Dr.  Albert  D.  Jenkins,  a pediatrician, 
will  begin  work  in  the  two  neighborhood 
clinics  of  a federal  health  project  in 
McCormick  County.  Dr.  W.  Paul  Bennett 
and  Dr.  Harold  A.  Moore,  specializing  in 
gynecology,  have  announced  the  relocation 
of  their  offices  to  2719  Middleburg  Drive, 
Columbia.  Another  Columbia  gynecologist, 
Dr.  Ernest  L.  Wooten,  will  relocate  his  office 
at  3018  McNaughton  Drive. 

The  Florence  Family  ArMCA  Board  of 
Directors  for  1972  will  include  Dr.  Hunter 


R.  Stokes  as  president  and  Dr.  Julian  P. 
Price  as  a member  of  the  board.  Dr.  Charles 
H.  Browne  was  elected  president  of  the 
Anderson  County  Medical  Society.  Other 
officers  who  will  serve  are  Dr.  William  M. 
Turner,  vice-president;  Dr.  Charles  R.  Grif- 
fin, secretary;  and  Dr.  Charles  Bailes,  treas- 
urer. Dr.  Paul  B.  Pritchard,  Jr.  of  AA'are 
Shoals  and  Dr.  Waitus  Tanner  of  Columbia 
will  serve  as  trustees  of  the  South  Carolina 
Baptist  Hospital.  Dr.  E.  0.  DeVore,  Jr.  of 
Ilonea  Path  was  named  to  the  board  of 
trustees  of  the  Baptist  Courier,  the  South 
Carolina  Baptist  state  paper. 

Dr.  George  H.  Bunch,  Jr.,  a Columbia 
surgeon,  has  been  named  to  the  board  of 
directors  for  Standard  Savings  and  Loan 
Association.  Dr.  J.  H.  Gressette  of  Orange- 
burg has  been  elected  AGce  President  of  the 
American  Bank  & Trust.  He  has  been  a 
member  of  the  bank’s  Board  of  Directors 
since  1957.  Dr.  Vince  Moseley  of  Charleston 
has  been  elected  to  the  Palmer  College  Board 
of  Trustees.  Dr.  Kenneth  R.  Couch  has  been 
named  temporary  chairman  of  the  Spartan- 
burg City-County  Alcohol  and  Drug  Abuse 
Commission. 

A scientific  paper  entitled  “Palliation  of 
Tetralogy  of  Fallot  with  Propranolol”  by 
Drs.  Luther  C.  Williams,  Hazel  M.  Webb, 
and  Arno  R.  Hohn  was  presented  recently 
by  Dr.  \\Tilliams  before  the  Section  on 
Cardiology  of  the  American  Academy  of 
Pediatrics  in  Chicago.  Dr.  Edward  M.  Kas- 
per of  Marion  was  awarded  Fellowship  in 
the  American  College  of  Surgeons  in  a eap- 
and-gown  ceremony  during  the  Clinical 
Congress  in  Atlantic  City  on  October  21. 
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THE  SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


The  South  Carolina  Department  of  Mental 
Health  has  moved  rapidly  into  the  alcohol 
and  drug  addiction  treatment  arena  with  the 
opening  in  late  November  of  a special  train- 
ing-treatment project  for  56  patients  in  a 
new  unit  at  Crafts-F arrow  State  Hospital. 
But,  coupled  with  the  immediate  demand  for 
bed  space  for  patients,  there  remains  a prob- 
lem among  professionals  who  have  not  under- 
stood the  admissions  procedure  to  be  fol- 
lowed at  the  addictions  treatment  facility. 

Prior  to  the  opening  of  the  unit,  all  physi- 
cians in  South  Carolina  were  sent  a letter 
explaining  the  admission  policy,  as  set  by  law. 
In  the  event,  that  letter  may  have  been  mis- 
placed, the  procedure  is  repeated: 
ADMISSION  PROCEDURES  (Article  5.1 
S.  C.  Code  of  Laws,  1962  and  1969  Cumula- 
tive  Supplement ) 

INVOLUNTARY 

1.  Patient  may  be  detoxified  in  a local  general 
general  hospital. 

2.  South  Carolina  Department  of  Mental 
Health  Form  “Application  for  Admission 
of  the  Mentally  111  or  Addicted”  must  be 
completed  and  signed  by  two  licensed  phy- 
sicians, or  a statement  made  on  the  applica- 
tion form  by  the  applicant  that  the  individ- 
ual has  refused  to  submit  to  an  examina- 
tion by  two  physicians.  The  head  of  the 
treatment  facility  may  admit  such  an  in- 
dividual if  he  is  found  incapacitated. 

The  affidavit  and  certificate  of  physicians 
shall  be  filed  with  a court  in  the  county 
where  the  individual  resides. 


3.  Contact  the  Center,  at  754-7860,  Columbia, 
S.  C.,  to  determine  available  bed  space 
and/or  when  the  patient  may  be  accepted. 

JUDICIAL 

Proceedings  for  the  judicial  hospitalization 
of  an  individual  may  be  commenced  by  any 
person  by  filing  an  affidavit  with  a court  in 
the  county  where  the  individual  is  a resident. 
The  application  shall  be  accompanied  by  a 
certificate  of  two  licensed  physicians  stating 
that  they  have  examined  the  individual  and 
are  of  the  opinion  that  he  is  an  addict  subject 
to  judicial  hospitalization,  or  a statement  in 
the  affidavit  by  the  applicant  that  the  in- 
dividual has  refused  to  submit  to  an  examina- 
tion by  two  licensed  physicians.  The  certifi- 
cate must  be  signed  within  three  days  prior  to 
filing  the  application. 

Step  3 listed  under  Involuntary  is  applicable 
to  Judicial  Commitment  also. 

VOLUNTARY 

1.  An  individual  must  be  18  years  old  or  older; 
those  under  18  years  of  age  must  have 
parental  consent. 

2.  The  Center  must  be  contacted  to  determine 
available  bed  space  before  the  patient 
arrives.  The  patient  will  complete  the  Vol- 
untary Commitment  Form  upon  arrival. 

Transportation  to  and  from  the  Center  must 
be  provided  by  the  patient’s  family,  guardian 
or  the  court.  The  Center  is  located  at  Crafts- 
Farrow  State  Hospital,  Building  No.  6.  Ad- 
mission hours  are  between  8:30  a.m.  and  1:00 
p.m.  Monday  through  Friday. 

Followup  aftercare  services  are  required  for 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  hone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamjne,  300  mg.;  sodium  acid  phosphate,  5 00  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine  which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


in  asthma  optional 

in  emphysema  BP  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  H to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.l.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


a period  of  one  year  for  all  involuntary  pa- 
tients, and  are  highly  recommended  for  the 
voluntary  patients. 

To  date  the  Department  and  facility  per- 
sonnel have  received  wonderful  cooperation 
from  physicians,  from  our  courts,  and  from 
the  public.  As  is  true  in  any  new  program, 
routines  still  have  some  rough  edges  to 
smooth  out,  but  indications  are  that  we  have 
an  excellent  program  in  operation  and  we 
have  reason  to  be  optimistic  about  the  results 
of  treatment. 

We  feel  that  the  position  of  the  Department 


that  there  is  an  urgent  need  for  this  program 
has  been  fully  substantiated  based  on  the 
number  of  calls  and  inquiries  we  have  re- 
ceived and  on  the  immediate  response  on  the 
part  of  intended  patients. 

Each  day  of  operation  makes  it  even  more 
evident  that  there  should  be  no  more  delays 
and  that  we  should  move  ahead  with  the 
planned  construction  of  the  proposed  150-bed 
alcohol  and  drug  addictions  center,  which 
still  awaits  approval  from  the  State  Budget 
and  Control  Board. 


NEUROPATHOLOGY  REVIEW  COURSE 

February  18-20,  1972 
*Room  640,  Dental  College 
Basic  Science  Building 
Medical  University  of  S.  C. 

Charleston,  S.  C. 

No  pre-registration  is  necessary  but  the 
course  fee  will  be  $30.00  for  practicing  phy- 
sicians and  $5.00  for  resident  physicians  and 
interns.  No  fee  will  be  required  for  medical 
students.  A 100-150  page  lecture  summary 
will  be  available  for  purchase  on  an  optional 
basis,  as  well  as  copies  of  photographs  from 
selected  material.  All  of  the  course  fees  will 
go  into  the  B.  F.  Vaughan  Memorial  Neuro- 
pathology Educational  Fund.  If  you  decide 
to  register  early  by  mail,  please  make  your 
check  out  to ' the  VAUGHAN  NEURO- 
PATHOLOGY FUND. 

The  course  faculty  will  consist  of 

J.  Douglas  Balentine,  M.  I).  — Associate 
Professor  of  Pathology  (Neuropathology) 
M.U.S.C. 

W.  Donald  Iliers,  M.  D.  — Associate  Pro- 
fessor of  Neurology  and  Pathology  (Neuro- 
pathology), Acting  Chairman  of  the  Depart- 
ment of  Neurology  M.U.S.C. 

Charles  J.  Geilfuss,  Jr.  — Clinical  Asso- 
ciate Professor  of  Radiology  M.U.S.C. 

Guest  Neuropathologist,  to  be  announced. 


January,  1972 
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Still  serving... 

Miltown 

(meprobamate) 
400  mg  tablets 


HEALTH  CARE  SYSTEMS  DESIGN 
TRAINING  PROGRAM 

The  National  Center  for  Health  Services 
Research  and  Development  of  the  Depart- 
ment of  Health,  Education,  and  Welfare  has 
recently  awarded  the  Department  of  In- 
dustrial Engineering  at  the  University  of 
Missouri  — Columbia  a training  grant  to  sup- 
port a Ph.D.  program  in  Health  Care  Systems 
Design.  This  grant  provides  additional  re- 
sources to  support  the  Department’s  extensive 
current  commitment  in  this  area.  A vital  fea- 
ture of  the  program  is  the  unique  collabora- 
tion between  the  University  School  of  Medi- 
cine and  the  College  of  Engineering.  The 
program  emphasizes  industrial  engineering 
analysis  tools,  as  well  as  medical  diagnosis 
and  treatment  practice,  health  care  organiza- 
tion, and  methods  of  health  care  systems 
evaluation.  These  areas  of  emphasis  are  ap- 
plied in  a series  of  design  experiences.  The 
program  culminates  in  an  original  research 
dissertation. 

A limited  number  of  openings  for  admission 
and  financial  support  are  available  to  highly 
qualified  persons  with  medical,  paramedical, 
engineering,  and  science  backgrounds,  who 
have  a professional  commitment  to  research, 
design,  or  management  of  health  care  systems. 
Persons  with  a strong  quantitative  background 
who  are  interested  in  the  program  may  write 
for  more  information  to  H.  Allan  Knappen- 
berger,  Ph.D.;  Professor  and  Director  of 
Graduate  Studies;  Department  of  Industrial 
Engineering;  University  of  Missouri;  Colum- 
bia^ MO  65201. 


MEETINGS 

Maxillofacial  Trauma.  March  13-16,  1972. 
Department  of  Otolaryngology  and  Maxillo- 
facial Surgery,  University  of  Cincinnati 
Medical  Center,  Cincinnati,  Ohio.  Sponsored 
by  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc.  Directors  are 
Sabino  T.  Baluyot,  M.  D.,  and  Gabriel  Mar- 
shak, M.  D.  A practical  workshop  in  the 
treatment  of  maxillofacial  fractures,  in- 
cluding dissection  of  laboratory  specimens. 

Tuition : $400 

Registrar : 

Miss  Debby  Adkins 
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WALLACE  PHARMACEUTICALS  klTJ 
Cranbury,  N.J.  08512  ^ 


Office  of  CONMED,  Room  114 
College  of  Medicine 
University  of  Cincinnati 
Cincinnati,  Ohio  45219 


The  University  of  Miami  Law  Center  and 
School  of  Medicine  are  proud  to  announce 
the  forthcoming  MEDICAL  MALPRAC- 
TICE, A LEGAL  COURSE  FOR  DOCTORS, 
which  will  take  place  March  1-4,  1972  at  the 
Americana  Hotel,  Bal  Harbour,  Florida.  The 
purpose  of  the  seminar  is  to  give  to  doctors 
and  hospital  administrators  an  in-depth 
introduction  to  their  legal  rights  and  duties 
in  relation  to  their  patients.  Taught  com- 
pletely by  lawyers,  it  will  be  a non-adver- 
sary, factual,  legal  and  practical  presenta- 
tion for  the  purpose  of  education. 

IV  Medical/Legal  Institute 
University  of  Miami  Law  Center 
P.  0.  Box  8087 
Coral  Gables,  Florida  33124 


The  American  College  of  Cardiology 

(ACC),  the  national  medical  society  for 
specialists  and  research  scientists  in  cardio- 
vascular diseases,  will  hold  its  21st  Annual 
Scientific  Session  in  Chicago,  111.,  March 
1-5,  1972.  The  headquarters  hotel  will  be  the 
Conrad  Hilton. 

For  information,  write : 

William  D.  Nelligan,  Executive  Director 
American  College  of  Cardiology 
9650  Rockville  Pike 
Bethesda,  Maryland  20014 


“Modern  Concepts  in  Acute  and  Chronic 
Cardiorespiratory  Care — Newborn,  Adult”, 

a four-day  postgraduate  course  will  be  pre- 
sented in  Steamboat  Springs,  Colorado, 
February  28-March  2,  1972.  This  program 
has  been  developed  jointly  by  the  American 
College  of  Chest  Physicians ; Pediatric 


Tired  of  solo  Pediatrics? 

Bored  with  too  much  free  time  in  your 
large  group?  Just  beginning  practice? 

Looking  for  a change? 

Join  a board  pediatrician  in  a twice 
Look  Magazine  All-American  City. 

A progressive,  southern  North  Carolina  college  community. 
Well  established  practice. 

(919)  276-7570 


SYMPOSIUM:  PRESCRIBING  EXERCISE  FOR 
THE  MAINTENANCE  OF  CARDIOVASCULAR  HEALTH 

DATES  : Feb.  11,  12,  1972  FEE  : $50.00  Medical  Doctors 

Feb.  11  9:00  a.m.  - 5:30  p.m.  $15.00  Interns  in  Residence 

Feb.  12  9 :00  a.m.  - 3 :45  p.m.  PAYMENT  OF  FEES : May  pre-register  by  paying 

fee  in  full 

PLACE:  University  of  North  Carolina  at  Charlotte 
HOUSING:  (Downtowner  Motor  Inn)  North-South  Basketball  these  evenings  at  nearby 
Coliseum 

(N.  C.  State,  Clemson,  Georgia  and  University  of  North  Carolina) 


Name 


Address. 


State 


Return  this  form  to : 

Institute  for  Urban  Studies  & 

Community  Service 

Zip  Code  UNCC,  UNCC  Station 
Charlotte,  N.  C.  28213 


Street  or  Box  No.  City 

Payment  is  enclosed  ( ) yes  ( ) no 

Make  checks  paxmble  to : Institute  for  Urban  Studies  & Community  Service 

A TIMELY  PROGRAM  FOR  HEART  MONTH 


For  heartburn  I always 
use  ‘ Dicarbosil 

Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 
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Cardiopulmonary  Department,  University 
of  Colorado  Medical  Center;  and  the  Cystic 
Fibrosis  Foundation.  Course  directors: 
Ernest  K.  Cotton,  M.D.  and  Margo  Pinney, 
PUN. 

Registration  fee:  $100,  ACCP  members; 
$125,  non-members,  $50,  residents.  For  fur- 
ther information  contact  the  Department  of 
Continuing  Education,  American  College  of 
Chest  Physicians,  112  East  Chestnut  Street, 
Chicago,  Illinois  60611  (312)787-4933. 


The  American  College  of  Sports  Medicine 

has  announced  the  tentative  program  for  its 
19th  Annual  Meeting  to  be  held  May  1-3, 
1972,  in  Philadelphia,  Pennsylvania. 

For  Additional  Information  Contact: 
Donald  E.  Herrmann,  Exec.  Secretary 
American  College  of  Sports  Medicine 
1440  Monroe  Street 
Madison,  Wisconsin  53706 


The  Georgia  and  South  Carolina  Societies 
of  Anesthesiologists  will  present  a confer- 
ence on  Problems  in  Pediatric  Anesthesiol- 
ogy on  Saturday,  February  26  and  Sunday, 
February  27,  at  the  Medical  College  of 
Georgia  Auditorium  in  Augusta,  Georgia. 


Workshop  in  Advanced  Rhinoplasty.  Feb. 
27  — March  3,  1972.  Department  of  Oto- 
laryngology, Baylor  University  College  of 
Medicine,  Houston  Texas.  Sponsored  by 
American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery,  Inc.  Workshop  is 
for  experienced  surgeons  who  already  per- 
form this  procedure  but  seek  additional  and 
more  exhaustive  instruction  at  advanced 
level.  Priority  given  to  surgeons  actively 
engaged  in  teaching.  Registration  fee : $500. 

Contact : 

Dr.  William  K.  Wright,  Director 
Suite  508  Hermann  Professional  Building 
Texas  Medical  Center 
Houston,  Texas  77025 
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WILLING  WAY 

offers  the  touch  and  the  time.  . . . 

and  the  answers  for  problems  of  alcoholism 

and  other  drug  dependency  conditions.  . . . 


And  in  this  place  one  will  find  a new  facility, 
located  in  a terrace  of  eleven  acres  of  beautiful 
south  Georgia  woodland.  There,  Willingway 
is  set  within  a single-story,  multi-level  hos- 
pital, designed  with  the  residential  feeling, 
with  26  private  rooms  and  baths,  arranged  in 
an  intimate  home-like  atmosphere. 

All  living  units  are  individually  decorated  and 
furnished  with  wall  to  wall  carpeting. 

Closely  connected  to  the  living  units  are 
comfortable  lounges  with  a coffee  and  snack 
bar  open  around  the  clock  where  informal 
group  therapy  is  in  constant  motion. 

Willingway  is  dedicated  to  the  home-like 
atmosphere.  This  dedication  is  enhanced  with 
a large  day  room;  inside  and  outside  patios; 
a dining  room  where  home  cooked  meals  are 
served;  a library  and  conference  rooms  for 
reading  and  the  solitude  of  quiet  moments. 


Within  the  world  of  Willingway,  there  is 
purpose.  And  for  that  purpose  the  clinical 
arrangement  of  Willingway  offers  the  modem 
facilities  and  techniques  available  for  with- 
drawal and  rehabilitation,  thus  providing  a 
fresh  start  away  from  the  pressures. 

Willingway  is  a whole  new  concept.  Its  pro- 
gram has  attracted  nationwide  attention  from 
many  professional  societies.  It,  too,  has  at- 
tracted people  who  seek  the  answer  that 
Willingway  offers  for  the  problem  of  alcohol- 
ism or  drug  addiction.  There  are  a few  simple 
regulations  which  help  form  this  new  concept. 
Anyone  requesting  admittance  to  Willingway 
must  agree  to  a few  easy  to  follow  require- 
ments, i.e.,  remain  for  at  least  28  days  with  no 
visitors,  no  telephone  calls,  no  automobiles,  or 
other  outside  distractions. 

Willingway  would  like  to  hear  from  you  if 
you  are  interested  in  additional  information 
on  the  program  or  if  you  need  help. 


For  further  information  write: 

WILLINGWAY 


“A  Way  of  Recovery  through  Willingness” 
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When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  hii 

When  it’s  mandatory  to  keep  the  post 
coronary  patient  calm,  consider  Valium  (diazepai 
Although  he’s  promised  to  take  it  easy  ba 
on  the  job,  you  know  he’s  going  back  to  the  sa 
stressful  circumstances  that  may  have  contribu 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pac 
During  the  period  of  readjustment  Valium  helpi 
quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5- 
or  2mig  Valium  tablets  t.i.d.  or  q.i.d.  can  usually] 
provide  reliable  relief.  For  severe  tension/anxie 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operatini 
dangerous  machinery,  v ▼ 

YallUm  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 


to  HI 
o 
o> 

f* 

o 
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Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation.'tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acu^  ^ 
hyperexcited  states,  anxiety,  halluoinaf 
tions,  increased  muscle  spasticity9* 
insomnia,  rage,  sleep  disturbances 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice;  ffferiodi 
blood  counts  and  liver  function  teaG 
advisable  during  long-term  therap^ 

Dosage:  Individualize  for  masomu 
beneficial  effect.  Adults:  Tension, ^sftxie 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  oi 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2V& 
mg,  1 or  2 times  daily  initially,  increasing 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2Vz  mg  t.i.d, 
or  q.i.d.  initially,  increasing  as  needed  ar 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
100  and  500.  All  strengths  also  available 
in  Tel-E-Dose™  packages  of  1000. 


Roche  Laboratories 
Division  of  Hoffmann-La  Roc 
Nutley.  N.J.  07110 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


One  of  the  familiar  line  of 
(ordraif  products 

flurandrenolide 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella- Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  frequently, 

Proteus  vulgaris)  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Important  Note: 

Carefully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response.  Add 
aminobenzoic  acid  to  culture  media  for  patients 
already  taking  sulfonamides.  Increasing  frequency  of 
resistant  organisms  currently  is  a limitation  of  the 
usefulness  of  antibacterial  agents.  Blood  levels  should 
be  measured  in  patients  receiving  sulfonamides  for 
serious  infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/ 100  ml  is  considered 
optimal  for  serious  infections;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse 
reactions  occur  more  frequently  above  this  level. 

Contraindications:  Children  below  age  12; 
sulfonamide  hypersensitivity;  pregnancy  at  term  and 
during  nursing  period.  Contraindicated  in 
glomerulonephritis,  severe  hepatitis,  uremia,  and 
pyelonephritis  of  pregnancy  with  gastrointestinal 
disturbances,  because  of  phenazopyridine  HC1 
component. 

Warnings:  Safe  use  in  pregnancy  has  not  been 
established,  and  teratogenicity  potential  has  not  been 
thoroughly  investigated.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported;  clinical  signs 
such  as  sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  indications  ot  serious  blood  disorders. 
Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  should  be  performed 
frequently  during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  latter, 
hemolysis,  a frequently  dose-related  reaction,  may 
occur.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias: 
agranulocytosis,  aplastic  anemia,  thrombo- 
cytopenia, leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection 
photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  anorexia 
pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  and  miscellaneous  reactions:  drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due  to 
certain  chemical  similarities  with  some  goitrogens, 
diuretics  (acetazolamide  and  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and 
hypoglycemia.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infection  is  4 tablets  initially, 
then  2 tablets  morning  and  evening.  If  pain  persists 
beyond  seven  days,  causes  other  than  infection  should 
be  sought.  After  relief  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HC1)  will  color  the  urine  soon 
after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HC1, 
bottles  of  100  and  500. 
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Each  tablet  contains  100  mg  phenazopyridine  H 
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relief  from  symptoms 
within  minutes 
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Rapid  relief  of  discomfort 

The  patient  needs  prompt  relief  of 
urinary  bladder  pain  and  the  physician  needs 
if  i to  initiate  early  antibacterial  action  to  fight 
the  infection.  This  is  where  the  basic  therapy 
of  dual-action  Azo  Gantanol®  can  help . . . 
the  analgesic  action  of  Azo  (phenazopyridine 
HCI)  for  prompt  relief  from  bladder  pain 
and  the  effective  action  of  Gantanol® 
(sulfamethoxazole)  to  control  the  bladder 
infection. 

Antibacterial  blood/urine 
levels  in  from  2 to  3 hours 

With  the  initial  2-Gm  dose,  the  analgesic 
action  of  the  Azo  component  starts 
immediately  to  relieve  the  symptoms 
associated  with  an  infected  and  inflamed 
bladder.  In  from  2 to  3 hours,  as  effective 
antibacterial  blood  and  urine  levels  are 
reached,  the  Gantanol  action  begins  to 
control  the  bacteria  most  often  implicated  in 
acute  infections  of  the  bladder  . . . susceptible 
E.  coli  as  well  as  susceptible  strains  of 
Klebsiella-Aerobacter,  Staph,  aureus, 

Proteus  rnirabilis,  and,  less  frequently, 

P.  vulgaris.  The  usual  precautions  in 
sulfonamide  therapy,  including  maintenance 
of  adequate  fluid  intake,  should  be  observed. 
The  most  common  side  effects  are  nausea, 
vomiting  and  diarrhea. 


12  hours  of  therapy  with 
every  dose 

Subsequent  b.i.ci  doses  of  1 Gm, 
morning  and  evening,  maintain  effective 
antibacterial  coverage  on  a round-the-clock 
basis.  With  every  dose,  Azo  Gantanol  helps 
relieve  the  symptoms  of  cystitis  while  it 
fights  the  infection. 


I Artist’s  rendition  of  E.  coli 


In  acute  painful 
nonobstructed  cystitis 

Azo  Gantanol 

Each  tablet  contains  0.5  Gm  sulfamethoxazole 
and  100  mg  phenazopyridine  HCI. 

basic  therapy 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J 07110 


A single-dose,  non-staining  anthelnjit, 


with  just  one  non-staining  dose 
of  Antiminth  (pyrantel  pamoate) 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn't  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
(1  tsp.  per  50  lbs.). 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


tntiminth  (pyrantel  pamoate)  Oral  Suspension 

lotions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
ivity  against  Enterobius  vermicularis  (pinworm)  and  Ascaris  lumbricoides 
roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
docking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
ihanged  drug  are  low.  Peak  levels  (0.05-0.13  /rg/ml)  are  reached  in  1-3 
lours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
eces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
n urine  as  the  unchanged  form  of  the  drug  and  its  metabolites, 
ndications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
erobiasis  (pinworm  infection). 

Varnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
n animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus, 
rhe  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug. 
arecautions.  Minor  transient  elevations  of  SGOT  have  occurred  in  a small 
sercentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
jatients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg.  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg. /lb);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  of  body  weight.  (One  teaspoonful  = 5 cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day;  and  purging  is  not  necessary 
prior  to,  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg  pyrantel  base  per  ml., 
supplied  in  60  cc.  bottles. 
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new  ANTIMINTH 


(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ml. 


ROGRIG 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


ORAL  SUSPENSION 


It’s  over  30. 
Trust  it. 
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BUTISOL  (5 
. SODIUM 

i 'Sodium  butabaRB'1 


Remarkably  well  tolerated. 
Highly  predictable. 

Prompt,  smooth,  gentle  action. 
Saves  your  patients  money. 


Buliisol 

(SODIUM  BUTABARBITAL) 

Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


SODIUM® 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required  for  relief  of  symptoms  of 
anxiety  or  tension  resulting  from  emotional,  physical,  or  situational  stress. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  "hangover"  and  systemic  disturbances  are  seldom  seen 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mg  t.i.d  or  q.i  d. 

Also  available:  BUTICAPS*  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg  , 30  mg  , 

McNeil  Laboratories,  Inc.,  Fort  Washington.  Pa  19034 

( McNEIl ) 


rheumatoid  arthritic  blowup... 
Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


iaortant  Note:  This  drug  is  not  a simple  analgesic, 
t not  administer  casually.  Carefully  evaluate  patients 
t ore  starting  treatment  and  keep  them  under  close 
siervision.  Obtain  a detailed  history,  and  complete 
fsical  and  laboratory  examination  (complete 
f nogram,  urinalysis,  etc.)  before  prescribing  and  at 
figuent  intervals  thereafter.  Carefully  select  patients, 
e liding  those  responsive  to  routine  measures,  con- 
t indicated  patients  or  those  who  cannot  be  observed 
f quently.  Warn  patients  not  to  exceed  recommended 
cjjage.  Short-term  relief  of  severe  symptoms  with 
t smallest  possible  dosage  is  the  goal  of  therapy, 
[sage  should  be  taken  with  meals  or  a full  glass  of 
r k.  Patients  should  discontinue  the  drug  and  report 
i nediately  any  sign  of:  fever,  sore  throat,  oral 
I ions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
e gastric  pain,  symptoms  of  anemia,  black  or  tarry 
E ols  or  other  evidence  of  intestinal  ulceration  or 
fnorrhage,  skin  reactions,  significant  weight  gain  or 
€3ma.  A one-week  trial  period  is  adequate.  Discon- 
tje  in  the  absence  of  a favorable  response.  Restrict 
I atment  periods  to  one  week  in  patients  over  sixty. 
riications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
riumatoid  spondylitis. 

'•.ntraindications:  Children  14  years  or  less;  senile 
•ients;  history  or  symptoms  of  G I inflammation  or 

■ eration  including  severe,  recurrent  or  persistent 
Cipepsia;  history  or  presence  of  drug  allergy;  blood 
tacrasias;  renal,  hepatic  or  cardiac  dysfunction, 
'lertension;  thyroid  disease;  systemic  edema; 

matitis  and  salivary  gland  enlargement  due  to  the 
: 9;  polymyalgia  rheumatica  and  temporal  arteritis; 
: ients  receiving  other  potent  chemotherapeutic 
:3nts,  or  long-term  anticoagulant  therapy. 

I rnings:  Age,  weight,  dosage,  duration  of  therapy, 

■ stence  of  concomitant  diseases,  and  concurrent 
:ent  chemotherapy  affect  incidence  of  toxic  reac- 
ts. Carefully  instruct  and  observe  the  individual 
ient,  especially  the  aging  (forty  years  and  over) 

• o have  increased  susceptibility  to  the  toxicity  of  the 
ig.  Use  lowest  effective  dosage.  Weigh  initially 
predictable  benefits  against  potential  risk  of  severe, 
in  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell’s  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


TA. 8356  -9 


Two  minutes  in  the  penalty  box  for  the  offender 
and  possibly  months  of  painful  skeletal  muscle 
spasm  for  the  victim. 

For  the  skeletal  muscle  spasm  of  back  sprains, 
Valium*  (diazepam)  can  be  a valuable  adjunct.  A 
dose  of  2-10  mg,  three  or  four  times  a day,  goes  to 
work  to  help  break  up  the  cycle  of  spasm/  pain/ 

spasm.  The  resultant  relief  of 
skeletal  muscle  spasm  may  per- 
mit greater  mobilization  of  the 
affected  muscles  and  may  help 
the  patient  resume  usual  activi- 
ties sooner  than  otherwise 
possible. 

Paraspinal  muscle  mass  frequently  vulnerable 
to  this  type  of  trauma. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications : Tension  and  anxiety  states ; somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation ; symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal ; adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis,  stiff -man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma ; may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 

Warnings : Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupation; 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and/or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication;  abrupt 
withdrawal  may  be  associated  with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and  dependence. 
In  pregnancy,  lactation  or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausei 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
incontinence,  changes  in  salivation, slurred  speech,  tremor,  vertigo,  urinary  retentioi 
blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage, 
sleep  disturbances,  stimulation  have  been  reported;  should  these  occur, 
discontinue  drug.  Isolated  reports 

of  neutropenia,  jaundice;  periodic  / \ Roche  Laboratories 

blood  counts  and  liver  function  tests  < ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

advisable  during  long-term  therapy.  \ / Nutley  NJ  07 no 

VALIUM  (diazepam) 

adjunct  in  skeletal  muscle  spasm 

2-mg,  5-mg,  10-mg  tablets 


Trocinate 

400 mg: 


WILLIAM  P.  POYTHRESS&  COMPANY,  INC. 

. J^%aton/z£eu/6ca/L  f~/fcnce  /SS6 
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Security  means  planning  and  acting 
to  minimize  the  financial  risks  of  death, 
retirement,  illness  and  injury. 

How  financially-secure  are  your  plans? 

Have  you  arranged  for  adequate  income  for  your  family's  home, 
food,  and  education  if  you're  not  here  to  be  the  provider? 
What  about  an  income  if  you  are  disabled  and  can't  earn  it? 
And  of  course,  enough  income  for  retirement? 

Turn  daydreams  into  self-completing  financial  goals 
if  you  die  prematurely  or  into  a guaranteed  retirement  income 
for  your  golden  years. 

Call  the  Educators  Mutual  Life  man. 

Let  him  make  the  word  security 
meaningful  for  you. 

CHARLES  W.  DUDLEY,  Administrator 
South  Carolina  Medical  Association  sponsored 
Disability  Income  Insurance  Plan 
Box  3201  / Florence,  S.C.  29501 
Phone:  (803)  662-6525 


A REMINDE  R:  While  the  cost  of  nearly  everything  has  gone  up  in  the  last  few  years,  your  SCMA-sponsored 
Disability  Income  Insurance  Plan  costs  less  today  than  when  it  was  first  selected  by  your  Society.  And,  the 
most  recent  changes  to  the  Plan  give  you  more  flexibility  in  fitting  your  needs  — you  may  now  apply  for 
weekly  benefits  up  to  $275.00,  and  you  have  a greater  choice  of  waiting  periods  for  benefits  to  begin. 


SAucdtorsnliitual  £ile 


INSURANCE  COMPANY 

Home  Office:  Lancaster,  Pennsylvania 


NOW! 

PRICE  CUT 


FOR  EVEN 
GREATER  PATIENT 
ECONOMY.. 


VfensapeifK 

"POTASSIUM*HETACILLIN 
THE  AMPICILLIN 
DERIVATIVE 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 


When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessar 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase 
The  patient  on  Orinase  must  be  fully  instructed:  about  th 
nature  of  his  disease;  how  to  prevent  and  detect  complications , i 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions  i 
develop  a careless  attitude  or  disregard  instructions  relative  t t 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  ir  r 
fection;  how  to  recognize  and  counteract  impending  hypoglyj  I 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  ho'  t 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  h t 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  < | 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  tri., 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazic 
diuretics  are  administered  which  may  result  in  aggravation  * 
diabetic  state  and  increased  tolbutamide  requirement,  temp?: 
rary  loss  of  control,  or  even  secondary  failure;  treating  patien  j 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  mej 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hypi; 
glycemia  which  may  require  corrective  therapy  over  sever! 
days;  and  treating  patients  with  severe  trauma,  infection,  or  su; 
gical  procedures  where  temporary  return  to  insulin  or  additic 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimi 
ished  in  patients  receiving  therapy  with  beta  blocking  agent: 

As  some  diabetics  are  not  suitable  candidates,  it  is  essenti 
that  the  physician  familiarize  himself  with  the  indications,  limij 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  ai| 
during  the  initial  test  period  should  communicate  with  the  phy: 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
bably  had  quite  a bit  of  clinical  experience 
ih  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
kibout  it. 

On  the  one  hand,  you  know  that  diet 
1:  weight  control  are  the  initial  and  essential 
ndations  for  the  management  of  adult- 
ut,  non-ketotic  diabetes.  When  these 
tlisures  prove  satisfactory,  no  additional 
rapy  is  indicated.  On  the  other  hand,  you 
liw  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  mav  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


i.ji  daily,  and  during  the  first  month  report  at  least  once  weekly 
^physical  examination  and  definitive  evaluation.  After  a month, 
kminations  are  recommended  monthly  or  as  indicated.  Ap- 
Eirance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
[bring  or  persistent  elevation  of  blood  sugar,  or  failure  to 
pin  and  hold  clinical  improvement  indicate  nonresponsive- 
£5  to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
ijntaining  standard  diet  regulation.  Uncooperative  patients 
puld  be  considered  unsuitable  for  therapy.  Prescriptions  should 
E’-efilled  only  on  specific  instruction  of  physician.  In  treating 
ill  asymptomatic  diabetic  patients  with  abnormal  glucose 
i ranee,  glucose  tolerance  tests  should  be  obtained  at  three- 
) ix-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
| for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
fcbetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
lilin  is  indispensable. 

b phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
|Driate  package  literature  should  be  consulted. 

dverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
p occur  and  may  mimic  acute  neurologic  disorders  such  as 
fe;bral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
[base,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
csnal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
£ ia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
tes, oxyphenbutazone.  salicylates,  probenecid,  monamine 
Phase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
inyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
tease  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
fn  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed:  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upjohn  Company  JA71-1495  MEDB-5-S  LAO-6 


Upjohn 


An  intestinal 
autobiogrraphy 

of  rage, 
contentment 
and  horror* 


“Feeling  unfairly  taxed  by  the 
government  (Internal  Revenue 
Service)  and  not  given  enough 
attention  by  A.U.O.  [an 
experimenter  to  whom  the 
subject  became  very  attached], 
he  became  overtly  critical  and 
accusatory.  He  shouted,  raged, 
and  threatened  to  quit.”* 


"The  motility  that  day  was 
quiet.  This  type  of  recording  is 
seen  regularly  when  he  is 
relaxed  and  contented  and  the 
laboratory  seems  peaceful.”* 


He  was  overwhelmed  by 
“paralyzing  horror”  when  told 
he  would  need  a partial 
laryngectomy  for  removal  of  an 
early  carcinoma;  “...the  activity 
of  the  ileum  virtually  ceased  for 
over  a five-minute  period ”* 


Background 

*Data  presented  here  derive  from  a 13-year 
ongoing  study  by  Henry  Harrison  Sadler,  M.D., 
and  Aline  Underhill  Orten,  Ph.D.,  at  Wayne 
State  University.  Their  findings,  which 
demonstrate  a correlation  between  the 
emotional  state  of  a human  subject  and  the 
motility  of  an  isolated  segment  of  his  ileum, 
were  published  in  the  April,  1968,  American 
Journal  of  Psychiatry,  volume  124,  page  1375. 


The  subject  is  a 56-year-old  man  with  a 40-c 
Thiry  loop  of  ileum  created  as  a result  of 
emergency  surgery.  A person  of  modest  i 
attainment  and  simple  tastes,  the  subject  | 
depends  on  the  investigators  as  he  might  hi: 
own  family.  His  full-time  job  is  as  a “humanij 
laboratory,”  and  throughout  the  13-year  pen 
of  the  study,  he  has  taken  great  personal  prj 
in  his  own  participation. 


i story  charged  with  emotion 

he  graphs  on  the  facing  page  are  intestinal  motility 
adings  on  a human  subject  experiencing  the 
notions  of  rage,  contentment  and  horror  (see 
background”  below  left).  This  “intestinal 
itobiography”  dramatizes  the  point  that  certain 
notions  correlate  with  specific  patterns  of 
.1.  motility. 

'he  visceral  clutch 
nd  functional  G.I.  disorders 

ie  gut  response  to  stress  has  been  amply 
monstrated  in  many  functional  G.I.  disorders, 
ervous  diarrhea  and  irritable  colon  syndrome,  for 
ample,  are  disorders  associated  with  abnormal  G.I. 
utility.  And  these  disorders  are  commonest  among 
dents  sensitive  to  life-stress  situations  productive 
conflict  and  excessive  anxiety. 

ibrax'calms  anxiety, 
dms  the  gut 

these  areas  of  G.I.  pathology,  Librax  has  become 
nainstay  of  adjunctive  therapy.  Reason?  Effective 
o-way  calming  action.  Librax,  by  relieving 
cessive  anxiety,  not  only  helps  calm  emotional 
erreaetion  to  stress,  it  controls  intestinal 
permotility,  too.  Depend  on  Librax— the  only  drug 
at  combines  the  well-known  antianxiety  action  of 
brium®  (chlordiazepoxide  HC1)  and  the  potent, 
pendable  antisecretory/antispasmodic  action  of 
uarzan®  (clidinium  Br). 

or  2 capsules,  3 or  4 times  daily 
the  treatment  of 
ervous  diarrhea  and 
ritable  colon  syndrome 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  as  adjunctive  therapy  to  control 
emotional  and  somatic  factors  in  gastrointestinal 
disorders. 

Contraindications:  Patients  with  glaucoma;  prostatic 
hypertrophy  and  benign  bladder  neck  obstruction;  known 
hypersensitivity  to  chlordiazepoxide  hydrochloride 
and/or  clidinium  bromide. 

Warnings:  Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants.  As  with 
all  CNS-acting  drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental  alertness  (e.g., 
operating  machinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
Librium  (chlordiazepoxide  hydrochloride)  to  known 
addiction-prone  individuals  or  those  who  might  increase 
dosage;  withdrawal  symptoms  (including  convulsions), 
following  discontinuation  of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards.  As  with  all  anticholinergic 
drugs,  an  inhibiting  effect  on  lactation  may  occur. 
Precautions:  In  elderly  and  debilitated,  limit  dosage  to 
smallest  effective  amount  to  preclude  development  of 
ataxia,  oversedation  or  confusion  (not  more  than  two 
capsules  per  day  initially;  increase  gradually  as  needed 
and  tolerated).  Though  generally  not  recommended,  if 
combination  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmacologic 
effects,  particularly  in  use  of  potentiating  drugs  such  as 
MAO  inhibitors  and  phenothiazines.  Observe  usual 
precautions  in  presence  of  impaired  renal  or  hepatic 
function.  Paradoxical  reactions  (e.g.,  excitement, 
stimulation  and  acute  rage)  have  been  reported  in 
psychiatric  patients.  Employ  usual  precautions  in 
treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and 
protective  measures  necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not 
seen  with  either  compound  alone  have  been  reported  with 
Librax.  When  chlordiazepoxide  hydrochloride  is  used 
alone,  drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are 
reversible  in  most  instances  by  properdosage  adjustment, 
but  are  also  occasionally  observed  at  the  lower  dosage 
ranges.  In  a few  instances,  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled 
with  dosage  reduction;  changes  in  EEG  patterns 
(low-voltage  fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including  agranulocytosis), 
jaundice  and  hepatic  dysfunction  have  been  reported 
occasionally  with  chlordiazepoxide  hydrochloride,  making 
periodic  blood  counts  and  liver  function  tests  advisable 
during  protracted  therapy.  Adverse  effects  reported  with 
Librax  are  typical  of  anticholinergic  agents,  i.e.,  dryness 
of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics 
and/or  low  residue  diets. 


In  functional  G.I.  disorders, 
•w-  adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mgclidinium  Br. 

calms  anxiety,  calms  the  G.I.  tract 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


History-Careful  History  is  essential  to  de- 
termine symptomatology  leading  to  success- 
ful diagnosis  and  treatment.  Self-screening 
patient  review  forms  are  furnished  at  no 
charge  to  help  evaluate  suspected  allergy 
patients. 

Diagnosis-The  Diagnostic  Kit  permits  fast, 
accurate  confirmation  of  suspected  irritants 
of  50  of  the  most  commonly  encountered  al- 
lergens. In  addition,  the  Kit  also  contains 
pollens  for  your  botanical  area,  a scarifier 
and  individual  scarification  tips. 
Treatment-A  personalized  prescription  for 
your  patient  is  compounded  based  on  results 
of  history  and  skin-test  reactions.  This  spe- 
cific treatment  is  meant  to  restore  the  pa- 
tients allergic  balance. 

For  complete  information  on  The  Sensi-Sys- 
tem  of  Allergy  Diagnosis  and  Treatment . . . 
CALL  (Toll  Free) ...  800-327-1141.  Physicians 
in  Florida  ...  Call  COLLECT  305-943-7723. 


Name- 


Address- 
City 


-State- 


(gag) 

Since  ’P  1928 


Barry  Laboratories,  Inc., 

461  N.E.  27th  Street, 
Pompano  Beach,  Fla.  33064 


The 

SENSI-SYSTEM 
for  Allergy 
Diagnosis 
& Treatment 


Pre-Sate 


(chlorphentermine  hydrochloride) 


Caution:  Federal  law  prohibits  dispensing  without  prescrip- 
tion. 


Indications 

Pre-Sate  (chlorphentermine  hydrochloride)  is  indicated  in 
exogenous  obesity,  as  a short  term  (i.e.  several  weeks)  adjunct 
in  a regimen  of  weight  reduction  based  upon  caloric  restriction. 

Contraindications 

Glaucoma,  hyperthyroidism,  pheochromocytoma.  hypersen- 
sitivity to  sympathomimetic  amines,  and  agitated  states,  Pre- 
Sate  (chlorphentermine  hydrochloride)  is  also  contraindicated 
in  patients  with  a history  of  drug  abuse  or  symptomatic  cardio- 
vascular disease  of  the  following  types  advanced  arterio- 
sclerosis, severe  coronary  artery  disease,  moderate  to  severe 
hypertension,  or  cardiac  conduction  abnormalities  with  danger 
of  arrhythmias.  The  drug  is  also  contraindicated  during  or 
within  14  days  following  administration  of  monamine  oxidase 
inhibitors,  since  hypertensive  crises  may  result. 

Warnings 

When  weight  loss  is  unsatisfactory  the  recommended  dosage 
should  not  be  increased  in  an  attempt  to  obtain  increased  ano- 
rexigenic  effect ; discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may  occur  and 
may  impair  ability  to  engage  in  potentially  hazardous  activities 
such  as  operating  machinery,  driving  a motor  vehicle,  or  per- 
forming tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  accordingly. 
Caution  must  be  exercised  if  Pre-Sate  (chlorphentermine  hydro- 
chloride) is  used  concomitantly  with  other  central  nervous 
system  stimulants.  There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence  Drugs  of  this  type  have  a potential  for  abuse. 
Patients  have  been  known  to  increase  the  intake  of  drugs  of 
this  type  to  many  times  the  dosages  recommended.  In  long- 
term controlled  studies  with  the  high  dosages  of  Pre-Sate, 
abrupt  cessation  did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy  The  safety  of  Pre-Sate  (chlorphentermine 
hydrochloride)  in  human  pregnancy  has  not  yet  been  clearly 
established.  The  use  of  anorectic  agents  by  women  who  are  or 
who  may  become  pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  benefit  be 
weighed  against  the  possible  hazard  to  mother  and  child.  Use 
of  the  drug  during  lactation  is  not  recommended.  Mammalian 
reproductive  and  teratogenic  studies  with  high  multiples  of  the 
human  dose  have  been  negative. 

Usage  In  Children  Not  recommended  for  use  in  children  under 
12  years  of  age. 

Precautions 

In  patients  with  diabetes  mellitus  there  may  be  alteration  of  in- 
sulin requirements  due  to  dietary  restrictions  and  weight  loss. 
Pre-Sate  (chlorphentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management  of  patients 
with  mild  to  moderate  cardiovascular  disease  or  diabetes  mel- 
litus. and  only  when  dietary  restriction  alone  has  been  unsuc- 
cessful in  achieving  desired  weight  reduction.  In  prescribing 
this  drug  for  obese  patients  in  whom  it  is  undesirable  to  intro- 
duce CNS  stimulation  or  pressor  effect,  the  physician  should 
be  alert  to  the  individual  who  may  be  overly  sensitive  to  this 
drug.  Psychologic  disturbances  have  been  reported  in  patients 
who  concomitantly  receive  an  anorectic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions 

Central  Nervous  System:  When  CNS  side  effects  occur,  they 
are  most  often  manifested  as  drowsiness  or  sedation  or  over- 
stimulation  and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur.  Psychotic 
episodes,  although  rare,  have  been  noted  even  at  recommended 
doses.  Cardiovascular:  tachycardia,  palpitation,  elevation  of 
blood  pressure  Gastrointestinal:  nausea  and  vomiting,  diar- 
rhea, unpleasant  taste,  constipation.  Endocrine:  changes  in 
libido,  impotence.  Autonomic:  dryness  of  mouth,  sweating, 
mydriasis  Allergic:  urticaria  Genitourinary:  diuresis  and, 
rarely,  difficulty  in  initiating  micturition.  Others:  Paresthesias, 
sural  spasms. 

Dosage  and  Administration 

The  recommended  adult  daily  dose  of  Pre-Sate  (chlorphen- 
termine hydrochloride)  is  one  tablet  (equivalent  to  65  mg  chlor- 
phentermine base)  taken  after  the  first  meal  of  the  day.  Use  in 
children  under  12  not  recommended. 

Overdosage 

Manifestations:  Restlessness,  confusion,  assaultiveness,  hal- 
lucinations. panic  states,  and  hyperpyrexia  may  be  manifesta- 
tions of  acute  intoxication  with  anorectic  agents.  Fatigue  and 
depression  usually  follow  the  central  stimulation.  Cardiovas- 
cular effects  include  arrhythmias,  hypertension,  or  hypotension 
and  circulatory  collapse.  Gastrointestinal  symptoms  include 
nausea,  vomiting,  diarrhea,  and  abdominal  cramps.  Fatal 
poisoning  usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with  sym- 
pathomimetic amines  is  largely  symptomatic  and  supportive 
and  often  includes  sedation  with  a barbiturate.  If  hypertension  is 
marked,  the  use  of  a nitrate  or  rapidly  acting  alpha-receptor 
blocking  agent  should  be  considered.  Experience  with  hemo- 
dialysis or  peritoneal  dialysis  is  inadequate  to  permit  recom- 
mendations in  this  regard. 

How  Supplied 

Each  Pre-Sate  (chlorphentermine  hydrochloride)  tablet  con- 
tains the  equivalent  of  65  mg  chlorphentermine  base;  bottles  of 
100  and  1000  tablets. 

Full  information  is  available  on  request. 


take  a new 
look  at 


(chlorphentermine 

HCI) 

the  increasingly  practical 
appetite  suppressant'*-^ 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 


1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 


In  usual  IV  doses,  Lincocin  (lincomycii 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  nc 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 


Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


nfections  caused  by  susceptible  strains 
)f  pneumococci,  streptococci,  and 
itaphylococci,  including  penicillin- 
esistant  strains.  Staphylococcal  strains 
esistant  to  Lincocin  (lincomycin 
lydrochloride,  Upjohn)  have  been 
ecovered.  Before  initiating  therapy, 
ulture  and  susceptibility  studies  should 
>e  performed.  Lincocin  has  proved 
aluable  in  treating  patients  hyper- 
ensitive  to  penicillin  or  cephalosporins, 
ince  Lincocin  does  not  share 
ntigenicity  with  these  compounds, 
lowever,  hypersensitivity  reactions 
ave  been  reported,  some  of  these  in 
atients  known  to  be  sensitive  to 
enicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin 

Sterile  Solution  (300  mg  per  ml) 

( 1 incomycin  hydroch  loride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


*Vell  tolerated  at  infusion  site:  Lincocin 
itravenous  infusions  have  not 
roduced  local  irritation  or  phlebitis, 
'hen  given  as  recommended.  Lincocin 
; usually  well  tolerated  in  patients  who 
|re  hypersensitive  to  other  drugs, 
levertheless,  Lincocin  should  be  used 
autiously  in  patients  with  asthma  or 
gnificant  allergies. 

ii  patients  with  impaired  renal  function, 
le  recommended  dose  of  Lincocin 
Mould  be  reduced  to  25—30%  of 
me  dose  for  patients  with  normal 
idney  function.  Its  safety  in 
|regnant  patients  and  in  infants 
ss  than  one  month  of  age  has 
bt  been  established. 

pincocin  may  be  used  with  other 
ptimicrobial  agents:  Since  Lincocin 
i stable  over  a wide  pH  range,  it  is 
nitable  for  incorporation  in 
^tra venous  infusions;  it  also  may  be 


Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

*Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


“Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimonifial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatmer, 
Skin  and  mucous  membranes— Skin  rasht  i 
urticaria,  vaginitis,  and  rare  instances  of  e 
foliative  and  vesiculobullous  dermatitis  ha 
been  reported.  Liver—  Although  no  direct  i 
lationship  to  liver  dysfunction  is  establishe  : 
jaundice  and  abnormal  liver  function  te'  i 
(particularly  serum  transaminase)  have  be  I 
observed  in  a few  instances.  Cardiovascui  I 
—Instances  of  hypotension  following  pare 
teral  administration  have  been  reportej 
particularly  after  too  rapid  IV  administi 
tion.  Rare  instances  of  cardiopulmonary  ; 
rest  have  been  reported  after  too  rapid 
administration.  If  4.0  grams  or  more  adm 
istered  IV,  dilute  in  500  ml  of  fluid  a 
administer  no  faster  than  100  ml  per  ho 
Special  senses— Tinnitus  and  vertigo  h< 
been  reported  occasionally.  Local  rcactii 
—Excellent  local  tolerance  demonstrated 
intramuscularly  administered  Lincoi 
(lincomycin  hydrochloride).  Reports  of  p 
following  injection  have  been  infreque 
Intravenous  administration  of  Lincocin 
250  to  500  ml  of  5%  glucose  in  distil: 
water  or  normal  saline  has  produced  ! 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg  and  500 
Capsules— bottles  of  24  and  100.  Ste J . 
Solution,  300  mg  per  ml— 2 and  10  ml  v 
and  2 ml  syringe.  Syrup,  250  mg  per  5 
—60  ml  and  pint  bottles. 


For  additional  product  information,  con. 
the  package  insert  or  see  your  Upjc 
representative. 


MED  B-6-S  (K.ZL-7)  JA71-1C 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


’diethylpropion  hydrochloride, N.F.) 


When  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
less.  Weight  loss  is  significant— gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
this  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ing first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
pleasant symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  it  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 
and  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cardio- 
vascular effects  reported  include  ones  such  as  tachycardia,  precordial  pain, 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride;  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  marrow 
depression,  agranulocytosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  hove  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria. 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-tab  toblets  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  yeors  of  age  is  not 
recommended.  t.3325  (2876 1 


(^MerrelP) 


MERRELL- NATIONAL  LABORATORIES 

Division  of  Richardson- Merrell  Inc 
Cincinnati,  Ohio  45215 


Painful 
night  leg 
cramps... 


unwelcome  bedfellow 
for  any  patient- 
including  those  with  arthritis, 
diabetes  or  PVD 


□ Prevents  painful  night 
leg  cramps 

□ Permits  restful  sleep 

□ Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


Prescribing  Information  — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinamm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  and 
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CAROTID  ARTERY  SURGERY  AND  INTERMITTENT 
MONOCULAR  BLINDNESS  (AMAUROSIS  FUGAX)* 


W.  S.  HOUCK,  M.  D.  and 
HUNTER  STOKES,  M.  D. 
Florence,  South  Carolina 


Over  the  past  five  years,  42  carotid 
endarterectomies  have  been  carried  out  in 
32  patients  at  the  McLeod  Memorial  Hospital 
in  Florence,  South  Carolina.  The  great  major- 
ity of  these  patients  have  been  operated  on  for 
transient  ischemic  attacks,  involving  the  cor- 
tical hemisphere.  (Figure  1.)  Nine  of  these 
patients  have  been  operated  upon  because 
of  amaurosis  fugax  or  intermittent  monocular 
blindness.  This  report  concerns  these  nine 
patients. 

The  age  range  was  from  46  to  76  years,  with 
the  majority  of  patients  in  the  seventh  and 
eighth  decade  of  life.  Only  three  patients  were 
below  60  years  of  age.  There  was  only  one 
female  in  this  group  of  patients.  All  but  two 
of  the  patients  had  some  other  stigma  of 
cardiovascular  disease.  Two  of  the  patients 
had  had  previous  ischemic  attacks  involving 
the  cortical  hemispheres.  Eight  of  the  patients 
had  unilateral  eye  signs,  while  one  had  bi- 
lateral signs.  This  latter  patient  was  the  first 
patient  we  saw;  and,  with  the  first  attack,  he 
was  treated  with  anticoagulants,  only  to  de- 
velop transient  blindness  in  the  other  eye  six 

“Presented  at  the  South  Carolina  Surgical  Association, 
June  1971. 


months  later.  Following  the  last  attack,  bi- 
lateral carotid  endarterectomy  was  instituted. 

All  of  these  patients  were  initially  seen  by 
the  ophthalmologist.  They  described  their 
blindness  in  a rather  characteristic  manner. 
It  was  sudden  in  onset  and  free  from  pain. 
The  blindness  usually  lasted  for  several  min- 
utes and  the  vision  returned.  In  two  of  the 
patients,  however,  there  was  total  or  partial 
blindness  in  the  involved  eye. 

The  diagnosis  of  carotid  artery  disease  was 
suspected  by  an  abnormal  ophthalmodyno- 
metry  or  a bruit  in  the  neck.  The  funduseopic 
picture  was  characteristic  and  revealed  the 
so-called  Hollenhorst  plaques  in  the  retinal 
vessels  in  all  of  these  patients.  Total  ischemia 
of  the  retina  was  seen  in  one  patient.  An 
accurate  diagnosis  was  not  made,  however, 
until  carotid  arteriograms  were  done.  This 
included  three  or  more  of  the  neck  vessels. 


Figure  1. 
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Transient  Blindness 
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Figure  2.  Carotid  Arteriogram.  A-P  and  lateral  views  of  the  right  carotid  arteries,  showing  ulcera- 
tion at  the  proximal  end  of  the  internal  carotid. 


In  three  of  these  patients,  there  was  total 
occlusion  of  the  internal  carotid  artery  and 
six  of  the  patients  had  partial  occlusion.  Three 
of  these  patients  had  obvious  ulceration  of 
the  carotid  intiina.  (Figure  2)  Seven  of  the 
nine  patients  were  operated  upon  and  had 
carotid  endarterectomy  performed.  Two  of 
the  patients  with  total  occlusion  were  not 
explored,  but  were  treated  with  anticoagu- 
lants. The  remaining  patient  with  total  occlu- 
sion was  explored,  but  the  vessel  could  not 
be  opened. 

There  were  no  deaths  in  this  group  of  nine 
patients  and  there  have  been  no  further  epi- 
sodes of  amaurosis  fugax.  It  is  of  interest  that 
the  one  patient  who  had  bilateral  endarterect- 
omy has  since  had  an  episode  of  syncope  and 
Stokes-Adams  attack.  This  was  due  to  a hyper- 
sensitive carotid  sinus  and  required  pace- 
maker insertion. 

Discussion 

We,  in  Florence,  South  Carolina,  feel  very 
strongly  that  the  proper  management  of  TIA’s, 
concerns  the  entire  medical  community,  and 


not  necessarily  the  surgeon  and  neurologist. 
We  feel  that  this  is  reflected  in  these  patients. 
Transient  monocular  blindness,  just  as  tran- 
sient cerebral  insufficiency,  is  an  ominous  sign. 
There  are  numerous  reports  in  the  literature 
of  a catastrophic  stroke  following  an  episode 
of  blindness,1’2'3  and  often,  as  in  two  of  our 
cases,  the  blindness  may  be  persistent. 

The  transient  monocular  visual  loss  is  pain- 
less, and  this  is  the  hallmark  of  occlusive 
carotid  disease.  It  seldom  lasts  more  than  20 
minutes  and  rarely  occurs  with  transient 
ischemic  attacks  involving  the  cortical  hemis- 
pheres. The  loss  of  vision  may  be  total  or 
partial,  and  the  return  of  vision  is  usually 
very  rapid. 

This  syndrome  results  from  embolization 
from  the  carotid  vessels  in  the  neck.  The 
emboli  may  be  aggregates  of  platelets  or 
cholesterol  crystals.  They  both  may  originate 
from  ulceration  in  the  carotid  artery  wall,  but 
platelet  emboli  may  arise  from  stasis  in  the 
carotid  artery  in  the  absence  of  ulceration. 
The  cholesterol  emboli  on  fundoscopic  ex- 
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animation  show  as  small  bright  bodies  in 
the  retinal  arteries.  The  platelet  aggregates 
appear  as  red  or  white  bodies  occluding  the 
vessels. 

Every  patient  with  monocular  visual  loss  is 
not  a surgical  candidate,  but  those  with 
demonstrated  carotid  disease,  be  it  occlusive 
disease  or  ulcerative  disease,  need  surgery. 
The  surgical  exploration  should  not  be  de- 
layed until  total  recovery,  as  is  recommended 
in  those  with  transient  cerebral  ischemia.  Sur- 
gical endarterectomy  of  the  diseased  ipsi- 
lateral  artery  is  the  treatment  of  choice.  In 
those  vessels  totally  occluded,  exploration 
may  be  undertaken,  in  the  hopes  of  opening 
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the  vessel.  But,  if  this  is  not  successful,  as  is 
usual,  long-term  anticoagulation  is  recom- 
mended. 

Summary 

Transient  monocular  blindness  should  be 
considered  as  an  ominous  sign  of  an  impend- 
ing cerebral  vascular  accident.  Proper  identi- 
fication of  the  diseased  carotid  artery  with  an 
arteriogram  is  indicated.  If  disease  is  noted 
in  the  neck  vessels,  be  it  occlusive  or  ulcera- 
tive, surgical  endarterectomy  should  be 
undertaken.  Prevention  of  total  blindness  and 
prevention  of  cerebral  vascular  accidents  can 
be  expected  with  early  surgical  correction  of 
the  vessel  involved. 
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Adenogarcinoma  of  The  Endometrium:  A Ten  year 
Experience  At  The  Medical  University  of  South 
Carolina— James  L.  Purcell,  M.D.,  and  Paul  B. 
Underwood,  Jr.,  M.D.  (Charleston,  S.  C.).  Southern 
Med  J 64:961  (August,  1971). 

The  authors  review  the  results  of  the  treatment  of 
this  disease  over  a period  of  a decade.  Treatment 
was  primarily  surgical.  Because  of  the  results,  the 
authors  indicate  they  have  changed  the  pattern  of 
management  to  include  irradiation  before  operation. 
No  results  are  given  to  indicate  whether  they  have 
found  this  change  beneficial,  no  doubt  because  of 
too  brief  a period  of  follow-up. 
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The  onset  of  severe  chronic  obstructive 
lung  disease  in  this  40  year  old  Caucasian 
insurance  executive  occurred  eight  years  prior 
to  his  final  admission,  at  the  age  of  33.  He 
had  been  exposed  to  dust  in  Korea  at  23  years 
of  age,  but  to  no  noxious  fumes.  For  several 
years  he  had  been  unable  to  work  a full  day 
because  of  dyspnea,  lethargy,  and  fatigue. 
His  cough  was  usually  not  productive,  but 
recently  caused  abdominal  pain. 

Two  months  prior  to  admission  he  became 
alarmed  by  an  episode  of  rectal  bleeding  and 
was  seen  by  his  family  doctor,  who  noted 
ascites,  peripheral  edema,  and  jaundice,  with 
a bilirubin  of  11  milligrams  percent.  After  a 
short  period  of  diuretic  therapy,  he  was  hos- 
pitalized. Ten  days  prior  to  admission  4800 
ccs  of  ascitic  fluid  were  removed  by  para- 
centesis and  two  days  prior  to  admission 
5700  ccs  were  removed. 

He  had  to  be  physically  aroused  to  provide 
a history.  His  major  complaint  at  this  time 
was  abdominal  swelling.  He  appeared  well 
developed,  gaunt,  and  approximately  the 
stated  age.  He  admitted  poor  nutrition  and 
moderately  heavy  alcohol  ingestion  with  in- 
creased drinking  shortly  prior  to  admission. 
The  patient  had  the  usual  childhood  diseases 
without  sequellae. 


On  physical  examination  he  was  icteric. 
There  was  sacral  edema  and  severe  edema 
of  the  lower  extremities.  No  spider  angiomata 
were  present.  The  abdomen  was  protuberant 
with  a fluid  wave.  The  breasts  were  some- 
what enlarged.  One  observer  thought  the  liver 
was  palpable  5 to  6 finger  breadths  below 
the  right  costal  margin,  but  another  could  not 
palpate  the  liver,  and  could  not  percuss  its 
outline. 

The  lungs  were  hyperresonant  to  per- 
cussion, diaphragmatic  motion  was  limited, 
breath  sounds  were  distant,  expiration  was 
prolonged,  and  there  was  slight  wheezing. 
Rhonchi  were  present  at  first,  but  these  dis- 
appeared after  coughing.  The  respiratory  rate 
was  20.  No  pleural  rubs  were  heard. 

Heart  sounds  were  distant  and  heart  rate 
was  120  per  minute;  no  murmurs  were  heard. 
Rlood  pressure  was  95/60.  The  peripheral 
pulses  were  normal. 

The  genitourinary  system  was  normal.  There 
was  no  hernia.  Rectal  examination  was  nor- 
mal, and  the  prostate  was  normal  to  palpa- 
tion. 

Admission  laboratory  data:  Hemoglobin 

13.3  gms  percent  with  a hematocrit  of  40  vols 
percent.  The  total  protein  was  5.0  gms  per- 
cent with  an  albumin  of  2.4  gms  percent. 
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Prothrombin  activity  was  27  percent  of  nor- 
mal. The  alkaline  phosphatase  was  15.4  King- 
Armstrong  units.  LDH  was  200,  SGOT  58  and 
SGPT  8.  The  blood  ammonia  was  59  meg 
percent.  Electrolytes  were:  Na  of  140,  K of 
4.1,  Cl  was  101  and  the  C02  combining 
power  was  35. 

Neurological  consultation  was  obtained.  No 
focal  neurological  signs  were  discovered  but 
mild  mental  deficiences  consistent  with  the 
patient’s  metabolic  disorders  were  noted.  The 
tendon  reflexes  were  brisk  and  there  was  no 
evidence  of  increased  intracranial  pressure. 

EEG  revealed  an  excessively  slow  tracing 
with  bisynchronus  bilateral  delta  activity. 

Ascitic  fluid  on  the  fifteenth  hospital  day 
contained  no  suspicious  cells  on  cytologic 
examination  and  was  subsequently  negative 
on  smear  and  culture  for  bacteria  including 
acid  fast  organisms.  Multiple  urinalyses  were 
normal.  On  the  fifteenth  hospital  day  feces 
were  4+  positive  for  occult  blood.  On  the 
fourteenth  hospital  day,  ascitic  fluid  con- 
tained 280  mgs  of  protein.  A 24-hour  urine 
specimen  for  sodium  and  potassium  on  the 
sixteenth  hospital  day  revealed  a volume  of 
300  ccs,  sodium  1.0  mEq,  potassium  77.5 
mEq.  Urine  osmolarity  also  on  the  sixteenth 
day  was  605  milliosmols,  and  was  noted  to 
contain  mannitol.  On  the  eighth  hospital  day, 
vital  capacity  was  2.6  liters,  58  percent  of  the 
predicted  value.  Maximum  breathing  capacity 
was  32  liters  per  minute  as  opposed  to  a 
predicted  normal  of  112.  On  the  fourteenth 
hospital  day  the  blood  pH  was  7.53,  with  a 
p02  of  52,  pC02  of  30,  02  saturation  of  90 
percent  and  the  buffer  base  was  50. 

Electrocardiograms  on  the  sixth,  ninth  and 
thirteenth  hospital  days  all  showed  sinus 
tachycardia  and  low  voltage.  Upper  gastro- 
intestinal series  and  barium  enema  were  nor- 
mal. 

A low  salt  diet  was  instituted,  and  because 
the  patient  had  been  on  diuretics  1000  ccs  of 
10  percent  dextrose  in  water  were  given  on 
the  first  hospital  day.  Vitamin  K was  given 
daily  by  intramuscular  injection.  Virtually 
continuous  coughing  was  described.  Oxygen 
was  given  by  nasal  cannula  for  dyspnea. 

! Aldactazide  was  begun  on  the  fourteenth 
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hospital  day.  Salt-poor  albumin  was  given  at 
intervals,  and  40  mg  prednisone  intramuscu- 
larly every  six  hours.  By  the  nineteenth  hos- 
pital day,  Aramine  was  required  to  maintain 
blood  pressure. 

Blood  pressure  remained  around  100/70 
throughout  most  of  the  hospitalization. 
Weight  on  admission  was  155  pounds,  which 
increased  to  160  by  the  tenth  hospital  day,  to 
165  by  the  fourteenth  hospital  day,  and  to  170 
on  the  eighteenth  hospital  day.  The  patient 
was  never  febrile.  Rather  wide  swings  in 
pulse  were  noted,  varying  from  82  to  160. 
These  swings  were  more  noticeable  later  in 
the  hospital  course,  and  the  pulse  in  general 
was  higher. 

On  the  eighteenth  hospital  day,  widespread 
evidence  of  petechial  hemorrhage  was  noted 
and  increase  in  somnolence.  Intellectual  func- 
tions deteriorated,  and  dependent  edema 
became  worse.  On  the  twentieth  hospital  day, 
gasping  respirations  were  noted  and  shock 
ensued,  which  lead  to  death. 

Dr.  McKee:  I am  apprehensive  about  this 
conference.  When  a pathologist  comes  to  you 
and  tells  you  a patient  has  lung  disease  and 
writes  at  the  top  of  the  protocol  “Chronic 
lung  and  liver  disease,”  it  sounds  as  if  he  is 
giving  away  the  diagnosis.  I am  sure  that  all 
of  you  know  that  when  the  pathologist  gives 
you  anything,  you  had  better  remember  the 
old  adage  “Beware  of  the  Greeks  bearing 
gifts”. 

As  the  protocol  points  out,  this  was  a 
young  man  with  an  eight  year  history  of  lung 
disease  which  had  interfered  with  his  activi- 
ties to  the  extent  that  he  could  work  only  part 
of  the  day  for  several  years.  That  an  in- 
dividual who  presumably  had  a desk  job  was 
unable  to  fully  maintain  his  occupation  sug- 
gests that  he  had  a rather  severe  disease.  He 
had  a cough  and  abdominal  pain  related  to 
the  cough.  There  was  nothing  in  this  history 
suggesting  hepatic  disorder  until  he  went  to 
see  his  doctor  because  of  rectal  bleeding  two 
months  before  his  final  hospital  admission. 
At  that  time  he  was  jaundiced  and  had 
edema  and  ascites.  He  was  treated  with 
diuretics.  He  had  paracentesis  on  two  occa- 
sions, but  obviously  did  not  improve  since  he 
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was  hospitalized  for  further  treatment.  At  the 
time  of  his  admission  to  the  hospital  he  was 
obtunded.  Ilis  major  complaint  was  swelling 
of  the  abdomen.  Physical  examination  sug- 
gested he  had  lost  weight.  He  admitted  that 
his  nutrition  had  been  poor  and  that  he  had 
been  a moderately  heavy  alcohol  user;  we 
don’t  know  for  how  long.  There  is  nothing  in 
his  history  that  suggests  prior  liver  disease. 
Physical  examination  was  that  of  a patient 
with  hepatic  disease.  He  was  icteric  and  had 
an  enlarged  abdomen  and  ascitic  fluid.  Two 
observers  couldn’t  agree  on  whether  his  liver 
was  enlarged.  No  other  abdominal  masses 
were  noted.  His  lungs  were  certainly  con- 
sistent with  the  past  history  of  lung  disease. 
They  were  hyperresonant,  diaphragms  were 
apparently  lowered,  and  breath  sounds  were 
distant.  On  expiration  he  had  some  wheezing 
and  rhonchi.  In  addition  his  heart  sounds 
were  distant  as  one  expects  in  a patient  with 
a chronic  obstructive  lung  disease.  Blood 
pressure  was  below  normal.  Rectal  examina- 
tion was  non-revealing.  Hemorrhoids  were 
not  mentioned;  it  is  assumed  there  were  none. 
Neurological  examination  revealed  no  focal 
abnormalities  but  he  had  some  changes  con- 
sistent with  a metabolic  disorder.  From  this 
point  on  the  protocol  reviews  the  laboratory 
data  and  hospital  course.  We  shall  go  back  at 
this  point  and  talk  a bit  about  some  of  the 
features  of  his  illness  as  they  relate  to  the 
history  and  physical  findings.  I don’t  know 
why  the  observation  was  made  that  he  was 
exposed  to  dust  in  Korea.  I would  imagine 
that  we  are  all  exposed  to  dust  wherever  we 
are.  I don’t  know  what  kind  of  dust  this  was, 
and  whether  this  is  a pertinent  item  in  this 
man’s  illness  is  quite  uncertain.  If  it  is,  it 
apparently  didn’t  produce  any  significant 
findings  until  at  least  10  years  after  his 
Korean  activities  and  probably  is  unrelated. 
Nevertheless,  it  does  raise  a question  as  to 
whether  he  might  have  contracted  a fungal 
infection  of  some  type  or  whether  the  dust 
exposure  might  have  produced  some  type  of 
pneumoconiosis.  The  fact  that  he  developed 
what  sounds  like  chronic  obstructive  lung 
disease  at  a young  age,  his  early  thirties, 
brings  up  one  other  very  interesting  question 


that  I think  needs  to  be  discussed  because  it 
related  to  the  subsequent  serum  protein 
electrophoretic  pattern.  In  the  middle  1960’s 
it  was  recognized  that  what  has  been  known 
for  a longer  period  of  time  as  familial  emphy- 
sema is  related,  part  of  the  time  at  least,  to 
the  presence  of  a deficiency  in  one  of  the 
components  of  the  serum  globulins.  These 
observations  were  originally  made  in  Sweden 
as  a result  of  a careful  and  detailed  study  of 
serum  protein  electrophoretic  patterns.  It  was 
found  that  in  a group  of  people  the  alpha-1 
globulin  fraction  was  very  low  or  actually 
missing  in  the  electrophoretic  pattern.  It  was 
interesting  to  observe  that  in  these  people 
with  a diminished  spike  in  the  alpha-1  glo- 
bulin fraction,  chronic  obstructive  lung  dis- 
ease was  quite  common.  Further  investigation 
of  this  finding  revealed  that  a group  of 
individuals  who  had  absence  of  a normally 
present  antitryptic  activity  in  serum.  It  has 
been  known  for  a long  time  that  serum 
exhibits  antitryptic  activity  which  is  of  con- 
vsiderable  importance  to  the  body.  These 
individuals  with  an  absent  alpha  globulin 
spike  had  very  low  or  absent  antitryptic 
activity  in  their  serum,  and  this  deficiency  of 
alpha- 1 antitrypsin  correlated  very  well  with 
the  presence  of  chronic  obstructive  lung  dis- 
ease. Subsequently  it  was  learned  that  this 
alpha-1  antitrypsin  deficiency  was  inherited 
as  an  autosomal  trait.  Those  individuals  that 
were  homozygous  were  the  ones  that  had  a 
very  very  low  antitryptic  level  and  to  a large 
extent  were  the  group  having  chronic  lung 
disease.  Not  every  patient  with  alpha-1  anti- 
trypsin deficiency  was  shown  to  have  chronic 
obstructive  lung  disease  at  the  times  these 
studies  were  done.  There  was  a much  larger 
group  who  were  heterozygous.  These  people 
had  a lower  than  normal  antitryptic  activity 
in  serum,  but  they  had  some  antitryptic  activ- 
ity, and  there  is  some  question  at  the  present 
time  whether  these  individuals  do  have  more 
lung  disease  than  the  general  population. 
Those  individuals  that  are  homozygous  may 
have  obstructive  lung  disease  at  an  early 
age,  and  interestingly,  the  occurrence  of  this 
obstructive  lung  disease  in  the  homozygous 
individuals  is  equal  in  both  sexes,  whereas 
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Figure  1.  Serum  protein  electrophoretic  pat- 
tern with  diminished  alpha-1  globulin  (suggest- 
ing alpha-1  antitrypsin  deficiency)  and  elevated 
gamma  globulin  secondary  to  liver  disease. 


most  of  the  chronic  obstructive  lung  disease 
that  we  see  in  the  general  population  is  a 
great  deal  more  common  in  males.  In  our 
part  of  the  country,  it  is  a great  deal  more 
common  in  white  males  than  in  Negroes.  So 
the  question  here  as  to  whether  this  man  had 
a chronic  obstructive  lung  disease  process 
related  to  his  alpha-1  antitrypsin  deficiency 
certainly  is  pertinent.  The  low  level  of  the 
alpha-1  globulin  in  his  electrophoretic  pat- 
tern suggests  this  possibility.  (Figure  1) 

We  don’t  know  whether  this  man  was  a 
smoker;  it  is  not  mentioned.  The  relationship 
of  smoking  to  the  occurrence  of  lung  disease 
in  this  group  of  people  is  not  clear  but  it  is 
probable  that  it  aggravates  and  produces 
greater  progression  of  lung  disease  than  is 
seen  in  the  non-smokers.  One  other  interesting 
phenomenon  that  has  been  observed  in  the 
antitrypsin  deficiency  group  is  that  a number 
of  children  have  been  found  to  have  a type 
of  hepatic  disease,  a type  of  congenital  cir- 
rhosis. The  relationship  of  this  man’s  liver 
disease  to  his  alpha-1  antitrypsin  deficiency 
might  be  questioned  but  so  far  as  I know  the 
only  liver  disease  that  has  been  found  has 
been  in  very  small  children  with  antitrypsin 
deficiency.  I question  whether  there  is  a 
relationship  here.  To  proceed  a little  further 
with  comments  about  his  pulmonary  disease, 
his  maximum  breathing  capacity  was  reported 
as  being  32  liters  a minute  and  his  vital  capa- 
city as  being  reduced  to  58  percent  of  pre- 


dicted normal.  The  reduced  vital  capacity  is 
consistent  with  but  not  necessarily  present  in 
patients  with  chronic  obstructive  lung  dis- 
ease. A prolonged  timed  vital  capacity  would 
be  of  considerable  help  here,  but  a maximum 
breathing  capacity  of  around  30  percent  of 
predicted  normal  is  certainly  evidence  of 
severe  lung  disease.  It  is  not  necessarily 
incapacitating  lung  disease.  Patients  that  have 
far  advanced  incapacitating  chronic  obstruc- 
tive emphysema  have  even  lower  values  than 
30  percent.  The  electrocardiogram  showing 
low  voltage  and  sinus  tachycardia  would  be 
consistent  with  chronic  lung  disease  but  not 
necessarily  diagnostic  of  it.  Now  we  come 
back  to  what  appeared  to  be  the  major  prob- 
lem at  the  time  of  admission,  that  is  the  sug- 
gestion of  hepatic  insufficiency  with  ascites, 
jaundice,  edema  and  a history  of  rectal  bleed- 
ing. Ordinarily  the  patient  who  has  advanced 
liver  disease  with  cirrhosis  has  hemorrhoids. 
Serious  rectal  bleeding  from  hemorrhoids  is 
not  uncommon.  Whether  this  was  the  origin 
of  this  bleeding  I do  not  know.  There  is  no 
comment  as  to  whether  he  had  hemorrhoids 
or  not.  This  would  certainly  be  one  of  the 
possibilities.  Another  interesting  feature  of 
his  physical  examination  is  that  he  had  no 
spider  angiomata.  Spider  angiomata  are  com- 
mon in  cirrhosis  of  the  liver.  Gynecomastia, 
which  he  did  have,  is  also  common  in  cir- 
rhosis of  the  liver.  Ascites  and  jaundice  are 
both  to  be  expected  in  advanced  cirrhosis.  A 
history  is  given  of  poor  nutrition  and  mod- 
erately heavy  alcohol  intake.  It  would  be  a 
great  deal  more  helpful  if  we  knew  the  dura- 
tion of  this  heavy  alcohol  intake  and  poor 
nutrition.  In  the  absence  of  this  information, 
with  the  stated  physical  findings  and  other 
features  of  liver  illness,  that  he  had  cirrhosis 
is  a likely  possibility.  The  liver  might  be 
enlarged  or  it  might  be  small.  I don’t  think  it 
makes  much  difference.  Alcoholics  with  liver 
failure  relatively  early  in  the  disease  process 
may  have  a fatty  liver  which  is  larger  than 
normal.  Such  a liver  has  a tendency  to  respond 
a little  better  to  therapy.  The  small  liver  of 
cirrhosis  has  a much  worse  prognosis  in  the 
long  run  because  of  the  fibrotic  process  which 
exists.  The  electroencephalographic  bilateral 
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delta  activity  was  consistent  with  what  is 
often  found  in  patients  who  have  liver  fail- 
ure. The  neurological  consultation  which  said 
there  were  no  focal  neurological  signs  did  not 
tell  us  whether  he  had  asterixis  or  liver  flap, 
which  is  not  confined  to  liver  disease.  It  may 
be  seen  in  patients  with  uremia  and  patients 
with  advanced  emphysema.  We  generally  use 
it  as  a helpful  sign  to  determine  the  degree 
of  hepatic  insufficiency  and  its  effect  on  the 
central  nervous  system. 

I might  take  a few  minutes  now  and  talk 
about  the  laboratory  data.  On  admission  blood 
ammonia  level  was  59  micrograms  percent. 
This  is  somewhat  above  the  normal  level  for 
blood  ammonia  but  it  is  not  an  extremely  high 
level.  Many  of  the  patients  that  we  see  with 
liver  failure  have  higher  blood  ammonia 
levels.  At  a later  date,  liver  function  was 
better  in  that  the  blood  ammonia  level  was 
down  to  19.  The  alkaline  phosphatase  and 
transaminase  are  perhaps  a little  out  of  line, 
I don’t  think  I can  say  much  about  that.  Urine 
was  normal.  Patients  with  advanced  liver  dis- 
ease are  found  to  have  a lower  than  normal 
blood  urea  nitrogen  because  they  are  unable 
to  make  urea.  Prothrombin  activity  in  this 


case  is  much  more  impressive,  much  more 
indicative  of  advanced  hepatic  disease,  only 
27  percent  of  normal.  Furthermore,  this  failed 
to  respond  to  supplemental  vitamin  K 
throughout  his  hospital  stay.  He  wasn’t  sig- 
nificantly anemic  and  his  proteins  were  a 
little  on  the  low  side,  also  consistent  with  liver 
disease. 

What  happened  to  him  in  the  hospital?  He 
was  put  on  a low  salt  diet,  was  given  10 
percent  dextrose  with  water,  vitamin  K and 
other  vitamins,  oxygen,  intermittent  positive 
pressure  breathing,  antiacids,  diuretics,  salt 
poor  albumin  and  prednisone.  In  spite  of  all 
this  supportive  therapy  his  condition  con- 
tinued to  deteriorate.  He  was  shocky  on  the 
19th  hospital  day  and  he  died  on  the  20th 
day.  Interestingly,  he  gained  15  pounds  in 
weight  during  his  stay  of  almost  3 weeks  in 
the  hospital.  Terminally,  he  developed  pete- 
chial hemorrhages  and  one  would  also  suspect 
that  he  probably  had  some  bleeding  into  the 
gastro-intestinal  tract  as  well.  It  seems  most 
probable  that  alcoholic  or  nutritional  cirrhosis 
of  the  liver  is  what  this  man  had.  We  might 
mention  a few  other  considerations  which  I 
will  discard.  Could  he  have  had  chronic 
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Figure  2.  Chest  x-ray  films  in  1963  and  1971.  Films  were  interpreted  as  suggestive  of  emphysema, 
but  showed  little  change  over  the  course  of  8 years. 
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hepatitis  which  lingered  a long  period  of  time 
and  eventually  produced  hepatic  failure?  Did 
this  man,  while  in  Korea,  pick  up  one  of  the 
parasitic  infestations  which  is  associated  with 
the  development  of  liver  disease  at  some  later 
date,  schistosomiasis  or  one  of  the  flukes.  If 
he  had  this,  the  pathologists  are  going  to  have 
to  tell  me  about  it  because  I certainly  couldn’t 
make  such  a diagnosis.  Is  it  possible  that  he 
had  sufficiently  severe  lung  disease  to  de- 
velop cor  pulmonale  and  that  right  sided 
heart  failure  was  responsible  for  cardiac 
cirrhosis?  We  haven’t  looked  at  his  x-ray 
films  and  I think  we  might  take  a minute  now 
to  see  whether  we  get  some  help  from  them. 

Dr.  Griffin:  To  begin  with,  there  is  a series 
of  five  prior  chest  x-ray  films  dating  from 
November,  1963  to  February,  1971.  I think 
the  striking  thing  about  these  is  that  there 
was  virtually  no  change  in  the  radiographic 
appearance  of  the  chest  over  this  period  of  8 
years.  (Figure  2)  Throughout,  he  had  a 
mildly  emphysematous  appearance  with  some 
depression  of  the  diaphragm,  some  peripheral 
hyperlucency,  and  a suggestion  of  fibrotic 
stands  in  the  left  mid-lung  field.  On  our  final 
film,  the  lungs  really  do  not  look  particularly 
emphysematous.  Often  young  individuals, 
particularly  if  they  are  fairly  thin  and  in 
reasonably  good  health,  can  give  a picture 
which  almost  borders  on  emphysema.  This 
may  be  quite  striking  on  occasion.  Some 
Marine  drill  sergeants  have  the  most  emphy- 
sematous-looking chests  in  the  world,  yet 
actually  this  is  just  because  of  their  posture 
and  physical  condition.  This  patient  did  have 
a small  heart  which  goes  along  with  emphy- 
sema, but  this  is  not  very  striking.  Again, 
correlation  between  the  x-ray  film  and  what 
is  seen  clinically  is  sometimes  poor.  I see  no 
other  evidence  of  pulmonary  disease.  One 
thing  which  I will  mention  that  Dr.  McKee 
didn’t  know  was  that  the  patient  was  diag- 
nosed as  having  peptic  ulcer  disease  in  1961. 
A barium  enema  was  done,  as  mentioned.  It 
was  really  not  a good  enema;  he  had  a lot  of 
air  in  the  colon.  I don’t  think  it  could  exclude 
a small  polypoid  lesion  as  a possible  cause 
for  bleeding.  Certainly  there  is  no  large 
annular  lesion.  There  is  a diffuse  haze 
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Figure  3.  Radioactive  scan  showing  small  liver 
and  enlarged  spleen. 

throughout  the  abdomen  and  all  the  bowel 
seems  to  be  floating.  I think  this  is  the  result 
of  ascites.  There  were  a few  spot  films  of  the 
esophagus.  They  were  interpreted  as  normal. 
I think  this  is  reasonable,  although  one  did 
suggest  the  possibility  of  a varix.  A liver  scan 
was  done  on  February  3,  1971  which  shows  a 
rather  large  spleen  with  a fairly  high  uptake 
in  the  spleen.  (Figure  3).  It  shows  what 
appears  to  be  a relatively  small  liver.  The  liver 
appears  a little  smaller  than  it  did  on  x-ray 
examination.  There  are  several  explanations 
for  this.  Actually  the  liver  may  be  small;  it  is 
somewhat  centrally  located.  This  may  be  due 
to  ascitic  fluid  along  the  margin  which  is 
pushing  die  liver  over  and  which  is  also 
blocking  some  of  the  gamma  rays  of  the  scan. 
Also  there  is  a large  spleen.  The  scan  works 
on  the  basis  of  the  R-E  system  taking  up  the 
colloid  and  this  apparently  is  taking  up  a 
great  deal  of  it,  which  means  it  isn’t  being 
taken  up  in  the  liver,  and  as  a result  die  liver 
shows  up  less  well.  I am  not  sure  how  good 
a diagnostic  aid  this  is  in  telling  exactly  what 
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Figure  4.  On  the  left  is  cut  surface  of  dried  inflated  lung  from  this  patient.  One  cm  marker  is  in 
corner  of  photograph.  Severe  panacinar  emphysema  is  present.  Examination  of  the  whole  lung  showed 
this  to  be  a generalized  change,  somewhat  more  severe  at  the  bases.  Mild  centrilobular  emphysema  was 
also  discernible  in  some  apical  regions. 

A normal  lung  similarly  prepared  is  seen  on  the  right. 


the  size  of  the  liver  is  with  these  other  prob- 
lems present. 

Dr.  McKee:  Is  this  a pattern  you  would 
expect  to  see  in  a patient  with  cirrhosis? 

Dr.  Griffin:  It  would  certainly  fit. 

Dr.  McKee:  One  more  comment  about  the 
chest  in  the  alpha-1  antitrypsin  deficiency. 
Patients  having  this  disorder  are  described  as 
having  panlobular  emphysema  with  more 
obvious  evidence  of  emphysematous  change 
in  the  lower  part  of  the  lung  field.  Radio- 
active iodine  albumin  studies  show  relatively 
poor  perfusion  in  the  lower  parts  of  the  lung 
as  compared  to  the  upper  parts  in  patients 
with  this  disease.  There  are  a few  other  items 
in  the  laboratory  data  that  I want  to  talk 
about.  You  will  notice  that  while  this  patient’s 
electrolyte  pattern  appears  fairly  satisfactory 
on  admission,  by  the  12th  to  15th  hospital  day 
his  sodium  and  chloride  levels  had  dropped 
rather  strikingly  as  had  his  C02  combining 
power.  Then,  on  the  15th  day  his  pH  was 
7.53,  PCOo  was  30  and  P02  was  52.  These 
are  rather  startling  changes  and  require  ex- 
planation. What  happens  to  the  patient’s 
acid-base  metabolism  and  water  metabolism 
in  advanced  liver  disease  with  hepatic  fail- 
ure? I think  we  must  go  back  to  the  fact  that 
this  man  had  had  two  paracenteses  before  he 
was  admitted  to  the  hospital.  I have  observed 
that  this  very  frequently  happens  in  a patient 
who  has  had  large  quantities  of  fluid  re- 
moved from  the  abdominal  cavity.  He  lost  his 
fluid  and  electrolytes  into  his  abdominal 


cavity  and  developed  a sort  of  dilutional 
hyponatremia  associated  with  a drop  in  his 
effective  circulating  blood  volume.  Urine  out- 
put decreased.  Note  that  he  was  given 
diuretics  repeatedly  and  in  spite  of  that  still 
had  poor  urinary  output.  This  man  apparently 
had  a very  small  circulating  blood  volume 
and  was  retaining  sodium  maximally.  His  24 
horn'  urine  volume  on  one  occasion  was  300 
ccs  and  had  only  one  mEq  of  sodium  per  liter. 
He  was  also  getting  rid  of  potassium  at  the 
rather  rapid  rate  of  77  mEq  of  potassium  in 
his  24  hour  specimen.  Such  findings  are  not 
unusual  in  patients  with  hepatic  failure.  Is 
there  some  increase  in  antidiuretic  hormone 
secretion?  This  has  been  questioned  but 
apparently  it  does  not  happen.  The  decrease 
in  effective  circulating  blood  volume  stimu- 
lates ACTH  secretion  and  this  in  turn  brings 
about  rather  strong  sodium  retention  by  the 
kidneys.  This  seems  to  be  the  explanation 
for  the  situation  that  occurred.  Other  inter- 
esting features  in  the  laboratory  data  are  the 
blood  gas  values  and  the  blood  pH.  Here  is 
a man  with  what  we  assume  to  be  advanced 
liver  disease  and  advanced  lung  disease, 
though  x-ray  examination  changes  don’t  look 
so  severe.  A patient  with  pulmonary  obstruc- 
tive lung  disease  of  a chronic  sort  ordinarily 
has  a tendency  to  retain  C02  and  to  be 
slightly  acidotic.  At  the  same  time  the  patient 
with  liver  disease,  liver  failure,  and  increased 
ammonia  production  has  a tendency  to  de- 
velop hyperventilation  and  to  become  alka- 
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lotic.  So  in  this  case  at  least  the  lung  disease 
must  not  have  been  severe  enough  to  prevent 
development  of  alkalosis  relating  to  ammonia 
retention  and  hyperventilation.  He  was  able 
to  hyperventilate  sufficiently  to  lower  his 
PC02  significantly  and  to  elevate  his  pH. 

Why  did  this  man  die?  Apparently  he  grad- 
ually slipped  into  a state  of  vascular  collapse. 
Perhaps  he  bled  into  his  gastro-intestinal 
tract,  which  might  have  caused  a rise  in  blood 
ammonia  above  the  level  that  it  was  on  the 
13th  hospital  day.  His  hematocrit  fell  4 points 
which  wouldn’t  indicate  any  massive  amount 
of  hemorrhage  but  may  have  been  indicative 
of  the  fact  that  he  did  lose  some  blood  and 
that  this  was  responsible  for  his  death  at  the 
time  it  occurred. 

In  conclusion  the  diagnoses  that  I am  left 
with  are  chronic  obstructive  lung  disease 
possibly  related  to  deficiency  of  alpha-1  anti- 
trypsin, cirrhosis  of  the  liver,  nutritional  in 
origin  or  alcoholic  in  origin,  and  possibly  cor 
pulmonale,  although  there  was  no  significant 
cardiac  enlargement  on  x-ray  examination. 

Dr.  Harley:  Dr.  McKee  has  done  an  admi- 
rable job  and  has  hit  most  of  the  nails  on 
their  heads.  However,  in  this  case  we  had 
enough  nails  so  that  a few  escaped.  The  nail 
that  everyone  missed  in  this  case  was  this 
man’s  rather  mild  acute  pancreatitis.  There 
was  fat  necrosis  about  the  pancreas  grossly 
and  histologic  evidence  of  both  acute  and 
chronic  pancreatitis  was  found.  This  was 
probably  related  to  alcoholism.  Pancreatitis 
may  have  accounted  for  some  episodes  of 
abdominal  pain  on  coughing.  The  small  liver 
seen  on  x-ray  film  and  on  1-131  scan  was  the 
result  of  Laennec’s  cirrhosis  related  to  alcohol- 
ism. The  large  spleen  was  caused  by  con- 
gestion secondary  to  portal  hypertension. 
Small  regions  of  necrosis  in  the  liver  were 
probably  secondary  to  shock.  There  was 
slight  bile  stasis  in  the  liver  and  there  was 
also  some  bile  in  the  kidneys.  The  diagnosis 
of  hepatic  encephalopathy  based  on  the  bi- 
lateral bisynchronous  slow  delta  waves  on 
electroencephalogram  was  confirmed  micro- 
scopically by  the  presence  of  large  vacuolated 
astrocytes  in  the  brain.  Hepatic  encephalo- 
pathy is  apparently  not  related  directly  to  the 


Figure  5.  Photomicrograph  of  lung  showing 
focus  of  airspace  destruction  with  cross-sections 
of  isolated  strands  of  tissue  pathognomonic  of 
emphysema.  H&E  Stain  Approx.  20  X. 

blood  ammonia  level  so  the  falling  ammonia 
level  did  not  necessarily  mitigate  this  lesion. 
It  was  pointed  out  this  man’s  emphysema 
was  present  7 years  ago  and  stayed  about  the 
same  by  x-ray  examination.  The  status  of  the 
heart  also  seemed  relatievly  stable.  However, 
anatomically,  this  emphysema  was  severe 
(Figures  4 and  5).  These  lungs  were  about 
as  extensively  destroyed  by  emphysema  as 
possible.  The  question  then  is  why  was  his 
emphysema  quiescent  for  so  many  years  and 
why  did  he  not  develop  a severe  degree  of 
cor  pulmonale?  I think  the  reason  is  that  he 
had  very  little  chronic  bronchitis,  despite  a 
history  of  fairly  heavy  cigarette  smoking.  He 
smoked  two  packs  a day  for  twenty  years,  but 
gave  up  smoking  when  his  emphysema  be- 
came severe. 

The  serum  electrophoretic  pattern  in 
patients  with  cirrhosis  may  show  that  the 
beta  and  gamma  peaks  blend,  but  the  alpha-1 
peak  should  be  normal.  The  alpha- 1 globulin 
level  in  this  patient  was  .2  which  is  within 
the  normal  range  of  about  .1  to  about  .4.  A 
patient  with  homozygous  alpha- 1 antitrypsin 
deficiency  should  show  no  peak  at  all.  Severe 
homozygous  disease  is  usually  associated  with 
emphysema  since  there  are  no  alpha- 1 glo- 
bulins to  bind  tryptic  enzymes  and  keep  them 
from  acting  on  tissue.  The  proof  that  anti- 
trysin  deficiency  was  present  in  this  case 
was  found  with  a more  specific  test,  the 
serum  trypsin  inactivation  test.  This  man’s 
serum  value  was  0.79  mgs  per  milliliter.  The 
normal  range  is  2.71  ± 0.8  in  Dr.  Richard 
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Figure  6.  Microthrombus  in  alveolar  capillary 
composed  predominantly  of  platelets.  These  were 
present  in  only  small  numbers.  H&E  stain. 
Approx.  900  X. 

Gadsden’s  laboratory. 

Occasional  capillary  thrombi  were  seen  in 
the  lung.  (Figure  6).  This  man  also  had 
slight  interstitial  pneumonia.  (Figure  7)  I 
haven’t  seen  enough  patients  with  alpha- 1 
antitrypsin  deficiency  emphysema  to  know 
whether  this  is  a feature  of  the  disease.  The 
presence  of  the  neutrophils  in  the  alveolar 
septa  raises  the  query  whether  the  neutrophils 
themselves  cause  this  form  of  emphysema. 
Proteolytic  enzymes  which  are  capable  of 
dissolving  lung  tissue  can  be  obtained  from 
white  cells.  Neutrophils  are  cleared  through 
the  lungs  to  a large  degree.  Perhaps  it  is  the 
^activity  of  these  disintegrating  cells  that 
causes  the  disease  in  the  lungs  rather  than 
affecting  some  other  part  of  the  body. 
Additionally,  alveoli  themselves  are  very  deli- 
cate and  prone  to  such  damage.  Pigmented 
macrophages  are  seen  consistently  in  small 
numbers  in  emphysema.  They  may  contain 
products  of  alveolar  wall  and  capillary 
destruction.  Proteolytic  enzymes  from  macro- 
phages as  well  as  neutrophils  may  play  a part 
in  causing  the  disease. 

Centrilobular  emphysema  is  usually  a 
focal  disease  affecting  mostly  the  upper  parts 
of  the  lungs,  i.e.  the  superior  segment  of  the 
lower  lobe  and  the  apical  portion  of  the 
upper  lobe.  It  is  usually  with  chronic  bron- 
chiolitis. The  emphysema  itself  may  not  be 
very  severe  but  frequently  there  is  coexistent 
bronchitis,  hypoxia  and  associated  vascular 
emphysema  is  relatively  mild.  The  present 


patient  had  very  severe  generalized  panacinar 
emphysema,  not  centrilobular.  As  I mentioned 
before,  there  was  relatively  little  chronic 
bronchitis.  I think  the  reason  he  had  little  cor 
pulmonale  is  that  he  had  very  little  vaso- 
spasm. He  was  a pink  puffer,  not  a blue 
bloater. 

Only  recently  has  emphysema  been  pro- 
duced experimentally  and  it  has  been  pro- 
duced with  an  enzyme.  The  principle  appears 
to  be  the  same  as  in  alpha-1  antitrypsin 
deficiency  emphysema.  At  about  the  same 
time  that  Drs.  Laurell  and  Eriksson  of 
Sweden  noticed  that  people  with  alpha-1 
antitrypsin  deficiency  often  had  chronic  lung 
disease,  Dr.  Paul  Gross  of  Pittsburgh  pro- 
duced emphysema  experimentally  using 
papain.  Animals  developed  both  panacinar 
and  centrilobular  emphysema.  A coarsening 
of  capillaries  is  sometimes  produced  in  these 
animals  indicating  that  loss  of  capillaries  may 
be  one  of  the  first  events  in  emphysema 
production.  An  interesting  observation  of  Dr. 
Gross  is  that  the  emphysema  produced  with 
papain  occurs  in  a matter  of  hours  or  min- 
utes. This  may  explain  why  the  pathogenesis 
of  emphysema  has  for  so  long  remained 
obscure.  It  may  be  that  the  lesion  is  produced 
and  resolves  in  a matter  of  minutes  or  hours, 
leaving  a hole.  It  may  take  years  for  enough 
of  these  holes  to  develop  to  produce  clinical 
disease. 

The  pi  system  of  inheritance  of  alpha-1 
antitrypsin  deficiency  is  complicated,  but 


Figure  7.  Mild  acute  interstitial  pneumonia 
which  was  found  in  some  sections.  A poly- 
morphous inflammatory  cell  infiltrate  is  present. 
H&E  stain.  Approx.  300  X. 
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spasm.  Such  chronic  vaso-spasm  is  the  usual 
cause  of  cor  pulmonale  in  cases  in  which  the 
what  it  boils  down  to  is  that  certain  types  of 
homozygotes  will  always  get  emphysema, 
may  get  it  in  childhood,  and  may  die  of  ad- 
vanced emphysema  in  childhood,  where  as 
other  types  of  homozygotes  may  have  much 
milder  disease  and  live  a full  life.  Hetero- 
zygotes may  have  fairly  severe  disease  or  no 
disease.  It  is  not  usually  possible  at  the  pres- 
ent time  to  predict  the  course  of  the  disease 
on  the  basis  of  the  pi  system,  but  in  a few 
years  once  enough  data  is  gathered  this  will 
be  possible. 

Question  from  audience:  Is  the  cirrhosis  in 


alpha-1  antitrypsin  deficiency  different  from 
Laennec’s  cirrhosis? 

Dr.  Harley:  In  some  affected  children  there 
is  a rather  characteristic  lesion  with 
amorphous  round  intracytoplasmic  inclusions 
which  are  best  seen  on  EM  but  which  can  be 
seen  fairly  clearly  with  a PAS  stain  using 
the  optical  microscope.  These  same  lesions 
can  be  produced  by  hypoxia.  The  cirrhosis 
in  children  actually  occurs  in  infants  and  has 
not  yet  been  described  as  developing  in  any- 
one over  about  10  years  of  age.  The  cirrhosis 
in  the  case  presented  can  be  linked  to  alcohol- 
ism more  justifiably  than  to  antitrypsin 
deficiency. 


DIAGNOSES 

CLINICAL  DIAGNOSES:  Laennec’s  Cirrhosis. 

Pulmonary  emphysema,  possibly  alpha- 1 
antitrypsin  deficiency  associated. 

Hepatic  Encephalopathy. 

DR.  KELLY  McKEE’S  DIAGNOSES:  Laennec’s  Cirrhosis. 

Alpha-1  antitrypsin  deficiency  emphysema. 
Hepatic  encephalopathy. 

Mild  cor  pulmonale. 

NECROPSY  DIAGNOSES:  LAENNEC’S  CIRRHOSIS. 

GENERALIZED,  SEVERE  PANACINAR  EMPHYSEMA 
WITH  ALPHA-1  ANTITRYPSIN  DEFICIENCY. 
HEPATIC  ENCEPHALOPATHY,  SEVERE. 

CEREBRAL  EDEMA. 

Acute  pancreatitis,  mild. 

Right  ventricular  hypertrophy,  mild. 

Focal  necrosis  of  liver  (shock). 

Small  acute  cerebral  infarct. 


REFERENCE 

Proceeding  of  the  International  Symposium  on  Pro- 
teolysis and  Emphysema.  Mittman  and  Lieberman, 
eds.  Academic  Press,  (in  press) 
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ABDOMINOPERINEAL  RESECTION  FOR  RECTAL 
CARCINOMA  IN  A 92  YEAR  OLD  MAN 

CASE  REPORT 


LOUIS  F.  KNOEPP,  JR. 
Spartanburg,  South  Carolina 


Many  authors1'*’8  have  reported  success 
with  abdominoperineal  resection  in  the  patient 
over  70  years  of  age.  Although  most  series  re- 
port a higher  mortality  in  the  aged  patient, 
many  patients  survive  and  live  many  years.1’3 
The  alternative  treatment  is  electrocoagulation 
under  anesthesia,  as  advocated  by  Madden 
and  Kandalaft.4  The  greatest  disadvantage  of 
this  treatment  is  that  it  doesn’t  work  nearly 
as  well  on  patients  with  large,  deep  infil- 
trating tumors  as  it  does  on  patients  with 
small  polypoid  carcinomas. 

The  purpose  of  this  report  is  to  present  a 
case  report  of  successful  abdominoperineal 
resection  in  a very  elderly  patient,  and  to 
emphasize  that  age  alone  should  not  be  a 
contra-indication  to  radial  surgery. 

Case  Report 

This  92-year-old  patient  was  first  seen  by  his 
family  physician  for  the  complaint  of  hemorrhoids. 
He  stated  that  for  one  month  he  had  had  rectal 
pain,  bleeding,  diarrhea  and  fecal  incontinence.  He 
had  noticed  something  protruding  from  his  anus 
which  felt  like  a hemorrhoid.  His  family  physician 
examined  him  and,  suspecting  a carcinoma,  referred 
him  to  the  Wallace  Wilson  Brailsford  Clinic,  P.  A. 

The  patient  had  had  a prostatectomy  in  1968.  He 
also  had  dyspnea  on  moderate  exertion,  ascribed  to 
emphysema.  He  was  alert,  ambulatory  and  lived  in  a 
nursing  home. 

Physical  examination  revealed  an  elderly  white 
male,  6'0"  in  height  and  140  pounds  in  weight.  He 
was  very  alert  and  oriented  and  carried  on  a good 
conversation.  He  had  obvious  kyphosis  and  mild 
tremor,  felt  to  be  due  to  Parkinsonism.  His  blood 
pressure  was  90/50  and  his  pulse  was  72  and  regular. 


He  had  decreased  hearing  and  decreased  vision  with 
cataracts.  Heart  sounds  were  distant.  Abdominal 
examination  revealed  only  a well  healed  lower  mid- 
line scar.  There  was  a 2 x 1 x 1 cm  nodule  visible, 
protruding  from  the  anus,  covered  externally  by  skin 
and  internally  by  rectal  mucosa.  The  nodule  was 
confluent  with  a firm,  infiltrating  lesion  in  the  anal 
canal,  occupying  66  per  cent  of  the  anal  circumfer- 
ence and  extending  cephalad  4 cm.  It  had  an  ulcer- 
ated center.  Proctoscopy  to  15  cm  was  normal  other- 
wise. 

Biopsy  of  the  lesion  revealed  well  differentiated 
adenocarcinoma.  Hospital  evaluation  included  a 
hemoglobin  of  12.6  grams,  hematocrit  38  per  cent, 
with  white  blood  count  of  6,800.  Urinalysis,  serology 
and  SMA  — 12  survey  were  normal.  A chest  x-ray 
film  revealed  flattening  of  the  diaphragms  and  over- 
distention of  the  lung  fields.  Electrocardiogram 
showed  right  bundle  branch  block.  Lung  scan  re- 
vealed bilateral  filling  defects  compatible  with  either 
multiple  pulmonary  emboli  or  emphysema.  Pul- 
Imonary  function  studies  included  a total  lung 
capacity  of  6.30  L,  vital  capacity  of  2.52  L,  maxi- 
mum breathing  capacity  of  31  L/MIN  (60  L/MIN 
normal  for  age),  and  an  FEV1  which  was  50  per  cent 
of  vital  capacity. 

Because  of  extensive  involvement  of  the  anal 
sphincter  mechanism  by  the  neoplasm,  it  was  thought 
that  fulguration  of  the  tumor  could  only  result  in 
severe  anal  stenosis  and  incontinence.  Although  the 
patient  was  a poor  operative  risk,  (mainly  because 
of  emphysema),  no  good  alternative  to  an  abdomino- 
perineal resection  existed.  Therefore,  the  prospects 
and  the  risks  of  surgery  were  discussed  with  the 
patient  and  his  family. 

The  patient  was  first  evaluated  by  a chest  medi- 
cine consultant,  and  was  placed  on  a pre-operative 
regimen  of  IPPB  treatment,  Bronchotabs,  and  Tetra- 
cycline. A two-day  bowel  prep  of  Kananycin,  cath- 
artics, and  enemas  was  given.  An  abdominoperineal 
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resection  was  done  with  the  patient  in  the  lithotomy 
position,  using  one  operator  and  one  assistant.  No 
evidence  of  metastases  was  found  and  the  tumor  was 
easily  resected.  Pathology  report  showed  an  exten- 
sive, well  differentiated,  adenocarcinoma  with  in- 
volvement of  the  sphincter  muscle,  and  perineural 
and  perivascular  involvement.  No  lymph  nodes  were 
involved. 

Postoperatively,  the  patient  was  treated  with  con- 
tinuous volume  cycled  ventilation  support  for  24 
hours.  He  was  gradually  weaned  off  this  over  the 
following  24  hours.  After  discontinuing  ventilatory 
support,  his  arterial  pC02  was  29,  his  arterial  p02 
was  44,  and  his  pH  was  7.38.  The  patient  had  very 
little  dyspnea  and  was  breathing  easily.  These  low 
values  were  felt  to  be  secondary  to  his  severe  emphy- 
sema. Tracheostomy  with  continuous  assisted  ventila- 
tion was  considered,  but  because  of  the  patient’s 
minimal  symptoms,  he  was  treated  with  oxygen  by 
Venturi  Mask  only.  He  was  also  continued  on  inter- 
mittent positive  pressure  breathing  four  times  a 
day,  intermittent  nasal  tracheal  suction  and  en- 
couraged to  cough.  The  blood  gas  analysis  was  re- 
peated 24  hours  later  with  no  change.  After  five  days, 
the  patient  was  taking  surgical  liquids  and  doing 
very  well  so  he  was  transferred  out  of  intensive  care 
unit. 

The  patient’s  remaining  hospital  course  was  un- 
complicated. He  was  discharged  on  the  21st  hospital 
day  to  a convalescent  center.  He  was  able  to  ambulate 
and  feed  himself  but  was  unable  to  change  his 
colostomy  bag  because  of  his  tremor.  His  abdominal 
wound  healed  primarily  and  his  perineal  wound 
granulated  in  without  difficulty  by  three  months. 

Discussion 

Major  surgery  in  the  elderly  is  recognized 
to  carry  a higher  mortality  rate  than  in  the 
population  at  large.2’3’6’0  Palumbo  et  al,7  in  an 
excellent  article,  reported  300  patients  of  all 
ages  who  had  resections  for  carcinoma  of  the 
colon  and  rectum  with  11  deaths,  for  a mortal- 
ity of  3.7  per  cent.  There  were  26  patients  in 
their  series  over  70  with  three  deaths.  This 
produced  an  operative  mortality  in  this  age 
group  of  11.5  per  cent.  Other  authors1’2  have 
reported  a mortality  from  abdominoperineal 
resection  in  the  patient  over  70  of  5.1  per  cent 
and  13  per  cent. 

Elderly  patients  may  live  many  years  after 
curative  abdominoperineal  resection.  Block 
and  Ender1  reported  56.6  per  cent  of  their 
patients  over  70  with  curative  operations  for 
rectal  and  rectosigmoid  carcinomas  survived 
live  years,  while  Mayo  and  Johnson3  reported 
31.3  per  cent  of  patients  over  80  with  curative 


resection  for  carcinoma  of  the  colon  or  rectum 
lived  five  years. 

Old  age  per  se  is  no  contraindication  to 
radical  surgery,  only  the  diseases  accompany- 
ing old  age  are.  Most  of  the  problems  seen  in 
the  patient  over  70  or  80  are  encountered  in 
all  patients,  only  less  frequently.  It  must  be 
remembered  that  elective  surgery  early  may 
be  safer  than  emergency  surgery  later.  Fre- 
quently, pain  and  tenesumus  associated  with 
a low  rectal  carcinoma  must  be  measured 
against  the  increased  risk  of  an  abdomino- 
perineal resection,  with  a chance  of  complete 
cure. 

The  evaluation  of  rectal  problems  in  the 
elderly  requires  the  same  degree  of  care  and 
thoroughness  as  in  the  young.  Frequently,  it 
is  more  difficult  to  obtain  good  sigmoidoscopic 
and  colon  x-ray  examinations,  but  the  effort 
will  be  repaid.  Biopsy  of  suspicious  lesions  is 
mandatory.  Small  superficial  polypoid  car- 
cinomas below  10  cm  often  may  be  treated 
with  fulguration  according  to  the  method 
of  Madden.4  Large  infiltrating  lesions  should 
be  treated  by  abdominoperineal  resection  if 
the  patient  is  a reasonable  risk.  Patients  who 
are  absolutely  prohibitive  risks  or  who  have 
extensive  local  disease  may  be  treated  with 
either  fulguration  or  symptomatic  measures. 
Neither  of  these  is  very  satisfactory.  The 
presence  of  small  hepatic  or  pulmonary  meta- 
stases is  not  a containdication  to  abdomino- 
perineal resection.  Patients  with  carcinomas 
above  10-12  cm  are  usually  amenable  to 
anterior  resection,  and  are  not  good  candi- 
dates for  fulguration  because  of  the  possibility 
of  bowel  perforation. 

Abdominoperineal  resection  is  technically 
not  difficult  for  a well  trained  surgeon. 
Usually,  it  is  well  tolerated.  Safeguards  to 
be  observed  include  good  anesthesia,  careful 
operative  technique,  (especially  hemostasis, 
wound  closure,  colostomy  construction),  ade- 
quate postoperative  hydration,  minimal  seda- 
tion, early  ambulation,  and  prophylactic 
ventilation  therapy.  Alimentation  should  not 
be  rushed.  Often  an  anesthesiologist  or  an 
internist  should  be  consulted.  The  intensive 
care  unit  should  be  used  frequently  because 
of  the  ease  of  monitoring  the  patient’s  status 
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and  the  more  efficient  nursing  care.  Psycho- 
logical support  should  not  be  omitted. 

Summary 

A case  report  of  successful  abdomino- 
perineal resection  for  adenocarcinoma  of  the 
rectum  in  a 92-year-old  man  with  severe  pul- 
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Mental  Patient  Denied  Punitive  Damages  in 
False  Imprisonment  Suit 

A physician  who  signed  a certificate  commuting  a 
woman  to  a mental  hospital  was  held  not  liable  for 
punitive  damages  even  though  he  breached’  his 
statutory  duty  by  failing  to  examine  the  woman 
within  ten  days  before  he  signed  the  instrument.  He 
was  also  charged  with  failing  to  sign  the  certificate 
in  the  presence  of  a notary.  The  New  Jersey  Supreme 
Court  vacated  an  award  of  punitive  damages  because 
it  found  that  the  physician’s  acts  were  not  motivated 
by  actual  malice  or  wilful  and  wanton  disregard  of 
the  patient’s  rights. 

The  appellate  court  had  affirmed  a verdict  holding 
the  physician  liable  for  false  imprisonment.  The  trial 
court  did  not  award  compensatory  damages,  saying 
that,  at  the  time  of  commitment,  the  patient  did 
need  psychiatric  care  and  therefore,  she  suffered  no 
actual  damages.  Plowever,  the  trial  court  had  directed 
the  jury  to  return  a verdict  for  punitive  damages.  The 
jury  rendered  an  award  of  $5,500,  which  the  appel- 
late court  lowered  to  $5,000  and  the  state  supreme 
court  vacated. 

The  physician  had  taken  care  of  the  patient  from 
June,  1964,  to  March,  1965.  From  March  until  Au- 
gust, 1965,  when  he  signed  the  certificate,  he  was 
visited  by  the  patient’s  husband  and  two  of  her 
daughters,  who  described  her  conduct.  The  state 


supreme  court  said  that  her  family  was  justified  in 
fearing  that  the  woman  harbored  homicidal  or  suicidal 
tendencies.  The  physician  testified  that  from  March 
to  August,  he  received  at  least  30  telephone  calls 
from  one  of  the  patient’s  daughters  who  told  him  the 
details  of  her  mother’s  allegedly  irrational  conduct. 
According  to  the  court,  evidence  indicated  that  she 
was  in  dire  need  of  psychiatric  treatment  at  the 
time  of  commitment  and  that  her  mental  condition 
improved  after  she  received  treatment. 

At  the  request  of  the  patient’s  daughter,  the  phy- 
sician signed  the  certificate  accompanying  the  applica- 
tion for  commitment.  He  did  so  on  condition  that  a 
psychiatrist  confirm  his  diagnosis. 

The  court  noted  that  the  record  indicated  that  if 
the  physician  had  examined  the  woman  within  ten 
days  prior  to  the  date  of  signing  the  certificate,  his 
conclusions  would  not  have  been  different  from  those 
contained  in  the  signed  certificate.  Under  the  cir- 
cumstances, failure  to  sign  before  a notary  was  a 
technical  omission  which  did  not  harm  the  woman 
and  did  not  show  a disregard  for  the  rights  of  the 
patient,  the  court  said. 

A patient  is  not  entitled  to  punitive  damages  from 
a physician  who,  in  signing  the  certificate  was 
motivated  solely  by  his  interest  in  the  patient’s  health 
and  welfare,  the  court  commented.— Di  Giovanni  v. 
Pessel,  260  A.2d  510  (N.J.Sup.Ct.,  Jan.  22.  1970) 
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It  is  an  honor  to  have  been  asked  by  Dr.  Jake  Booker  to  write  the  President’s  Page  for  the 
February  issue  of  the  Journal.  Rather  than  address  myself  to  any  one  single  issue  I will  touch 
on  several  items  of  interest  to  physicians  in  South  Carolina. 

Harry  Schwartz,  one  of  the  editors  of  the  New  York  Times,  in  the  November  29,  1971  issue 
write  that,  contrary  to  popularly  held  beliefs,  the  nation  may  be  heading  for  a physician  surplus 
by  1980. 

He  cited  the  fact  that  only  a few  years  back  there  was  a lot  of  flap  about  the  ominous 
shortage  of  scientists,  engineers,  physicists,  chemists,  and  other  professionals.  Many  felt  at  the 
time  that  massive  new  programs  to  train  these  sought-after  sepcialists  should  be  started.  Well, 
things  change,  don’t  they?  Today  there  are  thousands  of  these  highly  trained  men  throughout 
the  United  States  working  in  filling  stations. 

Mr.  Schwartz  added  that  a surplus  of  physicians  is  quite  possible  too,  and  that  a great  deal 
depends  on  what  legislation  Congress  passes  in  this  area. 

The  South  Carolina  Pharmaceutical  Association  is  sponsoring  a Venereal  Disease  Awareness 
Program  for  the  month  of  February,  1972.  The  chief  purpose  of  this  program  is  to  stimulate  the 
public  to  become  aware  that  VD  is  one  of  the  most  serious  health  problems  facing  the  nation 
and  that  preventative  measures  are  always  preferable  to  treatment.  To  this  end,  the  state’s 
pharmacists  have  gone  on  record  as  promoting  the  open  display  of  prophylactic  products  by 
druggists  who  wish  to  do  so  in  the  interest  of  public  health.  Last  October  the  Medical  Associa- 
tion co-sponsored  a similar  program  with  the  State  Board  of  Health. 

Both  the  Greenville  and  Columbia  Medical  Societies  have  held  dinners  for  their  respective 
County  Legislative  Delegations.  I had  the  pleasure  of  attending  both  of  these  get-togethers  and 
found  at  each  an  air  of  mutual  respect  and  cooperation.  Several  of  the  other  county  societies 
have  plans  for  similar  meetings. 

In  the  1972  session  of  the  South  Carolina  Legislature,  your  State  Medical  Association  will 
have  a first  aid  station  to  take  care  of  the  ills  of  our  elected  officials.  Tom  Sawyer,  from  the 
AMA  Office  in  Atlanta,  says  that  in  one  of  our  neighboring  states  (all  of  which  have  these 
aid  stations)  a legislator  collapsed  from  a heart  attack  and  was  immediately  attended  to  by 
the  physician  on  duty.  The  man’s  life  was  saved  by  this  quick  action. 

At  the  New  Orleans  Clinical  Meeting,  Dr.  Wesley  Hall,  President  of  AMA,  restated  his  plea 
made  in  June  at  the  Annual  Meeting  for  calling  a constitutional  convention  to  take  a “careful 
and  microscopic”  look  at  the  structure  of  the  Association.  That  part  of  Dr.  Hall’s  speech  was 
referred  back  to  the  Council  on  Long  Range  Planning  and  Development.  It  was  assumed  by 
many  that  Dr.  Hall  would  get  his  wish  and  that  such  a convention  would  be  called.  The  recent 
report  of  this  Council,  however,  rejected  Dr.  Hall’s  request  stating  that  the  means  for  changing 
the  structure  of  the  AMA  was  already  in  the  present  Constitution. 
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A new  pamphlet  has  been  developed  by  this  office  with  assistance  from  Dr.  Joe  Waring 
and  the  South  Carolina  Department  of  Parks,  Recreation,  and  Tourism.  It  briefly  tells  those 
out-of-state  physicians  who  have  written  to  our  Physician  Placement  Service  that  our  state  is 
a fine  place  to  live,  practice  medicine,  and  play. 

The  South  Carolina  Podiatry  Association  has  initiated  a suite  against  the  State  Board  of 
Health  concerning  the  classification  of  drugs  podiatrists  are  permitted  to  use.  The  initial  hearing 
was  held  in  Florence  in  December  and  the  briefs  are  in;  a ruling  is  expected  very  soon. 

The  board  of  directors  of  the  South  Carolina  Medical  Political  Action  Committee  (SOC- 
PAC)  met  on  January  9th  to  discuss  plans  for  the  upcoming  year.  Senator  Strom  Thurmond 
will  be  asked  to  be  guest  speaker  at  the  SOCPAC  luncheon  at  the  May  Annual  Meeting  of  the 
State  Association.  Present  membership  in  this  organization  numbers  269  physicians  and  wives. 

Dr.  Robert  Goldie,  Chairman  of  the  Association’s  Medicine  and  Religion  Committee,  has 
plans  to  combine  his  group  with  the  Alcohol  and  Drug  Addiction  Committee  to  sponsor  a pro- 
gram at  the  Annual  Meeting.  As  you  will  recall,  last  year’s  program  on  the  medical  and  re- 
ligious aspects  of  abortion  was  highly  successful. 

It’s  going  to  be  a good  year  for  medicine  in  South  Carolina  — count  on  it! 

Richard  G.  Pugh,  Staff 

South  Carolina  Medical  Association 


Editorial 


Commission  on  Higher  Education 

This  is  the  summary  of  the  report  of  the 
special  medical  committee  which  is  a sub-com- 
mittee of  the  Commission  on  Higher  Educa- 
tion. The  Commission  on  Higher  Education 
endorsed  this  report  and  submitted  it  to  the 
Governor  and  to  the  Legislature  in  December 
of  1971. 

Summary 

For  over  three  months  this  Special  Medical 
Education  Committee  has  diligently  studied 
the  problem  assigned  to  it  (to  advise  the 
Commission  as  to  the  educational  structure 
that  should  be  developed  to  meet  South  Caro- 
lina’s requirements  for  physicians.  The  need 
for  a second  medical  school  should  be  con- 
sidered as  well  as  any  other  aspects  of  the 
training  of  physicians  deemed  appropriate ) . 

The  Committee  is  in  agreement  that  South 
Carolina  should  strive  to  attain  as  its  goal  the 
national  median  of  130  doctors  per  100,000 
population  which  the  Carnegie  Commission 
has  projected  for  the  year  1975. 


I.  The  Committee  agrees  that  it  is  desirable 
that  this  goal  be  reached  as  soon  as  possible 
but  there  appears  to  be  no  unanimous  agree- 
ment that  this  can  be  accomplished  at  the 
Medical  University  of  South  Carolina  alone. 

II.  There  is  agreement  that  with  or  without 
a second  medical  school  there  is  presently  an 
urgent  need  to  immediately  provide  training 
and  teaching  facilities  at  Columbia,  Greenville 
and  Spartanburg  for  undergraduate  and  grad- 
uate students.  This  is  necessary  to  meet  needs 
generated  by  recent  increases  in  entering  class 
size  at  MUSC. 

III.  The  Committee  is  in  agreement  that 
the  first  step  must  be  the  prompt  establish- 
ment of  a strong  residency  training  program 
in  these  cities  supported  by  a capable,  full- 
time faculty  which  must  be  a part  of  the 
MUSC  faculty  and  financially  supported  by 
the  State  of  South  Carolina. 

Students  should  not  be  sent  from  the  parent 
institution  to  a Regional  Health  Education 
Center  until  the  Center  has  demonstrated 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Even  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 
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the  Ovulen  phase 

Most  women*  with  a balanced  hormone  profile  ar 
normal  menses  do  best  on  a middle-of-the-road  p 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

("‘Typical  clues  — normal  body  build  and  breasts,! 
feminine  appearance,  healthy  skin  and  hair.  Vagin; 
cytology  slide  — balanced  "pink  and  blue!’) 

Some  women  having  problems  on  other  O.C.s 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a slig 
progestogen  dominance.  It  has  an  excellent  recor 
of  patient  acceptance. 

Ovulen  j 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg  mestranoi  0.1  mg.  J 


II  women  are  not  equal  in  their  endogenous 
Drmonal  output.  And,  while  all  oral  contraceptives 
e fundamentally  effective,  they  exhibit  differences 
their  activity  levels  and  estrogen-progestogen 
itios  that  affect  different  women  differently— in 
oth  short  and  long-term  use.  Some  brands 
iay  be  insufficient  for  the  woman's  needs  or  else 
,ay  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
le  range  of  women’s  needs  to  help  you  provide 
le  right  pill  for  the  right  woman  at  the  right  time. 


_ the 
_ r bases 
of  Eve 


SEARLE 


For  brief  summary  of  prescribing  informatic 
see  following  page. 


the  Enovid-E  phase 

Some  women*  who  secrete  less  estrogen  than  mo 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

("'Typical  clues— oily  complexion,  acne,  hirsutisn 
masculinity,  flat  chest.  Vaginal  cytology  slide— 
“blue!') 

Patients  with  estrogen  deficiency  may  show: 
premenopausal  syndrome  intermittent  depressic 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogeni' 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 


the  Demulen  phase 

Many  women*whosecretemore  estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

("Typical  clues— shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  “pink’.') 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 

It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
effects;  early  breakthrough  bleeding  is  often 
transient. 

Demulen 


Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg 
Each  pink  tablet  in  Ovulen-28*and  Demulen"-28  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


for  the  3 phases  of  Eve: 

a family  of  O.C.  products 

Ovulen'  Demulen 

Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulerf-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications-Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  U nited  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain1'3  leading  to  this  conclusion,  and  one4  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  thatforany  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecareful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possibk 
influenceof  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerana 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep 
tives.  The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa 
tients  should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therap) 
Theageofthe  patient  constitutes  no  absolute  limiting  factor,  although  treatmen 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathokH 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep 
tives -A  statistically  significant  association  has  been  demonstrated  betweer 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo 
phlebitis,  pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation 
ship  has  been  neither  confirmed  nor  refuted  for  the  following  serious  adversf 
reactions:  neuro-ocular  lesions,  e.g.,  retinal  thrombosis  and  optic  neuritis.  I 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  ora 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom 
inal  crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrua 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weigh 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup 
pression  of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  ant 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  o 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  diza 
ness,  fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra 
ceptives:  hepatic  function:  increased  sulfobromophthalein  retention  and  othe 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  detei 
mination. 
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the  capability  to  offer  an  acceptable  program. 
The  Regional  Center  program  must  be  equally 
as  good  in  every  respect  as  that  offered  at 
MUSC  and  under  its  direct  control  and 
continuing  supervision. 

Such  programs  will  provide  presently 
needed  educational  facilities  for  undergradu- 
ate students  and  resident  physicians.  In  addi- 
tion, they  will  substantially  form  the  nucleus 
of  Health  Education  Centers  as  suggested  by 
the  Carnegie  Commission  to  upgrade  the 
quality  of  medical  care  in  the  regions  served. 
These  Centers  should  also  train  para-medical 
personnel  such  as  nurses,  mid-wives,  lab- 
oratory and  X-ray  technicians  as  well  as  phy- 
sicians’ assistants,  and  would  logically  serve 
as  major  referral  centers  for  their  regions.  All 
should  be  tide  into  a statewide  medical  net- 
work. 

IV.  The  Committee,  however,  is  not  at  this 
time  in  full  agreement  that  such  a system  will 
in  itself  provide  enough  educational  facilities 
for  the  sharp  increase  in  the  number  of  phy- 
sicians in  South  Carolina  that  appears  to  be 
necessary  to  reach  the  desired  goal.  It  is  an 
accepted  standard  that  there  is  a need  for 
approximately  8 beds  per  entering  medical 
student  in  a medical  school.  It  appears  that 
MUSC  at  this  time  does  not  have  the  number 
of  beds  recommended  to  educate  the  class  of 
1975  when  it  enters  its  clinical  training  pro- 
gram no  later  than  September  of  1973.  It  is 
for  this  reason,  if  no  others  were  needed,  that 
the  Committee  recommends  the  above  stated 
program. 

Until  definite  and  satisfactory  long-term 
agreements  are  confirmed  between  MUSC 
and  Roper  and  St.  Francis  Hospitals  in 
Charleston  a majority  of  the  Committee 
recommends  that  the  number  of  students 
accepted  in  the  first  year  classes  at  MUSC  be 
limited  to  the  ability  of  MUSC  to  provide 
the  necessary  number  of  teaching  beds  under 
its  control  in  Charleston  and  in  the  Regional 
Health  Education  Centers. 

At  the  present  time  this  number  cannot  be 
determined  with  any  degree  of  accuracy.  It 
appears  that  it  will  take  at  least  several 
months  before  MUSC  can  complete  the  neces- 
sary agreements  with  all  hospitals  involved.  It 
is  only  after  the  number  of  teaching  beds  are 


firmly  agreed  to  that  a realistic  estimate  of 
the  maximum  number  of  entering  students 
can  be  made.  After  this  has  been  done,  a 
reasonable  answer  can  be  provided  as  to  the 
need  of  a second  medical  school. 

If  after  implementation  of  these  recom- 
mended programs  it  appears  that  MUSC  and 
the  Regional  Health  Education  Centers  can- 
not provide  the  state  with  a sufficient  number 
of  graduates  to  reach  the  goal,  then  it  is 
obvious  that  a second  medical  school  as  a 
part  of  the  University  of  South  Carolina  will 
be  necessary.  If  by  the  fiscal  year  beginning 
July  1,  1973,  this  proves  to  be  the  case,  then 
immediate  authorization  should  be  provided 
for  planning  this  new  facility  if  federal  funds 
are  available  for  the  major  portion  of  the  con- 
struction costs.  The  majority  of  the  Committee 
believes  this  additional  year  should  be  given 
to  MUSC  to  bring  essential  plans  and  pro- 
grams to  fruition  and  to  demonstrate  that  it 
can  provide  the  dynamic  leadership  in  medi- 
cal education  which  the  state  requires, 
assuming  adequate  financial  support  from 
state  government.  A minority  of  the  Com- 
mittee believes  a second  medical  school  should 
be  started  without  delay. 

V.  Under  any  circumstances  it  would 
appear  wise  for  the  state  to  provide  a medi- 
cal education  supervisory  mechanism  ideally 
under  the  Commission  on  Higher  Education 
to  ensure  that  monies  appropriated  for  all 
medical  education  are  wisely  spent  and  to 
prevent  costly  competition  for  scarce  tax 
dollars. 

VI.  An  appropriate  state  agency  should 
immediately  be  given  responsibility  to  evalu- 
ate and  analyze  the  numbers,  kinds,  and  dis- 
tribution of  doctors  necessary  to  the  well- 
being of  the  people  of  South  Carolina. 

This  agency  should  create  an  indepth  data- 
bank of  doctors  currently  practicing  and  doc- 
tors currently  in  residencies.  The  state  should 
make  every  effort  to  retain  these  residents  in 
the  state  of  South  Carolina. 

This  agency  should  also  study  the  new 
developments  in  delivery  of  health  services 
and  should  continually  relate  these  activities 
to  their  accomplishments  in  meeting  the 
needs  of  the  people  of  South  Carolina  for 
health  care  services. 


February,  1972 


75 


VII.  This  Committee  is  very  aware  of  the 
fact  that  there  are  many  other  educational, 
social  and  governmental  needs  that  are  com- 
peting for  what  appears  to  be  limited  tax 


resources.  It  is  true,  however,  that  a body 
politic  can  find  the  resources  to  accomplish 
those  goals  that  its  citizens  are  convinced  are 
necessary  for  its  survival  and  well  being. 
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PART  III 


ABSTRACT  OF  THE  MINUTES 
HOUSE  OF  DELEGATES 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
ONE  HUNDRED  TWENTY-THIRD  ANNUAL  SESSION 

CONVENTION  CENTER 

May  10,  12,  1971  Myrtle  Beach,  S.  C. 


(Blue  Cross-Blue  Shield  discussion  con- 
tinues.) 

I recognize  Dr.  Joe  Cain,  who  would  like 
to  discuss  this  motion. 

Dr.  J.  P.  Cain,  Jr.,  Mullins:  At  this  time  I 
just  want  a clarification.  Columbia’s  Resolu- 
tion No.  4,  No.  5 and  the  Charleston  and 
Colleton  County’s  Resolutions  are  the  ones  to 
which  it  has  been  given  intention  to  table  — 
is  that  correct? 

THE  CHAIR:  That’s  correct. 

Dr.  Cain  ( continuing ):  Now,  the  others  — 
Columbia’s  No.  1 and  No.  2 will  be  discussed. 
No.  3 (a  Columbia  Resolution)  is  the  key  to 
the  tabling  of  the  other  four  — is  that  correct? 

THE  CHAIR:  That’s  right. 

Dr.  Cain  ( continuing ):  Columbia’s  No.  6— 
now  what  is  that? 

Dr.  Louie  B.  Jenkins  ( Chm .,  Ref  Com- 
mittee): Does  the  Columbia  Medical  Society' 
have  a copy  of  its  Resolutions  as  numbered?  I 
regret  that  I didn’t  bring  mine  with  me. 

Number  6 was  ‘that  the  House  of  Delegates 
instruct  the  Board  of  Directors  of  Blue  Shield 
that  if  it  is  deemed  desirable  to  sell  any 
other  kind  of  insurance  that  Blue  Shield  be 
the  issuing  company  or  set  it  out  to  competi- 
tive bids  to  companies  who  have  no  interlock- 


ing and  overlapping  interests  or  personnel 
with  Blue  Cross  or  Blue  Shield’. 

Dr.  Cain  ( continuing ):  Mr.  President,  it 
occurs  to  me  now  that  there  are  some  of  the 
delegates  who  may  want  further  clarification 
and  I would  ask  you,  if  possible,  to  read  these 
as  they  are  now  grouped  so  that  we  will  know 
exactly  which  Resolutions  we  are  talking 
about. 

Dr.  Jenkins:  (Reading  Resolutions ) The 
1st  Resolution  from  the  Columbia  Medical 
Society  ‘that  the  Society  go  on  record  as 
approving  and  seeking  appropriate  action 
through  the  South  Carolina  Medical  Associa- 
tion and  through  the  Legislature  of  South 
Carolina  to  require  health  and  hospital  insur- 
ance companies  to  provide  for  outpatient 
benefits  for  procedures  which  are  covered 
for  inpatients!  Is  that  clear? 

Number  2 — ‘Be  It  Resolved,  that  any  in- 
formation other  than  confidential  patient  in- 
formation should  be  made  readily  available 
to  members  of  the  Board  of  Directors  of  Blue 
Shield  or  members  of  Council  of  the  South 
Carolina  Medical  Association  upon  request’. 
Is  that  clear? 

Number  3 — ‘Be  It  Resolved,  that  the  House 
of  Delegates  direct  the  Board  of  Directors  to 
initiate  a complete  audit  of  Blue  Shield  of 
South  Carolina  by  a management  consultant, 
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preferably  one  specializing  in  health  and  hos- 
pital insurance’. 

Number  6 — ‘Be  It  Resolved,  that  the  House 
of  Delegates  instruct  the  Board  of  Directors 
of  Blue  Shield  that  if  it  is  deemed  desirable 
to  sell  any  other  kind  of  insurance  that  Blue 
Shield  be  the  issuing  company  or  set  it  out 
to  competitive  bids  to  companies  who  have  no 
interlocking  and  overlapping  interests  or  per- 
sonnel with  Blue  Cross  or  Blue  Shield’.  Is  that 
clear? 

Number  7 — ‘Be  It  Resolved,  that  the 
A.  M.  A.’s  Second  Edition  Current  Procedural 
Terminology  (CPT)  with  its  flexible  five 
digit  system  should  be  endorsed  by  the 
S.  C.  M.  A.  and  adopted  by  Blue  Shield’. 

(A  doctor  from  the  floor):  Is  there  a motion 
on  the  floor  now? 

THE  CHAIR:  There  is  a main  motion  in 
progress. 

Dr.  Jenkins  ( continuing ):  The  last  Resolu- 
tion requested  to  be  re-read  was  a Resolu- 
tion of  the  Colleton  County  Medical  Society 
‘that  Blue  Shield  of  South  Carolina  sever  its 
relation  with  the  Medicare  Program  at  the 
end  of  this  fiscal  year’. 

Dr.  Tucker  Weston:  That  was  not  in  the 
list  — the  one  on  the  Fee  Schedule,  Dr 
Stone’s  Committee. 

Dr.  Jenkins:  Thank  you,  excuse  me.  The 
last  one  requested  to  be  read  that  ‘Dr.  Hal- 
sted  Stone,  a member  of  the  Committee  to 
negotiate  a fee  service  schedule  with  Blue 
Shield,  reported  that  this  committee  had  not 
adopted  a final  schedule  and  asked  that  this 
committee  be  continued’. 

THE  CHAIR:  The  motion  is  that  we  con- 
sider the  Reference  Committee  Report  in  this 
order.  I recognize  Dr.  Atwill. 

Dr.  J.  Harvey  Atwill,  Orangeburg:  Mr. 
President  and  fellow  delegates,  the  Board  of 
Directors  of  Blue  Shield  has  spent  a great 
deal  of  time  investigating  the  various  charges. 
The  Reference  Committee  has  done,  I think, 
an  admirable  job  in  going  into  this  in  much 
detail  over  the  period  of  the  last  two  or  three 
days.  They  have  given  us,  I think,  a reason- 


able Report  and  I don’t  think  that  it  is  neces- 
sary that  we  consider  it  in  any  particular 
order  I feel  that  the  best  thing  to  do  would 
be  to  consider  the  Report  first  in  toto  and  see 
if  this  House  might  adopt  the  Report  of  the 
Reference  Committee.  For  that  reason,  I move 
we  table  the  previous  motion. 

THE  CHAIR:  The  motion  is  to  table.  Is 
there  a second  to  that  motion? 

Dr.  Samuel  Elmore,  Spartanburg:  I second 
it. 

THE  CHAIR:  The  motion  is  to  table.  I will 
call  for  the  question.  Those  in  favor  of  tabling 
the  motion  will  please  stand.  (The  standing 
vote  was  taken  and  the  motion  to  table  de- 
feated. ) 

The  motion  to  table  has  been  defeated. 

The  motion  is  to  consider  this  in  the  order 
that  was  proposed  in  the  motion.  We  have 
had  discussion  and  if  there  are  no  further 
questions,  I will  ask  for  a vote.  Those  in  favor 
of  considering  this  Report  in  the  order  sug- 
gested in  the  motion  by  Dr.  Tucker  Weston 
will  please  stand.  (A  standing  vote  was 
taken.)  The  Chair  declares  that  the  motion 
has  been  passed  and  the  Report  will  be  con- 
sidered in  that  order.  Now,  in  order  to  be  very 
systematic  about  it,  I would  like  for  Dr. 
Jenkins  to  read  the  first  article  and  we  will 
vote  on  it.  We  will  go  on  down  thru  the  1st, 
2nd,  3rd,  6th,  7th  and  10th.  Anyone  will  have 
the  right  to  discuss  any  one  of  these  during 
that  time.  It  will  be  limited  as  we  indicate  by 
the  By-Laws  and  we  will  vote  on  these  #1, 
2,  3,  6,  7 and  10  as  one  motion,  unless  I hear 
an  objection. 

Dr.  Jenkins  ( continuing ) ( Reading  from 
Report): 

1.  “The  Columbia  Medical  Society’s  resolu- 
tion ‘seeking  appropriate  action  through  the 
S.  C.  Medical  Association  and  through  the 
Legislature  of  South  Carolina  to  require 
health  and  hospital  insurance  companies  to 
provide  for  outpatient  benefits  for  procedures 
which  are  covered  for  inpatients’  was  ap- 
proved by  the  Committee.  I move  the  adop- 
tion of  the  resolution,  Mr.  President.” 
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THE  CHAIR:  Any  discussion  on  this  item? 

(The  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

2.  “The  Committee  approved  the  resolution 
of  the  Columbia  Medical  Society  ‘that  any 
information  other  than  confidential  patient 
information  should  be  made  readily  available 
to  members  of  the  Board  of  Directors  of  Blue 
Shield  or  members  of  Council  of  the  S.  C. 
Medical  Association  upon  request’.  I move  the 
adoption  of  the  Resolution,  Mr.  President.” 

(The  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  the  Resolu- 
tion passed. ) 

3 “The  Columbia  Medical  Society’s  Reso- 
lution ‘that  die  House  of  Delegates  direct 
the  Board  of  Directors  to  initiate  a complete 
audit  of  Blue  Shield  of  South  Carolina  by  a 
management  consultant,  preferably  one 
specializing  in  health  and  hospital  insurance’ 
was  considered  by  the  Committee.  Despite 
the  argument  that  the  numerous  audits  that 
Blue  Shield  is  subjected  to  by  various  gov- 
ernmental agencies  do  not  include  operating 
procedures,  the  Committee  could  not  deter- 
mine sufficient  reasons  to  direct  an  audit. 
The  Committee  recommends  it  should  be 
left  to  the  Board  of  Directors  to  decide  if  an 
audit  is  indicated,  in  view  of  the  objections 
raised  to  the  audits  now  conducted.  I move 
the  adoption  of  the  Committee’s  recommenda- 
tion, Mr.  President.” 

( This  motion  was  seconded. ) 

THE  CHAIR:  This  is  a move  to  adopt 
which  is  in  opposition  to  the  Resolution  of  the 
Columbia  Medical  Society,  so  the  move  is  to 
adopt. 

Dr.  Hoisted  Stone  ( recognized ):  I move 
for  a secret  ballot. 

THE  CHAIR:  This  is  a division  of  the 
House  and  the  member  has  the  right  to  move 
for  a secret  ballot.  Is  there  a second  to  that 
motion? 

(The  motion  was  seconded,  and  the  vote 
was  passed. ) 


The  Chair  will  move  that  we  will  have  a 
secret  ballot  which  will  be  a written  ballot 
and  I will  appoint  2 members  to  take  the 
ballot. 

Dr  Mclver,  the  motion  to  divide  the 
House,  is  it  debatable? 

Dr.  Mclver:  No. 

THE  CHAIR:  This  motion,  our  par- 

liamentarian indicated,  is  not  debatable; 
therefore,  we  will  take  a vote.  Jack,  will  you 
give  us  something  to  vote  on? 

Dr.  John  C.  Hawk  ( recognized ):  I rise  to 
a point  of  order.  Is  it  your  intention  to  take 
this  vote  without  discussion  of  the  motion? 

THE  CHAIR:  The  vote  is  to  a division  of 
the  House  and  by  secret  ballot  on  this  specific 
motion  and  then  we  will  discuss  the  motion 
after  we  take  the  vote  on  the  division. 

Dr.  Forde  A.  Mclver:  May  I— 

THE  CHAIR:  I’m  sorry,  I’m  all  wrong.  We 
did  vote  and  we  will  have  a secret  ballot. 
The  House  voted  to  have  a secret  ballot,  so, 
gentlemen,  we  will  debate  the  point  — the 
main  motion  — and  I will  recognize  Dr. 
Tucker  Weston  for  his  discussion. 

Dr  C.  Tucker  Weston,  Columbia:  I would 
like  to  move  a substitute  motion  concerning 
Item  #3  of  the  Resolutions  of  the  Columbia 
Medical  Society.  I move  that  this  motion  be 
substituted  for  the  motion  of  the  Committee, 
as  follows: 

Be  It  Resolved,  that  the  House  of  Delegates 
direct  the  Board  of  Directors  to  initiate  a 
complete  audit  of  Blue  Shield  of  South 
Carolina  by  a management  consultant, 
preferably  one  specializing  in  health  and 
hospital  insurance,  and  that  this  audit  be 
conducted  not  only  one  the  finances  of  the 
organization  but  on  the  managerial  and 
insurance  aspects  of  the  organization,  par- 
ticularly in  its  relationship  to  other  com- 
panies which  have  been  mentioned  in  vari- 
ous ways,  such  as  Colonial  Data  Systems, 
Columbia  KeyPunch,  Allied  Electronics, 
Alpine  Agency,  Companion  Life  or  any 
other  company  that  might  be  inovlved. 
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THE  CHAIR:  This  is  a motion  to  substitute 
by  amendment.  This  is  now  open  for  dis- 
cussion. 

Dr.  J.  P.  Cain,  Jr.  ( Recognized ):  Mr 
President  and  members  of  the  House  of 
Delegates,  I think  at  this  time  all  of  you 
people  have  surmised  that  something  is  going 
on.  You  may  not  know  exactly  what  it  is. 
(Laughter)  I think  that  before  we  take  a 
vote  on  anything  now  that  certainly  a few 
words  of  explanation  are  in  order.  Am  I in 
order,  Mr.  President? 

THE  CHAIR:  You  are  discussing  the 
motion  to  amend  by  substitution  and  that 
motion  is  the  motion  favoring  the  Columbia 
Medical  Society’s  original  motion. 

Dr.  Cain  ( continuing ):  The  Resolution 
which  has  just  been  presented  by  Dr.  Weston 
as  a substitute  motion,  I would  like  to  second 
and  tell  you  that  I am  in  favor  of  that  motion 
for  the  following  reason  — that  we  have  a 
compromise  worked  out  that  if  an  audit  is 
directed  along  the  lines  which  Dr.  Weston 
has  indicated  that  there  will  be  a motion  by 
the  opposition  to  table  any  further  motion 
that  comes  up  on  this  subject  today.  No 
matter  how  good  a Report  we  got  from  the 
Reference  Committee,  at  this  time  we  can 
expect  a bitter  floor  fight  if  those  come  before 
us  today,  and  we  will  not  end  anything  be- 
cause even  if  we  pass  it,  these  people  may 
bring  it  up  from  year  to  year.  Now  I have  no 
guarantee  that  they  will  not  continue  to  bring 
it  up  from  year  to  year  but  we  do  have  the 
assurance  of  responsible  people  in  our  Asso- 
ciation that  if  we  have  a fair  and  satisfactory 
audit  that  we  will  not  be  bothered  with  these 
petty  references  every  year.  On  the  other 
hand,  if  we  have  the  audit  and  the  audit 
appears  to  us  not  to  be  satisfactory,  I am 
certain  that  tire  Roard  of  Directors  will  not 
want  any  of  their  policies  to  be  defended  and 
there  will  be  no  question  there.  So  that’s 
what’s  going  on  and  if  we  can  have  the 
assurance  that  those  responsible  people  will 
use  their  influence  to  keep  down  any  sort  of 
thing  like  this  in  the  future  if  we  have  a 
satisfactory  audit  — and  by  a satisfactory 
audit,  I do  not  mean  that  the  audit  be  satis- 
factory — I mean  that  the  results  of  the  audit 


be  satisfactory,  I think  that  this  is  a good 
motion  and  I am  behind  it  because  I hope 
that  the  other  motions  that  are  going  to  come 
up  will  follow  through  just  as  I have  just 
stated.  I think  that  we  should  pass  this  and  I 
think  that  we  should  ask  for  the  complete 
audit  just  as  has  been  outlined  because  unless 
we  do  and  put  everybody’s  mind  at  rest,  we 
will  not  have  solved  anything.  Thank  you. 

( Applause ) 

Dr.  William  L.  Perry,  Chesterfield  (Recog- 
nized): I would  like  to  endorse  what  Dr. 
Cain  has  said.  He’s  telling  it  like  it  is  and  I 
would  like  to  urge  this  House  to  vote  for  the 
Substitute  Motion. 

Dr.  John  C.  Hawk,  Charleston  (Recog- 
nized): I think  that  Dr.  Cain’s  words  are 
very  timely  and  I think  the  Motion  is  timely. 
I wish  to  speak  to  the  question  of  time,  how- 
ever, as  to  whether  there  is  any  specification 
in  the  Motion  or  any  consideration  of  the 
elapse  of  time  to  be  allowed  before  we  will 
have  the  results  of  such  an  audit.  I realize 
that  audits  take  time.  I don’t  know  how  long 
it  would  take  but  I would  assume  that  this 
would  be  done  as  expeditiously  as  possible 
and  I would  like  to  ask  the  Chair  or  if  it 
would  be  proper  to  ask  the  proposer  of  the 
Resolution  whether  he  has  any  time  interval 
under  consideration. 

THE  CHAIR:  I would  accept  that  — if  he 
has  a proposal,  I will  accept  that  as  a part  of 
the  Motion  to  amend  by  substitution,  if  he 
wishes  to  state  that. 

Dr.  Tucker  Weston:  I would  agree  with 
the  term  “as  expeditiously  as  possible”.  I 
would  add  that  to  my  Motion  that  this  be 
accomplished  as  expeditiously  as  possible. 

THE  CHAIR:  This  the  Chair  wall  rule  is 
part  of  the  Motion  to  substitute  by  amend- 
ment. Dr.  Mclver,  do  you  have  any  objec- 
tion? ( He  had  none. ) Are  there  further  ques- 
tions for  clarification  or  further  debate? 

Dr.  Andrew  II . Hursey,  Hartsville  (Recog- 
nized): I would  like  to  ask  the  Chair  if  it 
would  spell  out  how  we  get  the  results  of  this 
audit.  Will  the  House  of  Delegates  get  a re- 
port or  copy  of  this  report  and  I wonder  if 
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the  Chair  would  ask  Dr.  Weston  if  this  is  an 
all-inclusive  motion  so  that  this  audit  will  be 
conducted  to  the  companies  that  he  men- 
tioned and  so  that  it  would  include  any  and 
all  companies  that  Blue  Cross-Blue  Shield 
may  have  been  doing  business  with  or  cur- 
rently is  doing  business  with.  We  may  not 
know  all  the  names  of  the  companies  and 
there  may  not  have  been  all  of  them  men- 
tioned. 

Dr.  Tucker  Weston:  I added  on  to  the  end— 
“or  any  other  companies  that  may  be  in- 
volved”. I may  not  know  the  names  either. 
My  other  intention  was  after  this  was  con- 
sidered was  to  make  a motion  that  the  House 
of  Delegates  sitting  as  the  corporate  body  of 
Blue  Shield  would  recess  and  be  called  again 
on  call  at  the  time  these  facts  were  available 
so  that  there  would  be  a full  disclosure  to 
the  whole  House  Of  Delegates. 

Dr.  Richard  C.  Slocum,  Columbia:  I endorse 
the  motion  but  I think  “as  expeditiously  as 
possible”  is  a very  loose  sort  of  timetable. 
We  ought  to  put  a date  or  something. 

THE  CHAIR:  This  would  be  an  Amend- 
ment to  an  Amendment  — if  you  will  propose 
that  date,  then  it  can  be  considered  and  we 
will  vote  on  it. 

Dr.  Slocum  ( continuing ):  Six  (6)  months. 

THE  CHAIR:  The  amendment  to  substi- 
tute has  been  amended  to  put  a time  date  of 
(6)  months.  Is  there  a second  to  that  amend- 
ment? (There  was.)  (It  was  seconded  by  Dr. 
Harry  Metropol. ) Is  there  any  questions  or 
discussion  with  reference  to  that  date? 

Dr.  J.  P.  Cain,  Jr.,  Mullins  ( Recognized ): 
The  time  limit  of  six  (6)  months  may  or  may 
not  be  long  enough.  I don’t  know  what  you 
gentlemen  think  you  have  just  asked  for  but 
you  haven’t  just  asked  for  any  little  piddling 
stuff.  When  the  Insurance  Department  comes 
into  our  little  insurance  company  to  make  an 
audit,  they  sit  with  us  for  6 to  8 weeks  and 
when  we  come  into  something  with  the 
magnitude  of  Blue  , Cross  and  Blue  Shield 
by  an  outside  firm  who  is  doing  an  audit  not 
only  on  the  finances  but  also  on  the  business 
management  and  also  in  relationship  with  all 


sort  of  other  corporations;  incidentally,  it 
should  be  called  to  your  attention  that  we 
can’t  audit  these  other  corporations  as  much 
as  we  would  like  to  because  they  don’t  belong 
to  us  but  we  can  audit  our  relationship  with 
them.  I think  this  should  be  clearly  under- 
stood because  we  are  asking  for  something 
that  we  just  can’t  do.  I think  that  to  put  a time 
limit  of  six  (6)  months  is  not  right  because 
it  may  not  be  ready  in  6 months;  in  the  first 
place,  there  is  going  to  be  some  time  elapsed 
in  selecting  the  firm.  I am  sure  that  everyone 
wants  a firm  that  is  above  reproach.  If  there 
is  going  to  be  any  whitewashing  done,  we 
want  it  to  be  done  by  a first-class  white- 
washer.  (Laughter)  You  don’t  want  any 
piddling  whitewashing  done.  I might  add, 
parenthetically,  that  I know  that  the  Blue 
Cross  Board  has  already  considered  such  an 
audit  which  will  do  the  same  thing  we  are 
talking  about  and  they  have  considered  on 
the  advice  of  Mr.  John  Lumpkin,  some  very 
prominent  firm  in  Charlotte  who  specializes 
in  this  sort  of  work.  I am  not  telling  you  that 
that  is  the  one  who  will  be  doing  the  audit 
but  I think  that  a firm  of  this  caliber  is  what 
we  are  looking  for  and  that  the  intent  of  the 
management  should  be  to  get  proposals  from 
different  auditing  firms  and  then  have  these 
proposals  passed  on  by  the  Board  of  Directors 
to  select  the  best  person.  This  was  not  a 
motion.  I am  speaking  about  the  time  limits 
that  have  been  proposed.  I think  that  six 
months  is  not  right  and  I think  that  “as 
expeditiously  as  possible”  is  the  best  we  can 
do.  I don’t  think  we  should  go  out  on  a limb. 

THE  CHAIR:  Is  there  any  other  question 
concerning  this  amendment  to  amend  with  the 
time  limit  of  6 months? 

Dr.  Samuel  Elmore,  Spartanburg:  I would 
like  to  ask  who  is  going  to  pay  for  this? 

THE  CHAIR:  Would  you  ask  that  to  the 
person  that  made  the  amendment?  Do  you 
have  a proposal  to  clarify  the  motion? 

Dr.  C.  Tucker  Weston,  Columbia:  This 
would  be  an  expense  of  the  Blue  Shield  Cor- 
poration through  its  Board  of  Directors. 

THE  CHAIR:  Are  there  further  questions? 
Are  you  ready  for  the  question?  The  amend- 
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ment  — we  will  vote  on  the  amendment  for 
the  6 months  interval  for  tire  time  of  the 
audit. 

(The  vote  was  taken  and  the  motion  to  put 
the  6 months  time  limit  on  the  audit  was 
defeated. ) 

Now,  we  are  back  to  place  before  you  the 
amendment  to  substitute  — the  amendment 
to  substitute,  in  sense,  is  the  motion  to  audit 
and  if  you  are  ready  and  will  prepare  your 
votes,  I am  going  to  ask  the  Credentials  Com- 
mittee to  collect  the  ballots  — Dr.  Malcolm 
Marion,  Dr.  Lawton  Salley  and  Dr.  Royce 
Blackmon,  are  they  in  the  House?  Will  you 
collect  the  ballots  and  count  them?  Someone 
has  asked  for  a clarification  on  the  vote. 
Those  who  vote  “yes”  will  be  voting  for  the 
amendment  to  audit.  “Yes”  means  to  audit  — 
“No”  means  not  to  audit. 

For  clarification,  the  House  of  Delegates  are 
advisory  to  the  corporate  body.  When  the 
corporate  body  meets,  tire  action  of  the  House 
of  Delegates  will  be  cited  at  the  corporate 
meeting. 

While  we  are  waiting  for  the  count,  I 
thought  we  might  go  on  to  the  next  item  on 
the  recommendations  of  the  Reference  Com- 
mittee. We  will  not  go  to  the  last  ones  that  Dr. 
Tucker  Weston  made  the  motion  that  we 
table.  We  will  get  the  results  of  this  before 
we  do  but  there  are  about  three  other  things 
that  can  be  passed  on  rather  rapidly  and  I 
will  ask  the  Reference  Committee  to  give  us 
their  Report  on  those. 

Dr.  Louie  B.  Jenkins,  Chm.,  Ref.  Com- 
mittee: “The  resolution  of  the  Columbia  Medi- 
cal Society  ‘that  the  House  of  Delegates  in- 
struct the  Board  of  Directors  of  Blue  Shield 
that  if  it  is  deemed  desirable  to  sell  any  other 
kind  of  insurance,  that  Blue  Shield  be  the 
issuing  company  or  set  it  out  to  competitive 
bids  to  companies  who  have  no  interlocking 
or  overlapping  interests  or  personnel  with  Blue 
Cross  or  Blue  Shield’  was  approved  in  prin- 
ciple by  the  Committee.  The  Committee  was 
of  the  opinion  that  the  Board  of  Directors  of 
Blue  Shield  should  not  have  its  hands  tied  if 
other  arrangements  are  to  the  better  ad- 
vantage of  Blue  Shield.  I move  the  endorse- 


ment of  the  resolution  in  principle  only,  Mr. 
President.” 

(The  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

Dr.  Jenkins  ( continuing ):  Columbia’s  No. 
7 — “The  Columbia  Medical  Society’s  resolu- 
tion ‘that  the  A.M.A.’s  Second  Edition  Current 
Procedural  Terminology  (CPT)  with  its 
flexible  five-digit  system  should  be  endorsed 
by  the  S.  C.  Medical  Association  and  adopted 
by  Blue  Shield’  was  deemed  by  the  Com- 
mittee to  be  desirable,  but  needlessly  ex- 
pensive and  impractical  at  the  present.  The 
Committee  recommends  that  the  resolution 
be  laid  on  the  table  until  a uniform  coding 
system  has  been  achieved.  I move  the  adop- 
tion of  the  judgment  of  the  Committee,  Mr. 
President.” 

(The  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

Dr.  Jenkins  ( continuing ):  “The  portion  of 
Dr.  Hope’s  Report  of  Council  that  ‘Dr.  Hal- 
sted  Stone,  a member  of  the  Committee  to 
negotiate  a fee  service  schedule  with  Blue 
Shield,  reported  that  this  committee  had  not 
adopted  a final  schedule  and  asked  that  this 
committee  be  continued’  was  discussed  by 
the  Committee.  The  Committee  recommends 
that  the  committee  be  continued  and  be 
ruged  to  bring  its  charge  to  a conclusion  in 
all  haste.  I move  the  adoption  of  the  recom- 
mendation of  the  Committee,  Mr.  President.” 

(The  motion  was  seconded,  there  was  no 
discussion,  the  vote  was  taken  and  it  was 
passed. ) 

THE  CHAIR:  Is  the  count  available  on  the 
amendment?  It  would  be  impossible  to  go 
on  and  entertain  the  other  parts  of  the  Report 
that  had  to  do  with  tabling  until  we  know 
the  results  of  this. 

I have  an  unofficial  report  that  there  is  an 
overwhelming  vote  to  audit,  so  it  will  be 
passed  and  we  will  give  you  the  count  in  a 
moment.  This  motion  that  we  voted  on  was 
an  amendment  to  substitute.  Now  we  vote  on 
main  motion  which  was  the  adoption  of  the 
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Report  of  the  Reference  Committee.  I think 
this  should  be  read  again.  The  reason  for  this 
is,  maybe,  there  are  people  in  here  who  don’t 
want  either  one.  Maybe  they  do  not  want  the 
Report  of  the  Reference  Committee  and, 
maybe,  they  do  not  want  this  Report;  but  they 
had  to  take  a choice,  so  it  will  be  necessary 
to  vote  on  the  Main  Motion  which  is  the 
motion  to  accept  or  reject  the  motion  by  the 
Reference  Committee,— 

Dr.  Forcle  A.  Mclver  ( Recognized ):  As 
amended,  so  that  your  vote,  in  essence,  at  this 
moment  is  the  same  thing  you  just  voted  on. 
If  you  are  in  favor  of  the  substitute  amend- 
ment, an  affirmative  vote  re-endorses  that 
substitution  and  does  not  indicate  that  you 
don’t  want  either  one  because  you  could  not 
want  either  one  — so  your  vote  now  is  re- 
affirm the  motion  as  a whole  as  substituted. 
So  the  favorable  vote  now  will  sustain  the 
substitute  motion. 

THE  CHAIR:  Is  there  a call  for  division 
on  this  vote?  All  right,  now  the  motion  is  for 
or  against  the  Main  Motion  as  amended.  Now 
my  interpretation  is  that  a vote  in  the 
affirmative  is  for  an  audit. 

(The  vote  was  taken  and  the  Main  Motion 
as  amended  (to  audit)  was  passed.) 

THE  CHAIR:  Now  the  next  thing  is  the 
entertainment  of  the  matter  to  table. 

Dr.  Tucker  Weston:  In  view  of  what  the 
vote  has  just  been,  I move  that  Resolution 
No.  4 and  Resolution  No.  5 of  the  Columbia 
Medical  Society  and  the  Resolution  of  the 
Charleston  County  Medical  Society  to  divorce 
the  medical  association  from  Blue  Shield  and 
the  Resolution  of  the  Colleton  County  Medi- 
cal Society  be  tabled  and  further  move  that 
this  House  of  Delegates  will  be  — we  will 
ask  the  Corporation  of  Blue  Shield  to  recess 
on  call  and  to  have  a full  explanation  when 
the  audit  is  obtained. 

THE  CHAIR:  Will  you  come  to  the  micro- 
phone? The  discussion  is  on  the  Motion  to 
table. 

Doctor  from  the  floor:  I do  not  wish  to 
discuss  it.  I understand  the  motion  to  table  is 
not  subject  to  discussion  but  my  point  is  this. 


I think  that  we  are  tabling  not  only  the  Reso- 
lutions of  the  Columbia  Medical  Society  but 
the  Report  of  the  Reference  Committee  as 
related  to  those  Resolutions  that  has  just 
been  brought  in. 

THE  CHAIR:  That  is  true. 

Dr.  Herbert  M.  Black  ( Recognized ):  Point 
of  Order,  Mr.  President,  he  has  just  added  to 
that  motion  to  table,  doesn’t  that  make  it  a 
Main  Motion  instead  of  just  a motion  to  table 
or  not  to  table? 

THE  CHAIR:  Parliamentarian,  would  you 
like  to  answer  that? 

Dr.  Forde  Mclver:  If  he  specifies  a specific 
time  or  any  other  qualification  other  than 
simply  to  table,  then  the  motion  to  table  is 
debatable. 

THE  CHAIR:  There  were  two  other  ele- 
ments and  will  you  restate  those,  Tucker. 

Dr.  Tucker  Weston:  I will  withdraw  the 
two  elements  and  just  make  the  motion  to 
table. 

THE  CHAIR:  The  motion  to  table  will  be 
voted  on  without  further  debate  unless  there 
is  some— 

Dr.  Thomas  Parker:  Point  of  Order,  Mr. 
President.  Mr.  President,  the  question  has 
been  raised  that  we  don’t  know  how  long 
the  audit  is  going  to  take.  It  may  be  3 months, 
may  be  6 months  or  maybe  a year.  I would 
like  to  ask  to  whom  we  are  tabling.  If  it  took 
over  a year,  then  we  would  have  a new  House 
of  Delegates  and  a new  Board;  so  is  it  proper 
or  would  the  parliamentarian  rule  that  we 
could  specify  that  we  would  be  tabling  it  to 
the  House  of  Delegates  and  the  Board  that  is 
legal  at  that  time. 

Dr.  Forde  Mclver:  This  question  was  asked 
earlier.  I have  not  thought  of  any  way  to  guar- 
antee by  previous  motions  that  it  would  be 
reported  during  the  service  of  this  particular 
House.  I would  point  out,  however,  that  when 
tabled,  a motion  may  be  brought  back  on  the 
floor  at  any  time  after  any  other  business  has 
been  conducted.  I think  that  your  only  re- 
course then  is  to  stay  on  top  of  this  and  bring 
this  motion  back  to  the  floor  at  some  future 
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time  — even  at  a called  meeting  if  you  feel 
that  it  is  necessary.  I don’t  think  there  is  any 
other  solution. 

Dr.  John  Hawk,  Charleston:  Mr.  President, 
Point  of  Information,  which,  I think,  is  per- 
tinent. We  had  a discussion  — the  point  of 
information  I request  is  whether  this  House 
has  taken  action  on  that  portion  of  the  Coun- 
cil’s Report  which  sets  up  a Foundation.  Be- 
cause if  this  is  true  and  we  have,  which  may 
be  true  because  of  the  first  action  in  regard 
to  the  Report  of  Council,  then  we  are  in  a 
position  of  having  set  up  a Foundation  which 
may  make  it  advisable  for  us  to  reconsider 
our  relationship  with  Blue  Shield  and  I don’t 
believe  it  should  be  tabled  immediately  and 
I would  like  that  information.  Have  we  voted 
on  that? 

THE  CHAIR:  We  have  not  voted  on  it.  It 
is  on  the  agenda  to  be  voted  on  at  a later 
time.  The  Motion  to  Table  is  before  you. 

(The  vote  was  taken,  and  the  Motion  to 
table  was  passed. ) 

THE  CHAIR:  The  rest  of  the  Report  is 
tabled.  Dr.  Jenkins,  do  you  have  any  other 
Motion? 

Dr.  Louie  B.  Jenkins,  Chm.,  Ref.  Comm.: 
Mr.  President,  I move  the  adoption  of  the 
Committee’s  report  as  amended  en  toto. 

( The  motion  was  seconded. ) 

Dr.  J.  P.  Cain,  Jr.  ( Recognized ):  My  ques- 
tion has  to  do  with  whether  or  not  we  are 
through  with  this  Report.  My  understanding 
is  that  we  have  tabled  several  portions  which 
will  be  brought  up  at  a later  date  and  I don’t 
know  that  — 

THE  CHAIR:  Approved  as  amended  and 
the  Motion  to  table  would  be  an  amendment 
to  the  Main  Motion. 

Dr.  Cam  ( continuing ):  I understand  that 
but  that  is  not  discharging  the  Committee  who 
will  be  called  upon  to  present  these  same 
Resolutions  when  the  time  comes  back. 

THE  CHAIR:  I would  rule  that  this  would 
have  to  be  a motion  to  take  from  the  table 
and  anyone  in  this  House  of  Delegates  would 
have  that  prerogative. 


(There  was  no  motion  to  that  effect.) 

(The  Committee’s  Report  was  adopted  as 
amended. ) 

I would  like  to  personally  thank  Dr.  Jenkins 
and  his  Committee  for  this  yeoman’s  work  and 
for  the  good  work  that  has  been  done  in  this 
House  of  Delegates.  (Count  to  audit— 103  vs. 
2) 

Now,  I would  like  to  call  on  the  Reference 
Committee  on  Miscellaneous  Business,  Dr. 
Witherspoon. 

Dr.  Samuel  M.  Witherspoon,  Chairman: 
Mr.  President  and  Delegates,  the  Committee 
on  Miscellaneous  Business  was  referred  12 
items  for  consideration. 

First,  the  Resolution  from  Darlington 
County  Medical  Society  (Res.  #15)  “Be  it 
Resolved  by  the  House  of  Delegates  of  the 
South  Carolina  Medical  Association  that  the 
Department  of  Public  Welfare  be  requested 
to  alter  its  regulations  so  as  to  provide  that 
Medicaid  patients  in  nursing  homes  in  South 
Carolina  be  permitted  to  visit  in  their  homes 
with  their  families  and  to  leave  the  institu- 
tions where  they  are  confined  for  brief 
periods  of  time  when  they  are  physically  and 
mentally  able  to  do  so”.  Your  Committee 
recommends  the  adoption  of  said  Resolution, 
and  I so  move,  Mr.  President. 

(The  motion  was  seconded,  the  vote  was 
taken  and  the  motion  passed. ) 

Dr.  Witherspoon  ( continuing ):  A Resolu- 
tion from  Darlington  County  Medical  Society 
(Res.  #14):  “Be  It  Resolved  that  the  House 
of  Delegates  of  the  South  Carolina  Medical 
Association  urge  the  Department  of  Public 
Welfare  to  amend  its  regulations  concerning 
the  admitting  of  Medicaid  patients  for  nursing 
home  care,  so  that  whether  a patient  shall 
receive  skilled  nursing  care,  intermediate 
care  or  domicilary  care  shall  be  decided  by 
the  physician  of  each  patient,  subject  only  to 
the  by  the  local  utilization  review  com- 
mittees”. Your  Committee  recommends  the 
adoption  of  said  Resolution,  and  I so  move, 
Mr.  President. 

(The  motion  was  seconded,  the  vote  was 
taken  and  the  motion  passed.) 
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or  generations  my  family  has  insisted  on  Donnagel  -PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  “All  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


With  or  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
'arrheas:  all  the  benefits  of  paregoric,  without  the  unpleasant  taste.  Donnagel  '-PG  treats 
companying  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
ipleasant-tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
promote  the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
emulcent- detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
elladonna  alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 


DonnageL'PG 
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Donnagel  with  paregoric  equivalent 
(2  Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

Each  30  cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
jtropine  sulfate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
iquivalent  to  paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative),  « 
'■Omg.;  Alcohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 
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The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 
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Dextromethorphan 
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stuffiness  as  it  relieves  cough 

Robitussin-PE® 
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Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 
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Dr.  Witherspoon  ( continuing )•  That  por- 
tion of  the  Report  of  the  Chairman  of  Council 
pertaining  to  the  Permanent  Home  of  the 
South  Carolina  Medical  Association  — is  it 
necessary  that  I write  that,  Mr.  President? 

THE  CIIAIR:  Will  you  cite  what  it  is 
again? 

Dr.  Witherspoon:  That  portion  of  the  Re- 
port of  the  Chairman  of  Council  pertaining 
to  the  Permanent  Home  of  the  South  Carolina 
Medical  Association. 

THE  CHAIR:  You  could  give  us  the  sense 
of  it,  please. 

Dr.  Witherspoon  ( continuing ):  This  is  a 
quote  from  Dr.  Hope’s  presentation.  “At  the 
July  meeting  of  Council,  a Statewide  Com- 
mittee was  authorized  to  negotiate  with  the 
Columbia  Medical  Society  in  exploring  the 
feasibility  and  location  of  a permanent  home 
in  Columbia.  ( Columbia  Medical  Society  had 
offered  to  pool  their  permanent  home  fund 
with  the  South  Carolina  Medical  Association 
to  have  one  home.)  It  had  also  been  decided 
that  the  South  Carolina  Medical  Association 
State  Office  would  be  moved  from  Florence  to 
Columbia  by  1975.  This  Permanent  Home 
Committee  has  been  working  and  I hope  you 
will  have  some  further  report  at  this  meeting.” 
Your  Committee  recommends  acceptance  of 
this  Report  and  approval  of  action  therein 
stated,  and  I so  move,  Mr.  President. 

(The  Motion  was  seconded,  the  vote  was 
taken  and  the  Motion  passed.) 

Dr.  Witherspoon  ( continuing ):  The  Com- 
mittee considered  the  Reports  of  the  various 
committees  as  were  published  in  the  Journal 
of  the  South  Carolina  Medical  Association 
and  I would  like  to  take  all  of  these  together, 
if  I may. 

The  Report  of  the  Committee  on  Medical 
Aspects  of  Sports; 

The  Report  of  the  Committee  on  Mental 
Retardation; 

Report  of  the  Medical  Advisory  Committee 
to  the  South  Carolina  Vocational  Re- 
habilitation Department; 


Report  of  the  Advisory  Committee  to  the 
Department  of  Public  Welfare; 

Report  of  the  Committee  on  Eye  Bank; 

Report  of  the  Advisory  Committee  to  Crip- 
pled Children’s  Society; 

Report  of  the  Committee  on  Medicine  and 
Religion; 
and 

Report  of  the  Committee  on  Medical  Ser- 
vices. 

Your  Committee  recommends  the  following: 

( 1 ) Acceptance  of  these  Reports  as  sub- 
mitted; 

(2)  The  continuation  of  the  Committee  on 
Medical  Aspects  of  Sports;  and 

(3)  The  encouragement  of  increased  ac- 
tivity on  the  part  of  the  Committee  on 
Mental  Retardation;  and  I so  move. 

(This  motion  was  seconded,  there  was  no 
discussion  and  it  was  passed.) 

Dr.  Witherspoon  ( continuing ):  And  the  last 
item  was  the  Report  of  the  State  Board  of 
Medical  Examiners  of  South  Carolina.  Your 
Committee  recommends  acceptance  of  this 
Report  as  submitted;  and  I so  move. 

(This  motion  was  seconded,  there  was  no 
discussion  and  it  was  passed.) 

Dr.  Witherspoon  ( continuing ):  The  Com- 
mittee further  recommends  that  the  House  of 
Delegates  of  the  South  Carolina  Medical 
Association  express  its  appreciation  for  the 
work  done  during  the  past  year  by  Council, 
the  State  Board  of  Medical  Examiners  and 
the  Committees  above  listed. 

Respectfully  submitted, 

Dr.  Samuel  M.  Witherspoon,  Chairman 

Dr.  James  L.  Duncan 

Dr.  James  G.  Tippins 

Dr.  Louis  P.  Jervey 

Dr.  Emory  C.  Kinder 

And  I would  like  to  move  that  the  Report 
of  this  Committee  be  adopted  in  toto. 

(This  motion  was  seconded,  there  was  no 
discussion  and  it  was  passed. ) 
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THE  CHAIR:  Thank  you,  Dr.  Witherspoon. 
( Applause ) 

THE  CHAIR:  At  this  time,  I would  like  to 
say  a hearty  thank  you  to  all  of  these  people 
who  have  been  on  the  Reference  Committees 
and  to  the  chairmen  for  a work  well  done  and 
for  guiding  us  in  this  business. 

I would  like  to  call  on  Dr.  Harold  Hope, 
who  will  make  some  decision  or  some  Motion 
with  reference  to  Foundations.  Dr.  Hope. 

Dr.  Harold  P.  Hope  ( Chairman  of  Coun- 
cil): Mr.  President,  at  a special  meeting  of  the 
Council  on  May  2nd,  the  Council  endorsed  a 
medical  foundation  for  the  South  Carolina 
Medical  Association  and  asked  the  Chairman 
of  Council  to  present  the  proposal  to  the 
House  of  Delegates  at  a special  meeting  on 
Sunday  night,  May  9th,  and  hear  the  recom- 
mendations of  Council  concerning  Founda- 
tions. This  was  done;  and,  now,  as  Chairman 
of  the  Council,  I make  a Motion  that  the 
House  of  Delegates  accept  the  recommenda- 
tion of  Council  to  form  a Foundation  for  the 
South  Carolina  Medical  Association. 

THE  CHAIR:  You  have  heard  Dr.  Hope’s 
Motion  to  form  a Foundation  for  this  pur- 
pose — and  do  I hear  a second? 

( Motion  was  seconded  from  the  floor. ) Any 
point  or  discussion  or  questions? 

Dr.  Guy  C.  Heyl,  Jr.,  Aiken  ( Recognized ): 
Mr.  President,  I was  not  at  the  meeting  Sun- 
day night  and,  perhaps,  there  are  many  others 
here  who  were  not.  I think  it  would  be  in 
order  that  we  have  some  explanation  as  to 
what  is  involved  in  this  matter. 

THE  CHAIR:  Thank  you.  Dr.  Hope,  would 
you  care  to  enlarge  on  this? 

Dr.  Hope:  I appreciate  the  remarks  of  the 
gentleman  but  that  would  be  a rather  for- 
midable task  to  tell  you  about  the  formation 
of  a council  which  would  be  very  intricate 
and  would  require  a great  deal  of  time.  Fm 
afraid  that  this  would  be  impossible  in  the 
time  that  I am  allotted  to  do  this  because  we 
spent  two  hours  Sunday  night  trying  to  do 
this.  I do  feel  like  every  delegate  here  should 
have  this  information  and  if  this  House  of 
Delegates  adopt  this,  I am  sure  that  Council 


will  be  involved  in  getting  this  and,  certainly, 
if  I’m  involved  with  Council,  will  be  glad  to 
send  detailed  information  to  any  member  who 
wasn’t  here. 

Dr.  Forde  A.  Mclver,  Charleston  (Recog- 
nized): Is  it  true  that  passage  of  this  Motion 
at  this  moment  would  simply  set  up  the 
mechanism  for  a Foundation  which  would  be 
then  capable  of  functioning  but  that  the 
actual  functioning  of  a Foundation  to  serve 
patients  would  not  be  involved  in  this  particu- 
lar Motion,  is  that  correct? 

Dr.  Hope:  Dr.  Mclver,  it  has  been  our 
understanding  — those  of  us  who  have  studied 
this  in  some  detail  — that  it  takes  some  time 
as  long  as  three  years  to  completely  set  up  a 
Foundation.  It  was  in  my  report  somewhere 
that  I recommended  that  this  be  done  very 
cautiously  with  Council  passing  on  every 
step  of  it  and  reporting  to  the  House  of  Dele- 
gates even  if  we  had  to  call  another  meeting 
of  the  House  of  Delegates. 

A doctor  from  the  floor:  Call  for  the  ques- 
tion. 

THE  CHAIR:  The  Motion  is  to  call  the 
question.  Is  there  a second  to  the  Call?  (This 
was  seconded  by  several.) 

(The  vote  was  taken  and  passed.)  The 
Question  — those  in  favor  of  the  concept 
and  the  mechanism  of  forming  a Foundation 
being  put  underway  by  this  House  of  Dele- 
gates would  indicate  by  saying  “aye”  — con- 
trary minded  “no”.  (There  were  a good  many 
“nos”  heard. ) Let’s  have  a show  of  hands. 

(The  vote  was  taken  by  a show  of  hands, 
and  passed. ) 

The  vote  is  favorable  and  the  Foundation 
concept  is  approved. 

At  this  time,  unless  there  is  other  business 
that  had  to  be  passed  over  for  reasons  un- 
known to  the  Chair,  we  will  go  into  the  area 
of  election  of  officers. 

Dr.  /.  F.  Cain,  Jr.,  Mullins  ( Recognized ): 
Point  of  information  before  we  enter  into 
this  — since  we  are  electing  a Speaker  and  a 
Vice-Speaker  and  I am  not  sure  about  all  the 
politics  that  are  going  to  enter  into  this  but  I 
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OF  SOUTH  CAROLINA 


COVERED  DENTAL  SERVICES  INCLUDE: 
Fillings  Bridges  Cleaning 
Oral  Surgery  X-rays  of  teeth 
Routine  Examinations 


'ellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3 Vi,  phenacetin  gr.  2 Vi, 
caffeine  gr.  Vi. 


Call  it  what  you  will,  it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

ROCHE  x Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  N.J.  07110 


fld  Ef  Udex  (fluorouracil) 

5%  cream  can  resolve  it. 


1 it  actinic,  solar  or  senile  keratoses, 
tiy  regard  it  as  “precancerous.”1,2 

cal  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
ince  in  the  treatment  of  multiple  solar  keratoses,3’4  offers  the  physi- 
a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
>n  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
lex  offers  2%  and  5%  solution  and  5%  cream  formulations— formula- 
3 that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


ial  duration  of  therapy,  2 to  4 weeks. 

ies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
tion  of  therapy  was  only  2 to  4 weeks. 5 Other  studies  with  topical 
ouracil  revealed  that  when  concentrations  of  less  than  2%  were 
, significant  numbers  of  lesions  recurred.6 

:ats  the  lesions  you  can’t  see,  too. 

lerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
ifested  themselves  by  definite  reactions,  while  intervening  skin 
Lined  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
Bsions  (which  may  otherwise  have  undergone  further  progression) 
ably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
mts  treated  with  topical  fluorouracil  — especially  with  5% 
entrations.6 


v to  identify  solar  keratoses. 

cally,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
lie  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
.he  rule. 


dictable  therapeutic  response. 

response  to  a typical  course  of  Efudex  therapy  is  usually 
acteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
ns  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
tense  inflammatory  response,  scaling  and  occasionally  moderate 
erness  or  pain.  The  height  of  this  response  generally  occurs  two 
;s  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
)pped.  Within  two  weeks  of  discontinuing  medication,  the 
mmation  is  usually  gone.  Lesions  that  do  not  respond  should 
opsied. 


inces:  1.  Allen,  A.  C.:  The  Skin,  A Clinic opathological  Treatise,  ed.  2,  New  York, 

- & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J.  ; Jansen,  G.  T.,  and  Honeycutt,  W.  M. : 
tment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
naceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
3.  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams.  W.  M.:  Arch.  Derm.,  97: 14,  1968. 
a on  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
E.:  Cancer , 25:450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl). 

4 ' O 


c~.-v 


(fluorouracil) 

cream/solution 


Just  one  minute,  I see  — is  he  coming?  Dr. 
Parker  is  not  immediately  available  and  we 
will  greet  him  when  he  is  available. 

We  are  now  ready  to  receive  the  nomina- 
tion for  Vice-President  and  I recognize  Dr. 
Tucker  Weston. 

Dr.  Tucker  Weston,  Columbia  ( Recog- 
nized): Mr.  President,  I would  like  to  place  in 
nomination  the  name  of  our  parliamentarian. 
Dr.  Forde  A.  Mclver,  of  Charleston.  He  is  a 
graduate  of  our  Medical  College  in  1942.  He 
served  his  internship  and  residency  in  Univer- 
sity of  Wisconsin  from  1942  to  1946.  He  was 
a Fellow  in  Surgery  at  a hospital  in  Stock- 
holm, Sweden  in  1946  and  1947  and  at  the 
Medical  College  of  South  Carolina  from  1947 
to  1950  and  again,  from  1951  to  1954.  He  was 
a Professor  of  Surgery  in  Wisconsin  from  1955 
to  1957,  Associate  Professor  of  Pathology  at 
the  University  of  South  Carolina  from  1957 
to  1968,  has  been  in  private  practice  since 
1969,  is  the  Past  President  of  the  Charleston 
County  Medical  Society  in  the  year  1969-70. 
All  of  you  have  seen  the  capabilities  of  this 
individual  and  recognized  that  in  this  man, 
we  have  a leader  who  can  serve  our  Associa- 
tion well  in  the  office  of  Vice-President  for 
the  year  1971-72.  Thank  you.  (Applause) 

(Motion  made  from  the  floor  that  the 
nominations  be  closed  and  Dr.  Mclver  elected 
by  acclamation.  This  was  voted  on  and 
passed  and  it  was  so  ordered.) 

THE  CHAIR:  Dr.  Mclver,  congratulations 
on  your  election  as  Vice-President.  (Ap- 
plause) 

(As  Dr.  Parker  is  escorted  in,  the  House 
stands  and  applauds. ) 

Dr.  Edward  F.  Parker:  Mr.  President,  mem- 
bers and  guests,  it  is  not  often  that  an  honor 
of  this  magnitude  comes  to  one— certainly  to 
me  and  I am  deeply  grateful  to  you.  I can 
only  assure  you  that  I shall  strive  to  my 
utmost  to  carry  on  in  the  traditions  of  the 
Association  and  to  promote,  if  possible,  some 
unanimity  of  opinion  on  the  various  factors 
that  tend  to  divide  our  profession  at  this 
time.  I hope  that  in  the  next  year  we  can 
have  more  than  we’ve  shown  sometimes  today. 
Again,  I want  to  thank  you  deeply  for  the 
honor.  My  wife  and  I are  both  tremendously 


grateful.  Thank  you.  (The  House  stands  and 
applauds. ) 

THE  CHAIR:  Thank  you,  Dr.  Parker. 

Now  we  are  under  the  election  of  Secretary. 
Last  night,  I introduced  our  Secretary  as 
being  a medical  gadfly,  but  I think  you  should 
forget  that  — (laughter  interrupting)  — and 
we  will  now  have  the  nomination  of  Secre- 
tary. 

Dr.  Albert  E.  Cremer  ( Recognized ):  Mr. 
President,  I would  like  to  place  in  nomina- 
tion — and  it  is  a distinct  pleasure  for  me  to 
nominate  this  gentleman  — and  I would  like 
to  nominate  Dr.  Strother  Pope  to  succeed  him- 
self because  he  has  shown  such  an  untiring 
effort  to  keep  the  members  informed  and 
although  he  wears  pink  and  blushes  easily, 
he  has  been  a thorough  and  diligent  worker 
and,  therefore,  it  is  indeed  a privilege  and 
honor  for  me  then  to  place  his  name  in 
nomination  as  Secretary. 

THE  CHAIR:  Thank  you,  Dr.  Cremer.  Are 
there  other  nominations? 

(Motion  was  made  from  the  floor  that  the 
nominations  be  closed  and  Dr.  Pope  elected 
by  acclamation.  This  was  voted  on  and  passed 
and  it  was  so  ordered. ) 

Dr.  Pope,  will  you  stand  and  be  recognized? 
( Applause  as  Dr.  Pope  stood. ) 

THE  CHAIR:  We  are  now  under  the  elec- 
tion of  Treasurer  and  the  Treasurer  has  to  be 
nominated  by  Council  and  we  will  ask  Dr. 
Hope  to  make  the  nomination  of  Council  for 
Treasurer. 

Dr.  Harold  P.  Hope,  Chairman  of  Council: 
Mr.  President,  the  Council  would  like  to  put 
in  nomination  the  name  of  Dr.  Howard 
Stokes,  of  Florence,  to  succeed  himself  as 
Treasurer.  (Applause) 

THE  CHAIR:  Thank  you,  Dr.  Hope.  It  is 
the  decision  of  this  House  to  vote  on 
the  nomination  and  if  he  is  not  favorably 
received,  then  additional  nominations  can 
come  from  Council.  (Laughter) 

(Motion  made  by  Dr.  William  Perry  that  he 
be  favorably  received.  This  was  seconded  and 
he  was  elected  by  acclamation. ) 

This  is  the  new  office  which  was  founded 
on  the  recommendation  of  Dr.  Bill  Perry— and 
I think  with  great  wisdom— and  which  today 
has  been  made  a part  of  our  By-Laws.  At  this 
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Old  winner, 
new  bottle. 


DBI®  phenformin  HCI 
tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
capsules  of  50  and  100  mg. 

j Indications:  Stable  adult  diabetes  mellitus;  sulfo- 
j nylurea  failures,  primary  and  secondary;  adjunct 
to  insulin  therapy  of  unstable  diabetes  mellitus. 
i Contraindications:  Diabetes  mellitus  that  can  be 
j regulated  by  diet  alone;  juvenile  diabetes  mellitus 
j that  is  uncomplicated  and  well  regulated  on  in- 
I sulin;  acute  complications  of  diabetes  mellitus 
j (metabolic  acidosis,  coma,  infection,  gangrene); 
j during  or  immediately  after  surgery  where  insulin 
I is  indispensable;  severe  hepatic  disease;  renal  dis- 
I ease  with  uremia;  cardiovascular  collapse  (shock); 
| after  disease  states  associated  with  hypoglycemia. 

| Warnings:  Use  during  pregnancy  is  to  be  avoided. 
Precautions:  1.  Starvation  Ketosis:  This  must  be 
differentiated  from  “insulin  lack”  ketosis  and  is 
i characterized  by  ketonuria  which,  in  spite  of 
i relatively  normal  blood  and  urine  sugar,  may  re- 
! suit  from  excessive  phenformin  therapy,  excessive 
j insulin  reduction,  or  insufficient  carbohydrate 
intake.  Adjust  insulin  dosage,  lower  phenformin 
dosage,  or  supply  carbohydrates  to  alleviate  this 
; state.  Do  not  give  insulin  without  first  checking 
blood  and  urine  sugar. 

I 2.  Lactic  Acidosis  This  drug  is  not  recommended 
| in  the  presence  of  azotemia  or  in  any  clinical  situa- 
I tion  that  predisposes  to  sustained  hypotension 
! that  could  lead  to  lactic  acidosis.  To  differentiate 
i lactic  acidosis  from  ketoacidosis,  periodic  deter- 
minations of  ketones  in  the  blood  and  urine 
! should  be  made  in  diabetics  previously  stabilized 
■ on  phenformin,  or  phenformin  and  insulin,  who 
i have  become  unstable  If  electrolyte  imbalance  is 
f suspected,  periodic  determinations  should  also  be 
made  of  electrolytes,  pH,  and  the  lactate-pyruvate 
ratio.  The  drug  should  be  withdrawn  and  insulin, 

! when  required,  and  other  corrective  measures 
instituted  immediately  upon  the  appearance  of 
; any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
j lions  are  rare  when  phenformin  is  used  alone, 
j every  precaution  should  be  observed  during  the 
I dosage  adjustment  period  particularly  when  insu- 
[ lin  or  a sulfonylurea  has  been  given  in  combina- 
1 tion  with  phenformin. 

I Adverse  Reactions:  Principally  gastrointestinal; 

J unpleasant  metallic  taste,  continuing  to  anorexia. 
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DBI-TD 

phenformin  HCI 


Geigy 


nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 
has  been  reported,  as  have  gastrointestinal 
symptoms  such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 

GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 

Distributors 


This  winter 
the  islets  of 


Let’s  say  you’ve  decided  that  diet, 
weight  loss,  and  insulin  won’t  work  in 
your  adult-onset,  nonketotic  diabetic. 
You’re  considering  DBI-TD  or  a sul- 
fonylurea. Which? 

For  a new  patient,  it’s  your  choice. 
Both  lower  blood  sugar.  DBI-TD  does 
it  without  stimulating  insulin  from  the 
pancreas.  Actually,  it  may  decrease 
insulin  oversecretion. 


And  if  you  start  with  DBI-TD . . . 

there’s  once-a-day  dosage  for  many 
patients,  and  a convenient  range  of 
dosage  forms:  100-mg.  and  50-mg. 
capsules,  and  25-mg.  DBI  tablets. 

For  sulfonylurea  failures  (primary  or 
secondary) : Since  DBI-TD  doesn’t 
work  on  the  islets,  you  may  want  to 
add  it  to  sulfonylureas.  Or  replace 
them  entirely. 


Continuous  chemical  monitoring  of  blood  glucose:  DBI-TD  (timed-disintegration  capsules) 


A single  dose  of  the  controlled -release  form  produced 
a hypoglycemic  effect  apparent  in  15  minutes  and 
lasting  for  at  least  12  hours.  Patients  2, 5,  6,  7—50  mg. 
Patients  1, 3,4—100  mg. 

Blood  glucose  continuously  measured  in  seven 
ketoacidosis-resistant  diabetics  who  had  not  received 
oral  hypoglycemic  agents  or  insulin  for  48  hours; 
some  were  fasting,  others  were  fed.  Weller,  C.  and 
Linder,  M Metabolism  10:669,  1961. 

Before  using  DBI-TD  or  any  oral  hypoglycemic, 
please  refer  to  the  prescribing  information  concerning 
warnings,  contraindications,  precautions  and  adverse 
reactions.  See  summary  on  preceding  page  of  this  ad. 


DBI-TD  Geigy 

phenformin  HC1 


LAWRENCE 

MICROFILM 

SERVICE 

Route  3,  Box  212 
Fuquay-Varina,  N.  C.  27526 
Phone:  919-552-5178 


The  right  school  makes 
all  the  difference 

At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere 

We  offer: 

A co  educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12. 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college;  14  National  Merit 
Semi-Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun! 

Enrichment  and  excellence  — including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 

Flexibility  — with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 

Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming. 

Woodward  Academy 

For  further  information  write  or  call: 

Director  of  Admissions/ P.  0.  Box  87190  ftlmfl 
College  Park,  Ga.  30337  / Tel.  AC  404-761-8881  M 1 1 1 R 


Still  serving... 

Miltown 

(meprobamate) 
400  mg  tablets 

WALLACE  PHARMACEUTICALS 
Cranbury,  N.J.  08512  ^ 


ALLIN  HIS  HEAD:  ALLINWNADE* 


Watery  Eyes 


Nasal 

Congestion 


Drying  Agent — 
(isopropamide, 
as  the  iodide— 
2.5  mg.) 


Decongestant 

(phenylpropanol- 
amine HC1— 50  mg.) 


Sneezing 


Runny  Nose 


Antihistamine  ^ 

( chlorpheniramine 
maleate— 8 mg.) 


THE  COLD  THE 
SYMPTOMS  INGREDIENTS 
THAT  HE  NEEDS 
MAKE  HIM  FOR  PROLONGED 
MISERABLE  RELIEF 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with  the  common  cold,  acute  and  chronic  sinusitis, 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  rose  fever,"  etc.) 
Contraindications:  Hypersensitivity  to  any  component, 
concurrent  MAO  inhibitor  therapy;  severe  hypertension, 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction.  Children 
under  6 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants 

Usage  in  Pregnancy  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards  Inhibition  of  lactation  may  occur 

Trademark 


Effect  on  PBI  Determination  and  7131  Uptake  Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131  uptake. 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules 

SK&F  Smith  Kline  & French  Laboratories 


ORNADE  SPANSULE 


® 


Each  capsule  contains  8 mg  of  Teldrin®(brand  of 
chlorpheniramine  maleate);  50  mg  of  phenylpropanolamine 
hydrochloride,  2 5 mg  of  isopropamide,  as  the  iodide 


brand  of  sustained  release  capsules 


UNCOMMON  RELIEF  FOR  COLD  SYMPTOMS 


OR  503 


Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.l.  gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 
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6th  District- 

Dr.  E.  L.  Proctor,  Conway 
( who  is  now  serving ) 

Dr.  Herman  Singletary,  Lake  City 

7th  District- 

Dr.  Wallis  D.  Cone,  Sumter 
(who  is  now  serving) 

Dr.  Howard  Poston,  Kingstree 

8th  District- 

Dr.  James  H.  Gressette,  Orangeburg 
( who  is  now  serving ) 

Dr.  Boyce  M.  Lawton,  Jr.,  Cameron 

9th  District- 

Dr.  Michael  F.  Patton,  Spartanburg 
( who  is  now  serving ) 

Dr.  J.  PI.  Guess,  Greenville 

At  Large- 

Dr.  J.  A.  White,  Easley 
Dr.  J.  I.  Ivester,  Charleston. 

(Neither  of  these  gentlemen  are  now 
serving.  The  gentlemen  who  was  on  this 
Committee  at  large  resigned  a few  weeks 
ago.) 

THE  CHAIR:  Thank  you,  sir.  (Following 
requests  from  the  floor,  the  above  list  was 
read  again. ) 

DR.  BEN  N.  MILLER,  PRESIDENT,  PRE- 
SIDING: Dr.  Tucker  Laffitte,  will  you  pick 
up  the  ballots  on  this  side  and  Dr.  Plarry 
Metropol,  will  you  pick  up  the  ones  on  this 
side.  I would  like  to  call  Dr.  Strother  Pope  to 
the  microphone. 

Dr.  D.  Strother  Pope,  Secretary  then  pre- 
sented certificates  of  appreciation  to  Dr.  Ben 
N.  Miller,  President,  and  Dr.  J.  D.  Thomas, 
Vice-President. 

At  this  time,  it  is  the  action  or  the  choice 
of  the  House  of  Delegates  to  name  the  place 
of  the  1974  Annual  Meeting. 

Dr.  James  C.  Hughes,  Conway  ( Recog- 
nized): I would  like  to  once  again  invite  the 
South  Carolina  Medical  Association  to  return 
for  its  Annual  Meeting  to  the  Grand  Strand 
area.  I think  the  facilities  have  been,  perhaps, 
a little  more  suitable  this  year  than  in  past 
years  and  we  would  like  to  have  you  come 
back  again. 

THE  CHAIR:  Thank  you  very  much.  Are 
there  other  invitations?  Do  I hear  a motion 
from  the  House  of  Delegates  indicating  their 
wishes  about  this? 


(A  motion  was  made  that  the  SCMA  re- 
turn to  Myrtle  Beach  for  its  Annual  Meeting 
in  1974,  this  was  seconded,  die  vote  was  taken 
and  passed. ) 

THE  CHAIR:  I would  like  to  call  on  Mr. 
Jack  Meadors  now  to  perform  a function. 

Mr.  M.  L.  Meadors,  Executive  Secretary: 
Pleretofore,  we  have  always  given  away  the 
prizes  at  the  end  of  the  Scientific  Session.  Due 
to  the  split  session,  we  no  longer  do  that  now 
and  this  is  our  last  piece  of  business  and  we 
will  call  on  our  new  assistant,  Mr.  Richard 
G.  Pugh,  to  attend  to  that. 

THE  CHAIR:  Before  we  have  this  draw- 
ing, we  had  a motion  to  recess  the  coqiorate 
body  of  Blue  Shield  to  reconvene  today  and 
we  will  have  this  meeting  in  just  a few  min- 
utes after  one  other  additional  matter  of 
business.  Dr.  Hope,  I wonder  if  you  could 
give  us  these  nominations  now  from  Council 
to  the  Board  of  Directors  of  Blue  Shield  so 
that  we  can  have  that  before  we  draw.  Jack, 
we’re  going  to  delay  you  just  a moment. 

Dr.  Harold  P.  Hope,  Chairman  of  Council: 
Gentlemen,  the  nominations  from  Council  for 
the  Board  of  Directors  of  Blue  Shield  are  as 
follows: 

Mr.  Preston  Nesbitt  was  nominated  to  take 
Mr.  Frank  Adams’  place; 

Mr.  Henry  Savage,  of  Camden,  was  elected 
to  take  Mr.  Meadors’  place.  The  two 
gentlemen  who  are  being  replaced  terms 
have  expired. 

Mr.  Marshall  Chapman,  of  Spartanburg, 
was  nominated  for  a three-year  term; 

Mr.  Albert  Hartsell,  of  Rock  Hill,  was 
nominated  for  a two-year  term; 

Dr.  Harry  Metropol,  Columbia;  Dr.  Wen- 
dell Tiller,  Spartanburg;  and  Dr.  Lucius 
Cline,  of  Greenville,  were  nominated. 

Dr.  C.  Tucker  Weston,  Columbia:  I move 
that  the  slate  be  elected. 

( This  motion  was  seconded. ) 

THE  CHAIR:  .Are  there  any  other  nomina- 
tions? Or  should  I better  say  that  we  will 
vote  on  these  and  if  they  are  not  elected,  then 
we  will  have  to  have  additional  nominations 
from  Council. 

A doctor  from  the  floor:  Shouldn’t  the 
corporate  body  be  called  back  into  session 
and  this  be  done  by  it? 
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THE  CHAIR:  All  right,  sir.  We  will  take 
care  of  that  in  a moment.  Jack,  will  it  em- 
barrass you  to  delay  this  until  we  do  have  the 
corporate  meeting?  I hope  it  will  be  very 
brief.  Dr.  Jameson,  will  you  call  your  cor- 
porate body  back  into  session? 

DR.  HAL  JAMESON,  PRESIDENT,  BLUE 
SHIELD  CORPORATION,  PRESIDING: 
THE  CHAIR:  The  corporate  body  is  now 
reconvened.  You  have  heard  the  nominations 
from  Council- 
or. C.  Tucker  Weston,  Columbia:  I move 
that  those  nominations  be  accepted. 

(This  was  seconded  by  several  doctors,  the 
vote  was  taken  and  passed. ) 

(A  doctor  from  the  floor:  I make  a motion 
we  adjourn. 

(This  motion  was  seconded,  the  vote  was 
taekn  and  passed. ) 

Dr.  C.  Tucker  Weston,  Columbia:  We’ve 
got  to  act  on  those  motions  that  were  passed 
this  morning.  I rise  to  a point  of  order.  The 
motions  that  we  passed  this  morning  now 
have  to  come  before  this  corporate  body.  I 
demand  a count  then  if  you— 


DR.  J.  HAL  JAMESON:  In  view  of  that,  I 
declare  the  corporate  body  back  in  session 
to  pursue  this  element. 

Dr.  J.  P.  Cain,  Jr.,  Mullins:  I move  those 
actions  be  approved. 

(This  was  seconded,  the  vote  was  taken 
and  the  motion  passed. ) 

(There  was  a Motion  to  adjourn,  this  was 
seconded,  the  vote  was  taken  and  the  meeting 
of  the  corporate  body  of  Blue  Shield  was 
adjourned. ) 

DR.  BEN  N.  MILLER,  PRESIDENT, 
SCMA,  PRESIDING: 

THE  CHAIR:  ANNOUNCEMENT  OF 
ELECTION  RETURNS  - MEDIATION 
COMMITTEE 

For  the  Mediation  Committee: 

3rd  District— Dr.  Ralph  P.  Baker,  Newberry 

6th  District— Dr.  James  S.  Garner,  Jr., 
Mullins 

9th  District— Dr.  W.  A.  Wallace,  Spartan- 
burg. 

( Applause  as  elected  doctors  stood. ) 

The  meeting  was  then  adjourned. 


$duth  (furulina  lllriliQbWrialuni 

•-<,  ' Vs' »- 


50  YEARS  AGO 

February,  1922 

A new  format  for  the  Journal  was  an- 
nounced. Departmental  editors  were  ap- 
pointed for  a number  of  departments,  such  as 
pathology  and  bacteriology;  eye,  ear,  nose 
and  throat;  public  health,  etc.  The  South 
Carolina  Pediatric  Society  met  in  Columbia 
and  adopted  a constitution.  Dr.  E.  A.  Hines 
was  secretary-treasurer.  Anderson  County 
Medical  Society  reported  that  at  its  January 
meeting  “a  very  delightful  dinner  was  served 
at  the  conclusion  of  which  a number  of 
snappy  songs,  rendered  by  a local  quartet, 
were  enjoyed.” 
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The  Journal  of  the  South  Carolina  Medical  Association 


A group  of  242  physicians  in  the  United 
States  and  Canada  have  been  admitted  as 
members  of  the  American  College  of  Physi- 
cians. South  Carolinians  include  Dr.  Eugene 
Y.  Smith,  Jr.,  of  Charleston;  Dr.  John  P. 
Jackson,  Jr.,  of  Greenville;  and  Dr.  Lawton 
H.  Salley  of  Orangeburg. 

The  third  volume  of  Dr.  Joseph  I.  Waring’s 
A History  of  Medicine  in  South  Carolina  has 
been  published  by  the  South  Carolina  Medi- 
cal Association.  This  volume  covers  medicine 
in  the  state  from  1900  to  1970. 

The  partnership  of  Dr.  H.  A.  Moskow  and 
Dr.  James  S.  Mcllwain  of  Denmark  will 
open  an  office  for  the  practice  of  medicine 
in  Blackville.  They  will  continue  to  operate 


their  office  in  Denmark.  Greenville  Radiol- 
ogy, P.A.  and  Drs.  Pressly,  Irwin,  Bailey 

and  King,  P.A.  announced  their  Association 
effective  on  January  1.  The  practice  will  be 
limited  to  radiology  and  will  be  located  in 
the  Greenville  Medical  Center. 

The  newly  elected  officers  of  the  Colum- 
bia Medical  Society  are  Dr.  James  W. 
president-elect;  Dr.  Herbert  M.  Black,  vice- 
president;  Dr.  V.  Hoyt  Bodie,  secretary; 
and  Dr.  William  F.  Luce,  treasurer.  Dr.  Roy 
Fouche,  president;  Dr.  Hugh  H.  DuBose, 
E.  Hudgens  was  elected  chief  of  the  medical 
staff  at  Florence’s  McLeod  Memorial  Hos- 
pital for  1972.  Dr.  N.  B.  Baroody  was  elected 
vice-chief  of  staff ; Dr.  E.  W.  Taylor,  secre- 
tary and  Dr.  C.  S.  Davis,  treasurer. 


CONTROLLED  SUBSTANCES 
INFORMATION 


All  persons  who  manufacture,  distribute, 
dispense  or  prescribe  Controlled  Substances 
within  South  Carolina  are  required  to  register 
with  both  the  Federal  Bureau  of  Narcotics 
and  Dangerous  Drugs  and  with  the  State 
Board  of  Health. 

Those  persons  who  have  not  registered  with 
both  agencies  must  do  so  in  order  to  legally 
manufacture,  distribute,  dispense  or  prescribe 
the  scheduled  drugs.  If  any  person  has  not 
registered  with  both  agencies,  application 
blanks  may  be  obtained  from  the  Narcotic 
and  Drug  Control  Division,  State  Board  of 
Health,  2600  Bull  Street,  Columbia,  S.  C. 
29201. 

As  of  July  1,  1972,  all  prescriptions  for 
Controlled  Substances  will  be  required  to 
bear  both  State  and  Federal  Controlled  Sub- 
stance Registration  Numbers.  These  are  to  be 


used  by  the  pharmacies  as  a double  check 
against  forged  prescriptions.  Pharmacies  will 
be  notified  in  the  near  future  of  those  prac- 
titioners who  have  complete  registration  under 
both  laws  and  will  be  instructed  that  it  is 
illegal  for  them  to  dispense  prescriptions 
issued  by  any  person  not  properly  registered 
under  both  State  and  Federal  Laws. 

Copies  of  Rules  and  Regulations  issued 
pursuant  to  Act  445  of  1971  and  which  pertain 
to  controlled  substances  under  State  law  are 
available  upon  request  from  the  State  Board 
of  Health.  Copies  of  the  Act  were  mailed  to 
all  practitioners  in  July  of  1971. 

Requests  for  information  or  assistance 
should  be  directed  to  the  Narcotic  and  Drug 
Control  Division,  State  Board  of  Health,  2600 
Bull  Street,  Columbia,  S.  C.  29201.  The  tele- 
phone number  is  758-5563. 
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Medical  University  of  South  Carolina 


The  Children’s  Heart  Program,  in  associa- 
tion with  the  South  Carolina  Heart  Associa- 
tion, is  conducting  a heart  sounds  screening 
program  to  search  for  hidden  heart  disease 
in  school  children.  The  Program,  sponsored 
by  the  South  Carolina  Regional  Medical 
Program,  is  directed  by  Dr.  Arno  R.  Hohn, 
director  of  the  Division  of  Pediatric  Cardiol- 
ogy. Dr.  Hohn  recently  participated  in  sev- 
eral teaching  programs  at  the  University  of 
Iowa  Hospital. 

Dr.  Norman  L.  Garlick,  professor  and 
chairman  of  the  Department  of  Laboratory 
Animal  Medicine  presented  a paper  in 
Chicago  at  the  annual  conference  of  Re- 
search Workers  in  Animal  Diseases.  Dr. 
Curtis  P.  Artz,  professor  of  surgery  and 
chairman  of  the  Department  of  Surgery 
served  recently  as  visiting  professor  at  the 
University  of  Pittsburgh  and  was  keynote 
speaker  for  the  second  National  Conference 
on  Emergency  Health  Services  in  Washing- 
ton, D.  C.  Dr.  William  Weston,  III,  associate 
professor  of  pediatrics  addressed  the  Asso- 
ciation of  American  Medical  Colleges  in 
Washington. 

Fourteen  new  faculty  appointments  and 
two  dual  appointments  have  been  an- 
nounced. The  new  appointments  are : Dr. 
Tom  L.  Austin,  director  of  pediatrics  at 
The  Columbia  Hospital,  assistant  clinical 
professor  of  pediatrics ; Dr.  John  A.  Aycock, 
Mt.  Pleasant,  assistant  clinical  professor  of 
family  practice ; Dr.  Robert  P.  Barringer, 


Charleston,  instructor  in  medicine ; Dr. 
George  M.  Chamberlin,  Houston,  Texas, 
assistant  professor  of  physical  medicine  and 
rehabilitation,  effective  January  1,  1972; 
Dr.  W.  Edmund  Farrar,  Jr.,  formerly  of 
Emory  School  of  Medicine,  professor  of 
medicine ; The  Rev.  Albert  H.  Keller,  Jr., 
assistant  clinical  professor  of  family  prac- 
tice (ethics) ; Dr.  William  D.  Meredith, 
Charleston,  assistant  professor  of  radiology, 
effective  July  1,  1972;  Dr.  Jerome  G.  Ondo, 
Southwestern  Medical  School,  Dallas,  assist- 
ant professor  of  physiology,  effective  March 
1,  1972;  Ferdinand  0.  Pharr,  assistant  in 
psychiatry,  Franklin  C.  Fetter  Clinic ; Dr. 
Michael  E.  Yannone,  University  of  Iowa, 
visiting  research  professor  of  biochemistry 
(obstetrics/ gynecology)  ; Dr.  John  H,  Jar- 
rett,  College  of  Dental  Medicine,  assistant 
professor  of  pathology,  also  serves  as  assist- 
ant professor  and  associate  chairman  of  the 
Department  of  Oral  Pathology  in  the  dental 
college ; Dr.  Arthur  DiSalvo,  Bureau  of 
Laboratory  Services  and  Research,  S.  C. 
State  Board  of  Health,  Columbia,  assistant 
clinical  professor  of  microbiology;  Dr.  Wil- 
liam F.  Fairey,  Orangeburg,  clinical  asso- 
ciate in  medicine;  Dr.  Joseph  R.  Dorchak, 
Spartanburg  General  Hospital,  assistant 
clinical  professor  of  medicine. 

The  dual  appointments  are:  Dr.  Charles  P. 
Darby,  Jr.,  assistant  professor  of  pediatrics 
and  microbiology;  Dr.  William  Weston,  III, 
associate  professor  of  pediatrics  and  medi- 
cine. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 

Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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IN  ASTHMA  optional 

IN  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrine  combinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 


Clinical  specimens 
available  to  physicians. 
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CANCER 

TOPICS 


CANCER  CENTERS 


PAUL  H.  O'BRIEN,  M.D.,  F.A.C.S.” 


We  begin  today  a series  of  articles  in  which 
the  goal  is  to  present  to  the  reader  various 
aspects  of  the  expanding  and  turbulent  area 
of  Oncology.  Certainly,  the  recent  emphasis 
on  cancer  centers  has  illuminated  some  of  the 
long  standing  problems  in  the  field  of  cancer. 
A conference  was  held  at  the  Washington 
Hilton  from  December  9 - December  10,  1971 
on  Cancer  Centers.  The  meeting  was  spon- 
sored by  the  National  Cancer  Institute,  the 
American  Cancer  Society,  and  the  Association 
of  Medical  Colleges.  Some  two  hundred  and 
fifty  guests  were  expected,  over  eight  hun- 
dred guests  attended. 

The  history  of  cancer  centers  was  reviewed. 
Cancer  centers  in  America  have,  by  and  large, 
developed  independently  of  the  medical  uni- 
versity. The  oncologist  of  yesterday  rarely 
found  what  he  considered  appropriate  sym- 
pathy and  support  within  the  walls  of  a medi- 
cal center. 

The  problems  of  the  pioneer  oncologist  are 
nicely  documented  in  the  career  of  one  of 
South  Carolina’s  most  brilliant  medical  sons— 
James  Marion  Sims.  Dr.  Sims’  perseverance 
and  final  success  in  the  repair  of  vesico- 
vaginal fistula  is  an  oft  told  tale.  A less  well 
known  contribution  by  Dr.  Sims  was  his 
establishment  of  a medical  institution  for  the 
care  of  the  cancer  patient. 

In  1871,  Dr.  Sims  was  reprimanded  by  the 
Board  of  Directors  of  both  Lennox  Hill  and 
Doctor’s  Hospital  in  New  York  City  for  ad- 
mitting a patient  known  to  have  cancer.  Can- 
cer was  considered  a contagious,  infectious 
disease  and  patients  afflicted  with  cancer 
were  left  to  rot  in  their  own  beds.  Dr.  Sims 

“Director,  Cancer  Clinic,  Medical  University  of  South 
Carolina 

Associate  Professor,  Department  of  Surgery 


continued  admitting  cancer  patients  for  the 
relief  of  pain  and  to  study  the  disease  which 
created  such  terror,  hostility,  and  anxiety.  Dr. 
Sims  was  promptly  suspended  from  the  staff 
of  the  hospitals  where  he  had  been  carrying 
on  a busy  and  prosperous  private  practice. 
There  were,  of  course,  no  benevolent  govern- 
ment agencies  to  support  his  work.  Mrs.  Astor 
sympathized  with  Dr.  Sims’  interest  in  the 
cancer  patient  and  arranged  for  the  purchase 
of  an  old  mansion  in  1874  on  104th  Street  in 
Manhattan  on  the  West  Side.  Ironically,  it 
was  not  two  years  later  that  the  compassionate 
Mrs.  Astor  developed  cancer  of  the  cervix  and 
could  only  find  a decent,  comfortable  abode 
in  the  hospital  she  had  earlier  helped  estab- 
lish. The  hospital  was  called  the  “Memorial 
Hospital  for  Cancer”.  It  is  this  author’s  preju- 
dice that  Dr.  Sims’  single  most  significant 
contribution  was  the  founding  of  what  is 
now  known  as  “The  Memorial  Sloan  Ketter- 
ing Institute  for  Cancer  and  Allied  Diseases”. 

While  this  institution  has  enjoyed  nearly 
one  hundred  years  of  continuous  growth  and 
development,  its  union  with  the  Cornell  Medi- 
oal  School  has  been  stormy.  Ten  years  ago, 
the  residents  in  General  Surgery  at  Cornell’s 
University  Hospital  were  forbidden  to  attend 
cancer  conferences  held  at  Memorial  Hospital 
across  the  street.  Only  in  the  past  five  years 
has  a civilized,  mutually  beneficial  relationship 
been  accomplished  between  the  institutions. 

Similar  stories  are  part  of  the  tradition  of 
the  M.  D.  Anderson  Cancer  Center,  the  Ellis 
Fischel  Cancer  Center,  and  the  Roswell  Park 
Cancer  Center. 

The  proposed  new  cancer  centers  are  to  be 
developed  within  the  organization  of  a medi- 
cal school.  Cancer  centers  belong  in  the  main 
stream  of  medical  education.  If  a oancer 
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center  is  to  succeed,  however,  strong  support 
from  the  administration  is  required.  The 
faculty  of  such  a cancer  center  will  be  multi- 
disciplinary and  include  the  Basic  Sciences 
and  Clinical  Sciences.  One  of  the  major  goals 
of  such  an  organization  is  to  develop  an  active 
interface  between  the  interested  basic  scientist 
and  the  interested  clinician.  This  organiza- 
tional unit  should  have  a proven  research 
capacity  which  is  goal  oriented.  New  space 
for  such  a center  should  be  provided.  The 
proposed  new  cancer  center  would  be  re- 
sponsible for  providing  the  undergraduate  a 
core  curriculum  in  Oncology.  Such  a center 
should  provide  for  the  interested  student  and 
house  officer  a multidisciplinary  research  ex- 
perience in  Oncology. 

One  of  the  keystones  in  such  an  organiza- 
tion would  be  the  contribution  from  radiation 
therapy.  Radiation  therapy  should  have  clini- 
cal and  research  activities  and  also  a more 
active  role  in  undergraduate  and  graduate 
medical  education.  Within  the  framework  of 
such  a cancer  center,  better  recruitment  for 
the  expanding  area  of  radiotherapy  would  be 
a major  goal.  There  are  now  some  600  to  700 
fulltime  radiotherapists.  The  current  need  for 
radiotherapists  was  recently  defined  by  the 


NCI  as  2,400.  There  are  no  more  than  300 
future  radiotherapists  in  training  today. 
Finally,  the  clinical  extension  of  such  a cancer 
center  should  provide  a multidisciplinary 
consulting  system  for  the  cancer  patient  in  the 
community. 

To  establish  such  a cancer  center  requires 
extensive  planning  and  is  best  done  with  a 
planning  Grant.  The  support  of  the  Dean  and 
nearly  all  the  Department  Chairmen  is  a pre- 
requisite to  even  requesting  a Planning  Grant 
for  a Cancer  Center.  The  Cancer  Committee 
at  the  Medical  University  has  reviewed  this 
concept  of  a cancer  center.  Dean  McManus 
and  the  entire  Cancer  Committee  have  elected 
to  see  if  a Planning  Grant  can  be  obtained  for 
the  goal  of  developing  an  operational  grant 
for  the  construction  of  a cancer  center. 

Much  of  the  widely  publicized  1.4  billion 
dollars  that  was  recently  assigned  for  the  can- 
cer area  is  earmarked  for  the  construction 
of  cancer  centers.  However,  where  Congress 
will  allocate  this  money  and  when  the  re- 
sponsible authorities  in  the  Department  of  the 
Budget  would  release  these  monies  are  un- 
answered questions.  How  we  succeed  in  this 
venture  will  be  described  in  future  articles. 


MEETINGS 

April  10-11  — Cancer  Seminar  sponsored  by 
the  American  Cancer  Society,  Flamingo 
Hotel,  Las  Vegas,  Nevada. 

May  10-13— Postgraduate  course  on  Fractures 
and  Other  Trauma,  sponsored  by  the 
Chicago  Committee  on  Trauma  of  the 
American  College  of  Surgeons,  Sheraton- 
Chicago  Hotel,  Chicago,  Illinois.  To 
register,  send  $125  to  the  American  Col- 
lege of  Surgeons,  55  East  Erie  Street, 
Chicago,  Illinois  60611. 

May  11-13  — Scientific  Sessions  for  Physicians 
and  Nurses  sponsored  by  the  South  Caro- 
lina Heart  Association,  Ocean  Forest 
Hotel,  Myrtle  Beach,  South  Carolina. 
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THE  SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


The  year  1972  has  special  significance  for 
the  South  Carolina  Department  of  Mental 
Health.  This  year  we  observe  the  150th  anni- 
versary of  the  South  Carolina  State  Hospital 
and  thus  the  Department. 

With  the  very  meager  state  appropriation 
of  some  $30,000  from  the  General  Assembly  on 
December  21,  1821,  construction  started  July 
22,  1822  on  the  first  building  — now  the  very 
historical  Mills  Building. 

South  Carolina  thus  became  the  second 
state  in  the  nation  to  appropriate  funds  for  a 
hospital  for  the  mentally  ill  and  on  completion 
of  the  Mills  Building  in  1827  and  the  ad- 
mission of  the  first  patient  on  December  18 
of  that  year,  South  Carolina  became  the  third 
state  in  the  nation  to  have  in  operation  a pub- 
lic hospital  for  the  mentally  ill. 

The  Mills  Building  is  now  recognized  as 
the  oldest  structure  in  the  nation  which  was 
initially  constructed  to  house  mentally  ill 
patients. 

This  represented  an  illustrious  beginning 
and  I believe  the  record  of  the  S.  C.  State 
Hospital  and  the  S.  C.  Department  of  Mental 
Health,  the  administrative  level  which  has 
responsibility  over  all  of  South  Carolina’s 


public  mental  health  facilities,  has  been  true 
to  this  grand  beginning. 

Without  a doubt,  the  full  and  wonderful 
support  of  the  South  Carolina  medical  profes- 
sion was  and  is  a contributing  factor  in  the 
success  story  that  is  the  S.  C.  Department  of 
Mental  Health.  For  this  the  Department  is 
humbly  grateful. 

Throughout  this  year  a number  of  events 
will  be  scheduled  to  call  attention  to  and  suit- 
ably mark  this  anniversary  celebration.  Prom- 
inent persons  have  already  accepted  invita- 
tions to  visit  with  us  during  the  year. 

Among  these  are:  Ewald  W.  Busse,  M.D., 
president  of  the  American  Psychiatric  Asso- 
ciation; Perry  C.  Talkington,  M.D.,  president- 
elect of  the  American  Psychiatric  Association; 
Bertram  Brown,  M.D.,  director  of  the  Na- 
tional Institute  of  Mental  Health;  and  Mr. 
Irving  Chase,  president  of  the  National  Asso- 
ciation for  Mental  Health. 

As  the  year  unfolds  and  as  the  events  are 
announced,  the  Department  will  include  its 
friends  in  the  medical  profession  — friends 
who  were  a part  of  our  past,  are  a part  of  our 
present,  and  will  be  an  important  part  in  our 
future. 


Study  of  “Defensive  Medicine” 

A study  of  the  relationship  between  the  threat  of 
medical  liability  suits  and  the  incidence  of  “defensive 
medicine”  will  be  published  in  the  December,  1971, 
issue  of  the  Duke  Law  Journal.  Reprints,  at  $1.50 
each,  may  be  ordered  from  the  Managing  Editor, 
Duke  Law  Journal,  Duke  University  School  of  Law, 
Durham,  North  Carolina  27706. 
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E.  Kenneth  Aycock,  M.D.,  M.P.H. 
Secretary  and  State  Health  Officer 


STATE  BOARD  OF  HEALTH  NEWS 


The  Executive  Committee  of  the  State 
Board  of  Health  has  reviewed  the  recom- 
mendations of  the  Public  Health  Service,  the 
American  Academy  of  Pediatrics  and  of  the 
Association  of  State  and  Territorial  Health 
Officers  concerning  discontinuing  non-selec- 
tive  smallpox  vaccination.  The  Committee 
supports  the  recommendation  to  discontinue 
non-selective  smallpox  vaccination,  but  em- 
phasizes the  need  to  continue  vaccinating 
travelers  to  endemic  countries,  health  workers 
and  individuals  in  positions  dealing  with  inter- 
national travelers. 

Studies  during  the  past  decade,  in  which 
South  Carolina  has  been  a part,  indicate  that 
the  risk  of  severe  reaction  to  smallpox  is 
greater  than  the  risk  of  contracting  smallpox. 
The  Public  Health  Service  determined  that 


three  out  of  each  1,000  vaccinations  give  a 
reaction  classified  as  greater  than  mild.  (In 
South  Carolina  in  1970,  we  had  one  death 
because  of  smallpox  vaccination.) 

During  the  1971  Legislative  Session,  the 
South  Carolina  law  requiring  smallpox  vac- 
cination was  altered.  The  law  is  now  more 
permissive.  Physicians  in  South  Carolina  now 
have  a choice  concerning  the  care  of  their 
patients.  They  should  vaccinate  those  whom 
they  consider  to  need  smallpox  vaccinations. 
Yet  for  patients  considered  better  served  by 
non-vaccination,  there  is  no  longer  need  to 
vaccinate  due  to  legal  reasons. 

The  State  Board  of  Health  will  continue 
surveillance  of  smallpox  and  review  from  time 
to  time  the  policies  concerning  smallpox  vac- 
cinations. 
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prescribe 


Inusol 


■iQ 

■ ■l  m hemorrhoidal 
I suppositories 

with  hydrocortisone 
acetate 


Each  suppository  contains  hydrocortisone 
acetate  10  mg,  bismuth  subgallate  2,25%, 
bismuth  resorcin  compound  1.75%,  benzyl 
benzoate  1.2%,  Peruvian  balsam  1.8%,  zinc 
oxide  11.0%,  and  boric  acid  5.0%.  plus  the 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  color- 
ing in  a bland  hydrogenated  vegetable 
oil  base. 

Precaution  Prolonged  or  excessive  use  of 
Anusol-HC  might  produce  systemic  cortico- 
steroid effects.  Symptomatic  relief  should 
not  delay  definitive  diagnosis  or  treatment. 
Dosage  and  Administration  Anusol-HC: 
One  suppository  in  the  morning  and  one  at 
bedtime  for  3 to  6 days  or  until  the  inflam- 
mation subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedtime, 
and  one  immediately  following  each 
evacuation. 

And  for  long-term  patient  comfort... 
recommend  Anusol" 

hemorrhoidal  suppositories 

Each  suppository  contains  the  ingredients 

of  Anusol-HC  without  the  hydrocortisone. 


Warner-Chilcott 

Division.  Warner-Lambert  Company 
Morris  Plains.  New  Jersey  07950 
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ANGP-21 


anxiety: 
a time  bomb 


Unless  "defused,"  anxiety  may  build  up  to  an  intensity  that  can  over- 
whelm the  patient's  inner  defenses.  Also,  in  one  weakened  by  chronicdl|oei| 
or  surgery,  excessive  anxiety  may  provoke  or  aggravate  symptoms$3i9l{l 
interfere  with  recovery. 


The  antianxiety  action  of  Librium  (chlordiazepoxide  HCD  — used  adjuncts 
or  alone  — has  demonstrated  clinical  usefulness  in  many  fields  of  medical 
practice  where  anxiety  complicates  the  patient's  condition. 
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chinery,  driving).  Though  physical  and 
psychological  dependence  have  rarely 
been  reported  on  recommended  doses, 
use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might 
increase  dosage;  withdrawal  symptoms 
(including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those 
seen  with  barbiturates,  have  been  re- 
ported. Use  of  any  drug  in  pregnancy, 
lactation,  or  in  women  of  childbearing 
age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  de- 
bilitated, and  in  children  over  six,  limit 
to  smallest  effective  dosage  (initially  10 
mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended 
in  children  under  six.  Though  generally 
not  recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  poten- 
tiating drugs  such  as  MAO  inhibitors  and 
phenothiazines.  Observe  usual  precau- 
tions in  presence  of  impaired  renal  or  he- 
patic function.  Paradoxical  reactions  (e.g., 
excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients 
and  hyperactive  aggressive  children.  Em- 
ploy usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impend- 


ing depression;  suicidal  tendencies  mcl 
be  present  and  protective  measures  nel 
essary.  Variable  effects  on  blood  coagulif 
tion  have  been  reported  very  rarely  I 
patients  receiving  the  drug  and  oral  an[ 
coagulants;  causal  relationship  has  n| 
been  established  clinically. 

Adverse  Reactions:  Drowsineil 

ataxia  and  confusion  may  occur,  espl 
dally  in  the  elderly  and  debilitated.  Thel 
are  reversible  in  most  instances  by  propl 
dosage  adjustment,  but  are  also  occasicl 
ally  observed  at  the  lower  dosage  rangij 
In  a few  instances,  syncope  has  been  i 
ported.  Also  encountered  are  isolated 
stances  of  skin  eruptions,  edema,  mirl 
menstrual  irregularities,  nausea  and  cc| 
stipation,  extrapyramidal  symptoms, 
creased  and  decreased  libido— all  inf 
quent  and  generally  controlled  with  d| 
age  reduction;  changes  in  EEG  patteil 
(low-voltage  fast  activity)  may  appe| 
during  and  after  treatment;  blood  dyscf 
sias  (including  agranulocytosis),  jaundj 
and  hepatic  dysfunction  have  been 
ported  occasionally,  making  perioil 
blood  counts  and  liver  function  tests  <| 
visable  during  protracted  therapy. 
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antianxiety 


Librium 

(chlordiazepoxide 

HCl) 

5-mg,10-mg, 

25-mg  capsules 
up  to  100  mg  daily 
for  severe  anxiety 

Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Indicated  when  anxiety, 
tension  and  apprehension  are  significant 
components  of  the  clinical  profile. 

Contraindications:  Patients  with 

known  hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about 
possible  combined  effects  with  alcohol 
and  other  CNS  depressants.  As  with  all 
CNS-acting  drugs,  caution  patients  against 
hazardous  occupations  requiring  complete 
mental  alertness  (e.g.,  operating  ma- 
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The  negative  power  of  undue  anxiety 
in  congestive  heart  failure... 


This  man 


■MU 


Typical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
I s 5 mg  two  to  four  times  daily,  the  initial 
I iosage  in  elderly  and  debilitated  patients 
Ishould  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  primary  agents 
I libritabs  is  used  concomitantly  with  certain 
I ipecific  medications  of  other  classes  of 
I Irugs,  such  as  cardiac  glycosides,  diuretics, 
ijantihypertensives,  vasodilators  and  oral 
I mticoagulants,  whenever  excessive  anxiety 
I >r  emotional  tension  adversely  affects  the 
l:linical  condition  or  response  to  therapy. 
iMthough  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
I icians  should  be  aware  that  variable  effects 
|pn  blood  coagulation  have  been  reported 

Iery  rarely  in  patients  receiving  oral  anti- 
oagulants  and  chlordiazepoxide  HC1. 


The  positive  power  of 


Libritabs 

(chlordiazepoxide) 


E 


5-mg,  10-mg,25-mg  tablets 

t.i.d./q.i.d. 


up  to  100  mg  daily 


I for  severe  anxiety 
accompanying 
congestive  near t failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  ( e.g .,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied : Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 
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You’ll  rely  on  MINTEZOL  (Thiabendazole 
MSD)  often  for  pinworm  disease.  Not  jus 
because  that’s  a very  common  helmin 
thic  infestation,  but  because  MINTEZOl 
has  such  a high  degree  of  efficacy. 
MINTEZOL  also  provides  an  unusual!', 
wide  range  of  action-against  threat’’ 
worm,  hookworm,  whipworm,  and  larg* 
roundworm  disease.  This  broad  spectrun 
of  activity  makes  it  particularly  effec 
tive  in  these  mixed  worm  infestations. 
MINTEZOL  isn’t  a dye.  So  you  won’t  hea 
complaints  about  stained  teeth,  cloth 
ing,  or  bed  linen.  The  most  frequentl 
occurring  side  effects  have  been  anc 
rexia,  nausea,  vomiting,  and  dizziness. 


mtraindications:  History  of  hypersenSi- 
f’ity  to  thiabendazole. 

' arnings:  If  hypersensitivity  reactions  oc- 
|r,  drug  should  be  discontinued  immedi- 
lely  and  not  resumed.  Rarely,  erythema 
iiltiforme  has  been  associated  with  thia- 
fndazole  therapy;  in  severe  cases  (Stevens- 
.ihnson  syndrome),  fatalities  have  oc- 
i rred.  Because  CNS  side  effects  may 

]| cur  quite  frequently,  activities  requir- 
ik  mental  alertness  should  be  avoided. 
Ife  use  in  pregnancy  or  lactation  has  not 
len  established. 

I ecautions:  Ideally,  supportive  therapy  is 
iiicated  for  anemic,  dehydrated,  or  mal- 


nourished patients  prior  to  initiation  of  an- 
thelmintic therapy.  In  presence  of  hepatic 
or  renal  dysfunction,  patients  should  be 
carefully  monitored. 

Adverse  Reactions:  Most  frequently  en- 
countered are  anorexia,  nausea,  vomiting, 
and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness, 
drowsiness,  giddiness,  and  headache  have 
occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blur- 
ring of  vision,  xanthopsia;  hypotension, 
collapse;  enuresis;  transient  rise  in  cepha- 
lin  flocculation  and  SGOT;  perianal  rash, 
cholestasis  and  parenchymal  liver  damage; 


hyperglycemia;  transient  leukopenia;  mal- 
odor  of  the  urine,  crystalluria,  hematuria; 
appearance  of  live  Ascaris  in  the  mouth 
and  nose.  Hypersensitivity  reactions  in- 
clude: fever,  facial  flush,  chills,  conjunc- 
tival injection,  angioedema,  anaphylaxis, 
skin  rashes,  erythema  multiforme  (includ- 
ing Stevens-Johnson  syndrome),  and  lymph- 
adenopathy. 

Supplied:  Suspension,  containing  500  mg 
thiabendazole  per  5 cc,  in  bottles  of  120  cc. 

For  more  detailed  information,  consult  your  MSD 
representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co  , Inc., 
West  Point,  Pa.  19486 


MSD  MERCK  SHARP  & DOHME 


Lofty 

Hemorrhoids 


Mr.  H.H.,55,  high  steel  construc- 
tion worker.  For  several  years, 
other  medications  provided  little 
or  no  relief  from  pain,  burning, 
and  itching  of  internal  and 
external  hemorrhoids.  Made 
worse  by  much  heavy  lifting 
which  increased  pressure  in  the 
intrahemorrhoidal  plexus. 

'It  wasn't  serious  enough,"  so  he 
procrastinated  in  consulting 
a doctor.  Was  also  afraid  the 
doctor  might  find  something 
really  serious.  Bright  blood 
appearing  in  the  toilet  bowl 
and  on  toilet  tissue  scared  him 
into  seeing  doctor.  However, 
careful  history  and  examination 
disclosed  internal  hemorrhoids. 


atypical 

proctological 

patient 


to  help 

relieve  the  pain, 
itching, 

burning  associatec 
with  this  and 
similar  anorectal 
conditions 


prescribe 


Inusol 


JD 

■ iC  m hemorrhoidc 
I suppositories 

with  hydrocortisone 
acetate 


Each  suppository  contains  hydrocortisone  j 
acetate  10  mg,  bismuth  subgallate  2.25%,  I 
bismuth  resorcin  compound  1.75%,  benzyl  , j 
benzoate  1.2%.  Peruvian  balsam  1.8%.  zinc  j 
oxide  11.0%.  and  boric  acid  5.0%,  plus  the  ; i 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  color 
ing  in  a bland  hydrogenated  vegetable  | 
oil  base. 

Precaution  Prolonged  or  excessive  use  of 
Anusol-HC  might  produce  systemic  corticc, 
steroid  effects.  Symptomatic  relief  should 
not  delay  definitive  diagnosis  or  treatmen ! 
Dosage  and  Administration  Anusol-HC: 
One  suppository  in  the  morning  and  one  c I 
bedtime  for  3 to  6 days  or  until  the  inflam- 
mation subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedtirr  j 
and  one  immediately  following  each 
evacuation. 

And  for  long-term  patient  comfort... 
recommend  Anusor 

hemorrhoidal  suppositories 

Each  suppository  contains  the  ingredient: ! ; 

of  Anusol-HC  without  the  hydrocortisone,  j 


Warner-Chilcott 

Division,  Warner-Lambert  Company 
Morris  Plains.  New  Jersey  07950 
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ALL  IN  HIS  HEAD: 

ALL  IN ‘ORNADE* 

Watery  Eyes 

/ Nasal 
/ Congestion 

Drying  Agent 

(isopropamide, 

as  the  iodide—  - — 

2.5  mg.) 

Decongestant 

(phenylpropanol- 
amine HC1— 50  mg.) 

^^^Sneezing 

^tunny  Nose 

Antihistamine  ^ 

(chlorpheniramine 
maleate— 8 mg.) 

THE  COLD 
SYMPTOMS 

THE 

INGREDIENTS 

THAT 
MAKE  HIM 
MISERABLE 

HENEEDS 
FOR  PROLONGED 
RELIEF 

Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with  the  common  cold,  acute  and  chronic  sinusitis; 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  "rose  fever,  etc  ). 
Contraindications:  Hypersensitivity  to  any  component 
concurrent  MAO  inhibitor  therapy,  severe  hypertension, 
bronchial  asthma;  coronary  artery  disease;  stenosing  peptic 
ulcer;  pyloroduodenal  or  bladder  neck  obstruction  Children 
under  6 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy:  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards.  Inhibition  of  lactation  may  occur 

Effect  on  PBI  Determination  and  /,31  Uptake . Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131  uptake. 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides. 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism. 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 

Trademark 

ORNADE  SPANSULE 


Each  capsule  contains  8 mg  of  Teldrin®( brand  of  brand  of  sustained  release  capsules 

chlorpheniramine  maleate).  50  mg.  of  phenylpropanolamine 
hydrochloride,  2 5 mg  of  isopropamide.  as  the  iodide 


UNCOMMON  RELIEF  FOR  COLD  SYMPTOMS 


OR  203 


Old  winner, 
new  bottle. 


DBI®  phenformin  HC1 
tablets  of  25  mg. 

DBI-TD®  phenformin  HC1 
capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  second- 
ary; adjunct  to  insulin  therapy  of  unstable 
diabetes  mellitus. 

Contraindications:  Diabetes  mellitus  that 
can  be  regulated  by  diet  alone;  juvenile 
diabetes  mellitus  that  is  uncomplicated  and 
well  regulated  on  insulin;  acute  complica- 
tions of  diabetes  mellitus  (metabolic  acido- 
sis, coma,  infection,  gangrene);  during  or 
immediately  after  surgery  where  insulin  is 
indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 
hypoglycemia. 

Warnings:  Use  during  pregnancy  is  to  be 
avoided. 

Precautions:  1.  Starvation  Ketosis:  This 
must  be  differentiated  from  “insulin  lack” 
ketosis  and  is  characterized  by  ketonuria 


which,  in  spite  of  relatively  normal  blood 
and  urine  sugar,  may  result  from  excessive 
phenformin  therapy,  excessive  insulin  reduc- 
tion, or  insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower  phenformin 
dosage,  or  supply  carbohydrates  to  alleviate 
this  state.  Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recom- 
mended in  the  presence  of  azotemia  or  in 
any  clinical  situation  that  predisposes  to 
sustained  hypotension  that  could  lead  to 
lactic  acidosis.  To  differentiate  lactic  acido- 
sis from  ketoacidosis,  periodic  determina- 
tions of  ketones  in  the  blood  and  urine 
should  be  made  in  diabetics  previously  sta- 
bilized on  phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable.  If  elec- 
trolyte imbalance  is  suspected,  periodic 
determinations  should  also  be  made  of  elec- 
trolytes, pH,  and  the  lactate-pyruvate  ratio. 
The  drug  should  be  withdrawn  and  insu- 
lin, when  required,  and  other  corrective 
measures  instituted  immediately  upon  the 
appearance  of  any  metabolic  acidosis. 


3.  Hypoglycemia:  Although  hypoglycemic 
reactions  are  rare  when  phenformin  is  used 
alone,  every  precaution  should  be  observed 
during  the  dosage  adjustment  period  particu- 
larly when  insulin  or  a sulfonylurea  has 
been  given  in  combination  with  phenformin 
Adverse  Reactions:  Principally  gastrointes- 
tinal; unpleasant  metallic  taste,  continuing 
to  anorexia,  nausea  and,  less  frequently, 
vomiting  and  diarrhea.  Reduce  dosage  at 
first  sign  of  these  symptoms.  In  case  of  vom- 
iting, the  drug  should  be  immediately 
withdrawn.  Although  rare,  urticaria  has  been 
reported,  as  have  gastrointestinal  symptoms 
such  as  anorexia,  nausea  and  vomiting  fol- 
lowing excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage, 
please  see  full  prescribing  information. 

GEIGY  Pharmaceuticals 
Division  of  CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
Distributors 
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When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessai 
for  optimal  control  with  insulin  are  also  necessary  with  Orinasi 
The  patient  on  Orinase  must  be  fully  instructed:  about  th 
nature  of  his  disease;  how  to  prevent  and  detect  complication: 
how  to  control  his  condition;  not  to  neglect  dietary  restriction 
develop  a careless  attitude  or  disregard  instructions  relative  I 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  ii 
fection;  how  to  recognize  and  counteract  impending  hypogl; 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  ho 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  f 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  ■ 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  tri 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazic 
diuretics  are  administered  which  may  result  in  aggravation 
diabetic  state  and  increased  tolbutamide  requirement,  temp 
rary  loss  of  control,  or  even  secondary  failure;  treating  patief 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  m< 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hyp 
glycemia  which  may  require  corrective  therapy  over  sever 
days;  and  treating  patients  with  severe  trauma,  infection,  or  si 
gical  procedures  where  temporary  return  to  insulin  or  additiij 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  d i m i 
ished  in  patients  receiving  therapy  with  beta  blocking  agen ; 

As  some  diabetics  are  not  suitable  candidates,  it  is  essentj 
that  the  physician  familiarize  himself  with  the  indications,  lim 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  a: 
during  the  initial  test  period  should  communicate  with  the  phy 


Today  you 
have  your  own. 


r< 

i 


If  you’re  around  40  or  45,  you’ve 
bablv  had  quite  a bit  of  clinical  experience 
i Orinase. 


Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
itibout  it. 


On  the  one  hand,  you  know  that  diet 
a w eight  control  are  the  initial  and  essential 
nidations  for  the  management  of  adult- 
iet,  non-ketotic  diabetes.  \\  hen  these 
idsures  prove  satisfactory,  no  additional 
icapy  is  indicated.  On  the  other  hand,  you 
Tlw  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
low'er  blood  sugar.  Orinase  low  ers  blood 
sugar  as  effectively  today  as  it  did  w hen  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  mav  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  voifire 
familiar  w ith,  and  probably  have  confidence  in. 

Anti  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase 

0.5  g tablets 

(tolbuta  m ide,  Upjoh  n ) 


daily,  and  during  the  first  month  report  at  least  once  weekly 
hyslcal  examination  and  definitive  evaluation.  After  a month, 
xninations  are  recommended  monthly  or  as  indicated.  Ap- 
ance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
ring  or  persistent  elevation  of  blood  sugar,  or  failure  to 
in  and  hold  clinical  improvement  indicate  nonresponsive- 
to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
itaining  standard  diet  regulation.  Uncooperative  patients 
Id  be  considered  unsuitable  for  therapy.  Prescriptions  should 
efilled  only  on  specific  instruction  of  physician.  In  treating 
asymptomatic  diabetic  patients  with  abnormal  glucose 
ance,  glucose  tolerance  tests  should  be  obtained  at  three- 
x-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
itetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
i^lin  is  indispensable. 

phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
i|>riate  package  literature  should  be  consulted, 
dverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
i<  occur  and  may  mimic  acute  neurologic  disorders  such  as 
e bral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
isase,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
d nal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
e ia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
ii as,  oxyphenbutazone,  salicylates,  probenecid,  monamine 
x ase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
ihnyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
uease  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
ei  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upiohn  Company  JA71-1495  MED  B-5-S  LAO-6 


Upjohn 


PARTICIPATING 

PHARMACY 


film 


/YiXif 


1a 

x_ym 

OF  SOUTH  CAROLINA 

PRESCRIPTION  DRUG 
PROGRAM 
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THE  SEAL  OF  SERVICE 

Look  for  this  seal  in  your 
neighborhood  pharmacy. 

Appearing  in  as  many  as  400  Local  Drugstores  in 
42  Counties  of  South  Carolina.  For  members  of 
groups  with  Out-Of-Hospital  Prescription 
Drug  benefits,  Blue  Cross  will  pay  the  drugstore 
directly.  Simply  present  your  Prescription  Drug 
ID  Card  to  your  nearest  participating  Pharmacy. 

Ask  us  about  this  new  service. 


a winner 


TETRACYN500 

TETRACYCLINE  HCI,  500-mg  capsules) 


SETS  POINTS  FOR  LOW  COST... 

>CORES  HIGH  IN  ro@rig<^^ 

CONVENIENCE 


A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


Jt 


Call  it  what  you  will,  it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/ 1 2/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


\ Roche  Laboratories 
ROCHE  y Division  of  Hoffmann-La  Roche  Inc. 
/ Nutley,  N.J.  07110 


:ind  Ef udex(f  luorouracil) 

5%  cream  can  resolve  it. 


C 11  it  actinic,  solar  or  senile  keratoses, 
triny  regard  it  as  “preeancerous.”1,2 


:i<  i 


deal  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
ance  in  the  treatment  of  multiple  solar  keratoses,3’4  offers  the  physi- 
l a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
on  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
dex  offers  2%  and  5%  solution  and  5%  cream  formulations  — formula- 
s that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


Uual  duration  of  therapy,  2 to  4 weeks. 

it  dies  showed  that  with  the  2%  and  5%  Ef  udex  preparations,  the  usual 
lurtion  of  therapy  was  only  2 to  4 weeks. s Other  studies  with  topical 
iurouracil  revealed  that  when  concentrations  of  less  than  2%  were 
is  1,  significant  numbers  of  lesions  recurred.6 


Bpats  the  lesions  you  can’t  see,  too. 

Nmerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
miiifested  themselves  by  definite  reactions,  while  intervening  skin 
reamed  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
:a  esions  (which  may  otherwise  have  undergone  further  progression) 
pipably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
ents  treated  with  topical  fluorouracil  — especially  with  5% 
entrations.6 

w to  identify  solar  keratoses. 

| 

lically,  the  lesion  — a flat  or  slightly  elevated  brown  to  red-brown 
f ile  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
the  rule. 


idictable  therapeutic  response. 

t h response  to  a typical  course  of  Efudex  therapy  is  usually 
:■  acteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
oe;ns  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
oi  tense  inflammatory  response,  scaling  and  occasionally  moderate 
enerness  or  pain.  The  height  of  this  response  generally  occurs  two 
IvfKS  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
(si  upped.  Within  two  weeks  of  discontinuing  medication,  the 
nf  mmation  is  usually  gone.  Lesions  that  do  not  respond  should 
>e  opsied. 


tef  :nces:  1.  Allen,  A.  C.:  The  Skin,  A Clinicopathological  Treatise,  ed.  2,  New  York, 

& Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J.  ; Jansen,  G.  T.,  and  Honeycutt,  W.  M. : 
tment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
naceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
3.  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97: 14,  1968. 
a on  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
E.:  Cancer , 25: 450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications:  Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings : If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported  — insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


(fluorouracil) 

cream/solution 


A single-dose,  non-staining  anthelmi 


ns  puiworms. 


with  just  one  non-staining  dose 
of  Antiminth  (pyrantel  pamoate] 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn't  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
(1  tsp.  per  50  lbs.]. 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Antiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
ivity  against  Enterobius  vermicularis  (pinworm)  and  Ascaris  lumbricoides 
roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
:hanged  drug  are  low.  Peak  levels  (0.05-0.13  pg/ml)  are  reached  in  1-3 
tours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
eces  as  the  unchanged  form,,  whereas  only  7%  or  less  of  the  dose  is  found 
n urine  as  the  unchanged  form  of  the  drug  and  its  metabolites, 
ndications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
erobiasis  (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
n animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus, 
'he  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug, 
’recautions.  Minor  transient  elevations  of  SGOT  have  occurred  in  a small 
lercentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
ratients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg,  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg, /lb  );  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  of  body  weight.  (One  teaspoonful  = 5 cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day;  and  purging  is  not  necessary 
prior  to,  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg  pyrantel  base  per  ml., 
supplied  in  60  cc.  bottles. 


it: 


new  ANTIMINTH 

(pyrantel  pamoate) 

equivalent  to  50  mg.  pyrantel/ml. 


RO0RIG  (9 

A division  of  Pfizer  Pharmaceuticals 
New  York.  New  York  10017 


ORAL  SUSPENSION 


Something  new 
inampicillin 
therapy: 

low  cost 


Vcrsapen 

TOASSIUMWACIW 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myera 
Syracuse,  New  York  1321 


Guides  to  the 
Evaluation  of 
Permanent  Impairment 


I ! 

I American  Medical  Association 

535  North  Dearborn  Street/Chicago,  Illinois  60610 

Please  send  me copy(ies)  of  GUIDES  TO  THE 

EVALUATION  OF  PERMANENT  IMPAIRMENT. 

OP-298  at  $5.00  each  ($2.50  for  medical  students. 

interns,  residents)  My  payment  of  is 

enclosed. 


Name  _ 
Address 


City State Zip 


For  the  physician  involved  in  the 
disability  rating  process  It's 
complete,  up-to-date,  authoritative, 
and  indispensable. 

It  covers  every  conceivable 
kind  of  permanent  impairment, 
including  mental  disorders,  that 
could  enter  into  a disability 
award. 

It  gives  impairment  percent- 
ages for  individual  systems  and 
functions,  for  combined  impair- 
ments, and  for  the  ‘‘whole  man" 
the  relationship  of  impairment 


to  the  activities  of  daily  living. 

Based  on  articles  originally 
appearing  in  the  Journal  of  the 
American  Medical  Association, 
revised  and  updated  to  include 
the  most  recent  data,  “Guides 
to  the  Evaluation  of  Permanent 
Impairment”  is  uniqpe  in  its 
field 

We  think  it  will  quickly  become 
a standard  reference  work  for 
physicians  and  others  who  serve 
the  handicapped 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

CH  belladonna  alkaloids— for  the  hyperactive  bowel 
□ simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  ope  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 

to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/ sedative/ antiflatulent 


Each  tablet  contains  100  mg  phenazopyridlne  H 


For  the  symptoms 


she’s  aware  of 


■ Urgency  ■ Frequency  ■ Dysuria 


Gantanol 


d).5  Gm  sulfamethoxazole. 


For  the  infection 
you’re  aware  of 


■ive  dual  action  relieves  symptoms,  controls  infection  ' 

I Urgency,  frequency,  dysuria— these  are  the  distressing 
|;oms  of  cystitis  for  which  she  wants  immediate  relief.  But 
~>i  control  of  the  infection  is  equally  important  to  both  patient 
hysician.  This  is  the  situation  that  demands  dual-action  Azo 
.nmol : the  analgesic  action  of  Azo  (phenazopyridine  HC1)  for 
>i  relief  of  pain,  the  antibacterial  action  of  Gantanol® 
limethoxazole)  to  control  the  bladder  infection. 

tp|i  antibacterial  action/ around-the-clock  coverage 

n from  2 to  3 hours  after  the  initial  2-Gm  adult  dose  of 
:o  jantanol,  therapeutic  blood  and  urine  levels  begin  to  control 
ichtible  E.  coli  as  well  as  susceptible  gram-negative  and 
m positive  pathogens.  Subsequent  b.i.d.  doses  maintain  anti- 
<|:ial  levels  throughout  a 24-hour  period— especially  important 
p control  bacterial  build-up  in  urine  retained  during  sleeping 
The  usual  precautions  in  sulfonamide  therapy,  including 
enance  of  adequate  fluid  intake,  should  be  observed.  The 
common  side  effects  are  nausea,  vomiting  and  diarrhea. 

I feel  better  while  she  gets  better 

1 *\s  the  antibacterial  action  of  Gantanol  begins  to  control  the 

■ ion,  the  analgesic  action  of  the  Azo  component  starts  relieving 

■ mptoms  associated  with  her  infected,  inflamed  and  irritated 
■er.  In  acute,  nonobstructed  cystitis— when  rapid  relief  of 

■ toms  and  early  control  of  infection  are  essential— prescribe 

■ jantanol,  the  basic  therapy  that  helps  your  patient  feel 

■ while  she  gets  better. 

fficute  painful  nonobstructed  cystitis 

ir.o  Gantanol 

cl  ablet  contains  0.5  Gm  sulfamethoxazole 
lillO  mg  phenazopyridine  HC1. 


Sic  therapy 


nrnr  X Roche  Laboratories 
ULHb  x Division  of  Hoffmann-La  Roche  Inc. 

, Nu,|ey  N j 07110 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella- Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  frequently, 

Proteus  vulgaris)  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Important  Note: 

Carefully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response.  Add 
aminobenzoic  acid  to  culture  media  for  patients 
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IS  THE  RADICAL  MASTECTOMY  PASSE? 


PAUL  H.  O BRIEN,  M.D.,  F.A.C.S.0 


In  1894  Halsted  presented  the  results  of 
operations  for  cure  of  cancer  of  the  breast 
performed  at  the  Johns  Hopkins  Hospital  from 
June  1889  to  January  1894. 1 Halsted  defined  a 
cure  from  surgery  as  a patient  with  breast 
cancer  who  did  not  develop  local  recurrence 
within  three  years.  During  the  last  half  of  the 
Nineteenth  Century,  wide  resections  were 
made  of  the  primary  cancer  with  local  re- 
currence rates  from  50  to  80  percent.1  No 
attempts  were  made  to  excise  all  of  the  breast 
tissue  with  the  regional  lymph  nodes  prior  to 
Halsted.  Willy  Meyer  developed  a similar 
surgical  procedure  for  carcinoma  of  the  breast 
nearly  simultaneously  and  totally  independ- 
ently.2 Both  of  these  investigators  were  upset 
with  the  high  rate  of  local  recurrence  with  the 
surgical  procedures  used  in  the  Nineteenth 
Century.  The  procedure,  radical  mastectomy, 
diminished  local  recurrence  rate  at  three  years 
to  less  than  eight  percent.  When  Dr.  Halsted 
presented  his  work  on  breast  cancer  to  the 
American  Surgical  Association,  the  paper  was 
discussed  by  Rudolph  Metas.  Dr.  Metas 
pointed  out  the  limitations  of  the  procedure. 
There  are  breast  cancers  that  metastasize  via 
the  blood  stream  to  lungs  and  bone  bypassing 

“Director  of  Cancer  Clinic,  Medical  University  of 

South  Carolina 

Associate  Professor,  Department  of  Surgery 


the  axillary  lymph  nodes.  The  operation  pays 
no  attention  to  those  cancers  which  do  not 
utilize  the  axillary  lymph  nodes  as  their  pri- 
mary lymph  node  basin.  The  operation  would 
not  be  successful  if  the  cancer  had  gone 
beyond-  the  confines  of  the  breast  and  there 
was  no  scientific  method  of  discerning  when 
such  an  occurrence  had  taken  place.  Obviously 
not  the  perfect  answer  to  breast  cancer,  the 
radical  mastectomy  represented  a consider- 
able improvement  over  previous  treatment 
methods. 

As  the  years  have  gone  by  and  more  trained 
surgeons  competent  in  radical  mastectomy 
have  compiled  their  results,  the  five  year  sur- 
vival in  breast  cancer  has  steadily  improved. 
Sidney  J.  Cutler,  Sc.D.,  Head  of  End  Result 
Section,  National  Cancer  Institute,  has  shown 
by  reviewing  the  data  from  the  Connecticut 
Tumor  Registry  from  the  decade  of  the  Forties 
through  the  Sixties  that  the  five  year  absolute 
survival  in  patients  with  cancer  of  the  breast 
has  increased  from  50  percent  to  65  percent. 

One  of  the  major  criticisms  of  how  the 
radical  mastectomy  has  not  been  effective  in 
the  treatment  of  breast  cancer  is  the  assumed 
constant  death  rate  per  100,000  women  from 
breast  cancer.  The  death  rate  from  breast  can- 
cer in  the  United  States,  adjusted  for  changes 
in  the  age  composition  of  the  female  popula- 
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tion  has  decreased  from  25.9  per  100,000  in 
1939-1941  to  24.7  per  100,000  in  1964-1966. 
Information  on  the  rate  of  cancer  incidence  is 
not  available  for  the  whole  country  but  is 
available  in  Connecticut.  The  age-adjusted 
rate  of  cancer  of  the  breast  has  increased 
from  55  per  100,000  in  1940-1944  to  72  per 
100,000  in  1965-1968.  Similar  trends  are  re- 
ported from  the  comprehensive  cancer  pro- 
grams in  Saskatchewan,  Canada.  These  con- 
trasting trends  between  the  rate  of  breast  can- 
cer incidence  and  the  rate  of  mortality  from 
breast  cancer  suggest  there  has  been  a real 
improvement  in  the  medical  management  of 
breast  cancers.3 

The  increase  in  the  rate  of  incidence  of 
breast  cancer  is  not  understood.  The  increased 
incidence  is  found  predominantly  in  the  urban 
female,  which  is  an  ever  growing  population. 
There  certainly  have  been  many  changes  in 
the  urban  female  over  the  past  thirty  years: 

(1)  Menarche  is  now  at  11  and  12  years 
of  age  rather  than  14  or  15  years  of 
age. 

(2)  Menopause  is  now  often  in  the  early 
fifties  rather  than  the  mid-forties. 

(3)  Women  are  nursing  fewer  children; 
and  when  the  child  is  nursed,  they 
are  nursing  the  child  for  a shorter 
period  of  time. 

Which  one,  if  any,  of  the  above  listed  factors 
is  responsible  for  this  increased  incidence  of 
mammary  cancer  is,  of  course,  unknown. 

As  the  death  rate  from  breast  cancer  is 
diminished  and  the  incidence  of  breast  cancer 
increases,  we  then  have  two  conclusions: 

( 1 ) The  nature  of  breast  cancer  has 
changed  and  it  is  a less  virulent  dis- 
ease than  it  was  in  the  past, 

OR 

(2)  The  widespread  application  of  the 
radical  mastectomy  with  improved 
radiotherapy  has  improved  the  ability 
of  the  patient  to  survive. 

One  of  the  great  students  of  diseases  of 
the  breast  was  the  late  Charles  S.  Geschickter, 
Professor  of  Pathology,  Georgetown  Univer- 
sity Medical  School.  Certainly  his  book,  Dis- 
eases of  the  Breast,  published  in  1943,  remains 
a landmark  for  students  of  breast  cancer. 


Within  the  volume  is  an  indepth  discussion 
of  all  the  known  diverse  factors  affecting 
breast  cancer  at  that  point  in  time.  It  was 
Geschickter’ s conclusion  that  when  the  breast 
cancer  has  not  clinically  gone  beyond  the  con- 
fines of  the  breast,  that  “radical  mastectomy  is 
unquestionably  the  treatment  of  choice.”4  He 
also  concluded  that  breast  cancer  had  not 
changed  its  clinical  course  over  the  past 
seventy  years.  The  five-year  survival  rate  by 
surgery  in  operable  breast  cancer  was  70 
percent  for  patients  without  axillary  lymph 
node  involvement  and  the  five-year  survival 
was  25  percent  in  cases  with  axillary  involve- 
ment. These  figures  were  considered  the 
maximum  theoretic  result  that  could  be  hoped 
for  from  the  Halsted-Meyer  operation  in  the 
best  clinics  in  the  1940’s. 

The  late  Ian  MacDonald  first  introduced 
the  concept  of  biological  predeterminism  in 
human  cancer  in  1951.  Dr.  MacDonald  had 
studied  the  remarkable  variability  in  the  be- 
havior of  breast  cancer.  He  documented 
widely  disseminated  metastases  from  a min- 
ute, and  on  occasion  even  undiscoverable, 
primary  cancer  in  the  breast.  Experienced 
clinicians  are  well  aware  that  breast  cancers 
can  be  very  bulky  and  occupy  most  of  the 
gland  and  yet  be  without  regional  nodal  meta- 
stases. A patient  with  breast  cancer  may  not 
manifest  recurrence  or  metastases  until  more 
than  thirty  years  after  definitive  surgical  treat- 
ment of  the  primary  complex.  Unfortunately, 
there  are  acute  carcinomas  which  erupt 
dramatically  and  are  lethal  within  weeks  after 
onset.  Dr.  MacDonald  concluded  from  these 
observations  that: 

( 1 ) The  natural  history  of  any  neoplasm 
is  an  expression  of  a balance  of 
power  between  tumor  and  host. 

( 2 ) This  host  tumor  relationship  is  estab- 
lished long  before  diagnosis  of  the 
neoplasm  is  possible  by  physical  ex- 
amination. 

(3)  The  factors  that  govern  the  invasive- 
ness of  neoplasm  and  the  success  of 
the  host  to  control  this  invasion  are 
unknown. 

Because  these  unknown  biological  factors 
were  considered  responsible  for  the  results  of 
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therapy,  the  concept  of  biologic  predetermin- 
ism was  considered  suitable  for  describing  the 
course  of  breast  cancer.  Dr.  MacDonald  still 
felt  that  the  radical  mastectomy  remained  our 
best  single  therapeutic  effort  in  the  treatment 
of  operable  breast  cancer.6 

It  is  unfortunate  that  Dr.  MacDonald’s  con- 
cept of  biological  predeterminism  has  been 
misinterpreted  to  infer  that  Dr.  MacDonald 
espoused  therapeutic  nihilism  in  breast  cancer. 
His  awareness  that  the  radical  mastectomy 
had  many  defects  and  did  not  accommodate 
the  diverse  factors  which  influenced  the 
invasiveness  and  doubling  time  of  breast  can- 
cer represents  a more  sophisticated  criticism 
of  the  radical  mastectomy  but  is  not  too  differ- 
ent conceptually  from  the  criticisms  offered 
by  Rudolph  Metas  in  1894. 

Current  exponents  of  limited  surgery  on 
breast  cancer  describe  immunologic  phe- 
nomenon as  adequate  for  residual  cancer  cells. 
There  is  no  quantitative,  reproducible  evi- 
dence in  humans  with  breast  cancer  for  such 
a premise.0  There  is,  however,  a wealth  of 
clinical  studies  documenting  high  recurrence 
rates  and  poor  survival  rates  following  such  a 
therapeutic  approach.1 2 3 

Other  physicians,  properly  impressed  with 
the  real  advances  of  modern  irradiation  ther- 
apy, now  return  to  the  ancient,  limited  breast 
cancer  resection  and  leave  the  burden  of 
eradicating  the  remaining  cancer  cells  to 
ionizing  irradiation.  There  are  no  randomized, 


1.  Halsted,  William  S.:  The  results  of  operations  for 
the  cure  of  cancer  of  the  breast  performed  at  the 
fohns  Hopkins  Hospital  from  June  1889  to  January 
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2.  An  improved  method  of  the  radical  operation  for 
carcinoma  of  the  breast.  New  York  Medical  Record 
46:746,  1894. 

3.  Cutler,  S.  J.;  Christine,  Barbard;  and  Barclay,  T. 
H.:  Increasing  incidence  and  decreasing  mortality 
rate  for  breast  cancer.  Cancer  28:1376-1380,  Dec. 
1971. 


properly  planned  prospective  clinical  studies 
on  patients  with  breast  cancer  to  justify  such 
a therapeutic  regimen.7 

The  radical  mastectomy  offers  cure  rates  in 
the  patient  with  early  clinical  cancer  as  high 
as  85  percent.  Lesser  surgical  procedures  can- 
not possibly  offer  more,  and  very  probably 
will  provide  a considerable  bit  less. 

Megavoltage  radiotherapy  may  well  play 
a larger  role  in  the  treatment  of  primary  breast 
cancer.  However,  die  reports  of  needed  studies 
to  define  die  role  of  x-ray  therapy  are  not 
available.  The  shortage  of  appropriately 
trained  radiotherapists  is  so  acute  and  re- 
sources so  scant  that,  indeed,  even  if  radio- 
therapy was  proven  to  be  competitive  with 
surgery  in  the  treatment  of  primary  breast 
cancer,  the  majority  of  patients  would  have  to 
be  treated  widi  surgery  anyway. 

There  is  much  more  needed  to  be  learned 
of  breast  cancer.  However,  the  declining 
mortality  combined  with  an  increased  rate  of 
incidence  and  a marked  increase  in  the  five 
year  survival  of  the  breast  cancer  patient  has 
developed  with  the  more  widespread  use  of 
the  radical  mastectomy.  Alternative  methods 
of  treatment  vigorously  espoused  as  being 
“just  as  good”  are  not  proven.  Those  who 
claim  we  should,  in  our  current  state  of 
limited  insight  into  breast  cancer,  try  other 
methods  of  treatment  because  nothing  we  do 
affects  the  rate  of  incidence  and  rate  of 
mortality  from  breast  cancer  are  uninformed. 

CES 
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THE  MORBIDITY  OF  HUMAN  ASCARIASIS 


CHARLES  P.  DARBY,  M.D.  AND 
MILTON  WESTPHAL,  M.D.0 


Synopsis 

The  subject  of  ascariasis  in  the  United 
States  is  reviewed  and  23  cases  of  intestinal 
obstruction  and  5 cases  of  Loeffler’s  pneumo- 
nia secondary  to  ascariasis  are  presented  to 
illustrate  the  morbidity  of  this  malady.  The 
epidemiology  of  ascariasis  is  reviewed  and  the 
data  presented  clearly  indicate  that  this  dis- 
ease is  one  of  high  prevalence  among  the 
children  in  the  southeastern  section  of  this 
country.  Evidence  is  presented  to  indicate 
that  ascariasis  probably  contributes  to  mal- 
nutrition. Four  fatal  cases  of  ascariasis  are 
presented. 

Perhaps  the  fact  that  ascariasis  has  not  been 
considered  a severe,  crippling  or  fatal  disease 
in  this  country  may  explain  why  more  has  not 
been  done  to  bring  the  ubiquitous  parasite 
imder  control.  In  many  undeveloped  countries 
throughout  the  world  ascariasis  is  a very  com- 
mon disorder  and,  in  some  of  these  poorer 
nations,  its  mortality  rate  in  small  children  is 
extremely  high.1  In  the  southeastern  United 
States,  intestinal  infestation  of  children  with 
Ascaris  lumbricoides  is  very  prevalent.2'”  The 
purpose  of  this  paper  is  to  review  some  cases 
seen  in  a southeastern  medical  center  which 
illustrate  the  morbidity  and  mortality  caused 
by  asoariasis  and  which  suggest  heavy  infesta- 
tion may  intensify  malnutrition. 

Clinical  Data 

In  the  past  three  years  there  have  been  23 
patients  admitted  to  the  Medical  University 
of  South  Carolina  because  of  intestinal  ob- 
struction which  resulted  from  a heavy  infesta- 
tion of  ascariasis.  (Table  1 ) The  diagnosis  was 
firmly  established  in  each  case  by: 

“Department  of  Pediatrics,  The  Medical  University  of 
South  Carolina,  Charleston,  South  Carolina  29401. 


( 1 ) The  exclusion  of  other  causes  for  in- 
testinal obstruction. 

(2)  X-ray  evidence  of  ascariasis. 

(3)  The  presence  of  adult  worms  or  ova  in 
the  stool  or  rectum. 

Most  of  these  patients  had  abdominal  pain, 
tenderness,  nausea,  and  vomiting.  Several  had 
vomited  adult  ascaris.  Approximately  one-half 
of  the  patients  had  some  roentgenographic 
evidence  of  bowel  obstruction  manifested  by 
distended  loops  of  bowel  and  air  fluid  levels. 
In  14  of  the  23  cases  a bolus  of  worms  was 
visible  on  the  plain  films  of  the  abdomen. 
None  of  the  patients  was  anemic  and  only  six 
of  the  23  had  an  eosinophilia  of  five  percent 
or  above.  Only  a few  had  leukocytosis.  There 
were  two  who  had  bloody  stools  and  four  who 
had  associated  Trichuris  trichiura  ova  present 
in  the  stools. 

Five  of  the  patients  had  enough  symp- 
tomatology to  warrant  an  exploratory  lapa- 
rotomy. In  all  of  these  cases  a bolus  of  worms 
was  discovered  at  surgery  and  in  one  case  an 
associated  volvulus  was  present.  In  each  case 
the  surgeon  was  successful  in  relieving  the 
obstruction  by  milking  the  worms  into  the 
large  intestine.  There  were  no  deaths. 

Relatively  poor  nutrition  was  apparent  in 
most  of  the  children  studied  though  none  had 
any  chronic  illness  which  might  account  for 
poor  growth.  When  the  22  for  whom  height 
and  weight  measurements  were  available  were 
plotted  on  the  Harvard  anthropometric  scale 
17  were  found  to  be  in  a weight  percentile 
well  below  their  percentile  for  height.  The 
remaining  4 were  in  equivalent  weight  and 
height  percentiles.  (Figure  1)  A group  of  50 
children  of  the  same  race  and  similar  environ- 
ment admitted  over  the  same  period  of  time 
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for  acute  bacterial  infections  had  points  for 
weight  percentile  versus  height  percentile 
scattered  as  one  would  expect  in  the  general 
population.  Five  of  the  50  control  children 
were  obese  and  plotted  above  the  97th  per- 
centile. 

The  patients  who  did  not  come  to  surgery 
were  treated  conservatively  with  nasogastric 
suction,  piperazine,  and  intravenous  fluids. 
Some  received  piperazine  enemas  with  ques- 
tionable results.  Most  of  the  patients  did  not 
pass  their  worms  until  48  hours  following 
treatment  with  piperazine  and  some  took  as 
long  as  four  days. 

In  addition  to  the  23  patients  with  intestinal 
obstruction,  there  were  five  patients  admitted 
with  ascaris  pneumonia.  These  cases  were 
characterized  by  the  absence  of  a marked 
febrile  response,  presence  of  ascarid  ovum  or 
worms  in  the  stool,  an  eosinophilia  greater 
than  10  percent  cough,  hemoptysis,  dyspnea, 
and,  in  some  instances,  chest  pain.  The  chest 
x-ray  films  of  these  patients  all  revealed  a 
diffuse,  patchy  infiltrate  scattered  in  various 
areas  of  the  lungs. 

Diagnosis 

Acute  obstruction  due  to  ascariasis  should 
be  suspected  in  endemic  areas  when  a child 
is  vomiting  and  complains  of  abdominal  pain. 
Usually  the  fever  is  slight  and  the  distention 
not  severe.  The  child  may  have  a history  of 
vomiting  or  passing  adult  worms  in  the  distant 
or  immediate  past.  Physical  examination  may 
reveal  a soft,  poorly  delineated,  abdominal 
mass.  Plain  x-ray  films  of  the  abdomen  may 

TABLE  I 

SUMMARY  OF  CLINICAL  DATA  ON 
23  PATIENTS 


Abdominal  pain,  nausea,  Number  Percent 


vomiting 

22 

96% 

Rectal  bleeding 

2 

9% 

Abdominal  mass 

4 

17% 

Abdominal  distention 

20 

89% 

X-ray  evidence  of  worms 

14 

61% 

Underweight 

18 

78% 

Laparotomy 

5 

22% 

Eosinophilia— greater  than  5% 

6 

26% 

Required  over  48  hours  after 

therapy  to  pass  worms 

13 

57% 

Percentile  Distribution  of  Height  and 
Corresponding  Weight  of  21  Potients 


Figure  1. 


show  dilated  loops  of  the  intestine  with  fluid 
levels  indicating  obstruction.  Often  linear 
shadows  cast  by  the  worms  are  seen.  Im- 
mediate microscopic  examination  of  stool 
scraped  from  the  rectal  glove  will  generally 
reveal  the  ova  and  implicate  ascariasis  as  the 
cause  of  the  obstructive  symptoms.  Most  pa- 
tients do  not  have  a significant  eosinophilia. 

Comments 

Mortality 

There  were  no  deaths  among  the  23  cases 
of  obstruction  and  five  of  pneumonia  but 
there  have  been  four  deaths  in  this  institution 
within  the  last  20  years  that  can  be  directly 
attributed  to  ascariasis.  One  of  the  deaths 
occurred  in  a two  year  old  male  who  de- 
veloped a profuse,  bloody  diarrhea.  The  pa- 
tient vomited  and  passed  large  numbers  of 
ascaris  per  rectum.  Autopsy  showed  dilatation 
of  the  ileum  with  large  numbers  of  ascaris. 
Another  death  occurred  in  a six  year  old 
male  who  was  dehydrated  after  persistent 
vomiting.  Shortly  after  admission  the  patient 
vomited  a large  bolus  of  worms  containing  25 
ascaris  and  then  proceeded  to  go  into  cardio- 
respiratory arrest.  The  third  death  resulted 
from  extensive  peritonitis  secondary  to  a 
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TABLE  II 

Complications  Resulting  from  Ascaris 

1.  Appendicitis 

2.  Peritonitis  ( intestinal  perforation ) 

3.  Biliary  obstruction 

4.  Pancreatitis 

5.  Volvulus 

6.  Intestinal  obstruction 

7.  Liver  abscess  ( supportive  cholangeitis ) 

8.  Loeffler’s  pneumonia 

9.  Obstruction  of  die  bronchus 

10.  Malnutrition 

gangrenous  ileum  twisted  about  a bolus  of 
ascaris.  The  final  death  occurred  in  a four 
year  old  male  who  was  admitted  because  of 
acute  thermal  burns.  The  child  apparently 
vomited  shortly  after  admission  and  aspirated 
a large  adult  ascaris.  Autopsy  revealed  a large 
ascaris  obstructing  the  trachea. 

A review  of  the  cases  at  the  Armed  Forces 
Institute  of  Pathology  uncovered  38  cases  of 
death  directly  attributed  to  ascaris.10 

Epidemiology 

Investigators  studying  various  populations 
in  the  southeast  have  found  the  prevalence  of 
ascariasis  between  20  percent  and  60  percent 
in  the  childhood  population.2'9  Most  of  these 
studies  were  done  on  young  school-age  chil- 
dren and  do  not  include  the  pre-schoolers.  The 
highest  incidence  in  most  studies  has  been 
between  the  ages  of  5 and  9 and  highest  in 
the  more  primitive  rural  areas  such  as  Indian 
reservations  and  isolated  primitive  farming 
communities.  However,  many  children  who 
dwell  in  the  cities  are  infected.  In  fact, 


ascariasis  is  present  in  epidemic  proportions 
throughout  the  warmer  regions  of  this  nation. 

Other  than  the  usual  sanitary  reforms  pro- 
moted by  the  Public  Health  Services,  little  has 
been  done  to  study  the  overall  incidence  or  to 
control  ascariasis  in  the  United  States.  All  of 
the  data  on  incidence  reported  in  the  past  10 
years  is  summarized  in  Table  III  and  one  can 
see  that  a sizeable  proportion  of  the  popula- 
tions studied  have  ascariasis.  In  addition  to 
these  studies  it  was  reported  that  in  the 
year  1969  the  South  Carolina  State  Laboratory 
processed  26,489  stool  specimens  and  found 
that  15  percent  contained  Ascaris  lumbri- 
coides 

The  adult  worm  lays  about  240,000  eggs 
per  day  and  these  may  remain  viable  in  the 
soil  for  a number  of  years.  The  eggs  incubate 
into  an  infective  stage  containing  larvae  and 
when  ingested  hatch  in  the  stomach  and  small 
intestines.  The  larvae  emerge  from  the  eggs 
and  penetrate  through  the  intestinal  wall  into 
the  portal  veins  or  the  intestinal  lymphatics. 
They  then  migrate  to  the  lungs,  break  out  of 
the  capillaries  and  into  the  alveolae.  They  then 
migrate  up  the  tracheobronchial  tree  and  pass 
into  the  esophagus  and  intestines  where  they 
develop  into  adult  worms.  It  is  felt  that  the 
infection  is  spread  by  children  who,  after  play- 
ing with  contaminated  soil,  bring  the  ova  into 
the  oral  cavity  by  dirty  hands  or  dirty  objects. 
The  children  are  the  primary  source  of  soil 
contamination.  Although  the  ova  are  relatively 
hardy  and  may  live  up  to  6 years,  the  sunlight 
and  shifting  of  the  soil  should  prevent  the  soil 
from  being  infective  over  a long  period  of 


TABLE  III 

Incidence  of  Ascariasis 

Percentage  Infested 


Author 

Location 

Number 

with  Ascaris 

Pond,  H.9 

Cherokee,  N.  C. 

664 

49% 

Jeffrey,  G.  M.2 

South  Carolina 

212 

63.7% 

Lease,  E.  J.3 

South  Carolina 

131 

48.1% 

Lease,  E.  J.3 

South  Carolina 

884 

21.9% 

Fulmer,  H.  S.8 

Kentucky 

366 

31% 

Atchley,  F.7 

Kentucky 

843 

27% 

Lease,  E.  J. 

South  Carolina 

2,932 

21.5% 

( unpublished  data ) 
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time.  Probably  infected  children  must  be  in 
the  environment  continually  to  provide  fresh 
ova  to  the  soil  and  perpetuate  the  spread. 

Malnutrition 

The  concept  that  ascariasis  contributed  to 
the  malnutrition  of  the  host  has  been  doubted 
and  many  feel  that  ascaris  infestation  is  a 
benign  symbiotic  state.  The  evidence  in  Figure 
I that  most  of  these  severely  infested  patients 
were  underweight  strongly  suggests  that 
heavy  ascaris  infestation  may  contribute  to 
malnutrition.  Early  descriptions  of  ascariasis 
pointed  out  that  infested  children  had  sub- 
normal nutrition.11  Correlational  data  cannot 
establish  a causal  relationship,  however,  there 
is  evidence  a causal  relationship  exists.  Van- 
katachalam  and  Botwardhan,  in  1953,  care- 
fully studied  fecal  nitrogen  excretion  in  a 
small  group  of  heavily  infested  children  before 
and  after  helminthic  therapy.12  The  nitrogen 
wasted  in  the  stools  decreased  seven  percent 
in  the  subjects  studied  after  worms  were 
eradicated.  Tripathy13  has  found  nitrogen 
wasting  to  a lesser  degree  but  has  also 
demonstrated  impaired  utilization  of  fats  and 
carbohydrates. 

A small  percentage  of  the  fecal  nitrogen  loss 
could  be  accounted  for  by  the  excretion  of 
ascaris  eggs,  however,  they  postulated  that  the 
antienzyme  factors  produced  by  the  worms 
may  interfere  with  the  protein  digestion  of 
the  host.  Ascariasis  had  been  demonstrated  to 
produce  antitryptic  and  antipeptic  enzymes 
and  it  is  felt  that  these  enzymes  protect  the 
worm  from  the  digestive  juices  of  the  host. 

Pig  ascaris  ( Ascaris  lumbricoides  var. 
suum ) have  long  been  recognized  by  farmers 
and  veterinarians  to  interfere  with  livestock 
production.  Likewise  chicken  ascarides  (As- 
caricJa  galli ) reduce  feed  utilization  efficiency 
in  egg  production.1* 

The  evidence  supports  the  concept  that  in- 
testinal infestation  of  worms  can  contribute  to 
the  production  of  malnutrition  and  is  not 
merely  an  associated  finding.  When  a portion 
of  the  dietary  protein  is  lost  to  the  infested 
child  who  may  already  be  receiving  a diet 
which  is  low  in  protein,  then  the  child  suffers 
serious  protein  deficiency  and  malnutrition. 
Unfortunately,  most  of  the  heavily  infested 


children  come  from  a segment  of  our  popula- 
tion which  tends  to  eat  diets  low  in  protein. 

Loeffler’s  Pneumonia 

Loeffler’s  pneumonia  is  widely  recognized 
as  a manifestation  of  ascaris  larvae  migrating 
through  the  lungs.16  The  pathogenesis  of  the 
pneumonia  is  unclear.  Since  ascaris  possess 
potent  antigens,  the  eosinophilic  interstitial 
pneumonia  with  cellular  exudate  and  large 
infiltrates  of  eosinophilic  leukocytes  suggest  a 
hypersensitivity  reaction.  A relationship  of 
eosinophilia,  ascariasis,  hypersensitivity  and 
allergic  diseases  has  long  been  noted  by  clini- 
cians but  is  still  not  clearly  understood.  A lack 
of  pulmonary  manifestations  in  many  of  the 
heavily  infested  children  furthers  the  hy- 
pothesis that  the  individual  host  reaction  is  of 
primary  importance  in  producing  the  clinical 
syndrome  of  Loeffler’s  pneumonia.  Physical 
damage  caused  by  the  disruption  of  the  alveo- 
lar walls  as  the  larvae  emerge  into  the  air 
space  may  explain  the  small  hemorrhages  and 
hemoptysis. 

Treatment 

Patients  with  intestinal  obstruction  due  to 
ascaris  pan  usually  be  treated  conservatively 
without  surgical  intervention.  The  patient 
should  be  started  on  intravenous  fluids  and 
nasogastric  suction  as  early  as  possible.  Piper- 
azine in  a dosage  of  75  mg/Kg  up  to  the 
maximum  of  3 gm  may  be  instilled  into  the 
nasogastric  tube,  flushed  through  with  saline, 
and  then  the  tube  should  be  clamped  off  for 
a period  of  1 to  2 hours.  This  process  can  be 
repeated  every  8 hours  until  the  obstruction 
is  relieved  and  the  patient  passes  the  worms. 
It  may  require  2 to  4 days  after  the  initiation 
of  therapy  before  the  worms  appear  in  the 
stool.  However,  the  symptoms  from  the  in- 
testinal obstruction  usually  improve  sooner. 
Piperazine  enemas  do  not  seem  to  be  of  bene- 
fit. 

Piperazine  is  an  extremely  safe  drug  and 
has  been  safely  administered  to  millions  of 
children.  Occasional  urticaria  and,  with  ex- 
cessively large  doses,  blurred  vision  and  gen- 
eral muscle  weakness  have  been  reported. 
These  symptoms  clear  with  discontinuance  of 
the  drug.  For  the  treatment  of  the  non-ob- 
structed  patient,  a dose  of  75  mg/Kg  up  to  3 


March,  1972 


107 


MORBIDITY  OF  ASCARIASIS 


gm,  given  3 to  5 consecutive  days,  is  usually 
effective.  The  recurrence  rate  of  ascariasis  is 
rather  high  and  many  of  the  children  are  re- 
infected within  45  days  following  therapy.6  It 
is  postulated  that  these  children  harbor 
migrating  larvae  in  their  lymphatics,  lungs  and 
other  organs  at  the  time  the  piperazine  is 
administered.  Since  piperazine  is  not  absorbed 
from  the  gastrointestinal  tract  these  larvae  are 
not  affected.  They  continue  through  their 
normal  life  cycle  and  in  less  than  45  days  are 
back  in  the  gastrointestinal  tract  in  the  adult 
form  producing  more  ova.  It  is  therefore  sug- 
gested that  within  45  days  of  the  initial  course 
of  therapy  the  child  should  receive  a second 
course  of  piperazine  and  recent  data  suggests 
that  a third  course  may  be  necessary. 


Thiabendazole,  a newer  anthelmintic  with 
a wide  spectrum  of  activity,  is  highly  effective 
against  enterobiasis,  cutaneous  larva  migrans, 
ascariasis,  uncinariasis  and  trichiuriasis.1'1  It  is 
absorbed  from  the  intestines  and  is  known  to 
be  effective  against  larva  migrans  in  the  skin,17 
and  the  liver.18  Thiabendazole  appears  rela- 
tively safe,  however,  it  has  not  yet  had  the 
massive  clinical  use  of  piperazine.  Mild  side 
effects  such  as  anorexia,  vomiting,  nausea  and 
dizziness  have  been  seen,  but  there  have  been 
no  serious  complications  associated  with  its 
use.  The  recommended  dose  is  lOmg/Kg  b.i.d. 
for  2 successive  days.  It  is  not  yet  known 
whether  thiabendazole  can  destroy  ascaris 
larvae  in  the  extra-alimentary  phase. 
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Introduction 

The  first  attempt  tc  establish  accurate 
pesticide  morbidity  statistics  was  undertaken 
by  Keil,  et  al1  utilizing  a physician  survey. 
Prior  to  this  time,  morbidity  figures  were  ob- 
tained from  agencies  such  as  the  South  Caro- 
lina State  Board  of  Health,  U.  S.  Department 
of  Agriculture,  and  Poison  Control  Centers  in 
Columbia  and  Charleston,2  and  were  found 
to  be  grossly  inaccurate  when  compared  to 
the  physician  surveys. 

Since  the  last  survey,  a great  deal  of  public 
concern  has  been  focused  on  the  environment, 
with  pesticides  one  of  the  major  targets.  Be- 
cause of  this  concern,  the  use  of  a number  of 
chlorinated  hydrocarbons  such  as  DDT  have 
been  restricted,  thus  causing  increased  usage 
of  more  acutely  toxic  organophosphate  pesti- 
cides. 

The  purpose  of  this  follow-up  study  was  to 
examine  changes  in  pesticide  morbidity  or 
distribution  of  poisonings  since  the  earlier 
survey. 

It  was  anticipated  that  this  re-examination 
might  also  evaluate  possible  effects  on 
poisonings  of  newly  enacted  pesticide  re- 
strictions, increased  public  awareness  of  pesti- 
cide hazards,  and  greater  usage  of  organo- 
phosphates. 

“This  work  supported  by  Environmental  Protection 
Agency  Contract  No.  68-03-0045. 

"Extern,  Associate  and  Associate  Professor,  Re- 
spectively, Section  of  Preventive  Medicine,  Medical 
University  of  South  Carolina,  Charleston,  South 
Carolina  29401. 


Methods 

One  thousand  one  himdred  and  twenty- 
seven  practicing  physicians  who  were  in  a 
specialty  or  practice  that  would  bring  them 
in  primary  contact  with  acute  pesticide  poison- 
ings were  selected  for  this  survey.  A letter 
was  sent  to  each  of  these  physicians  explaining 
the  objective  of  the  survey  and  requesting 
their  cooperation.  The  questionnaire  was  in 
the  form  of  a stamped,  addressed  post  card 
requesting  the  following  information: 

1.  The  number  of  pesticide  poisoning 
cases  treated  or  seen  in  the  last  12 
months. 

2.  The  opinion  of  the  physician  on 
whether  pesticide  poisonings  are  in- 
creasing, decreasing  or  remaining  the 
same. 

3.  Additional  remarks  if  desired. 

This  questionnaire  was  identical  to  the 
one  used  in  1969  to  allow  accurate  com- 
parison. 

Results  and  Discussion 

Of  1127  practicing  physicians  queried,  68S 
reported  they  had  treated  or  seen  627  cases  of 
pesticide  poisoning  in  the  12  months  ending 
July,  1971.  This  compares  with  572  poisonings 
reported  by  667  practitioners  in  1969.  Thirty- 
nine  per  cent  of  the  respondents  thought  that 
pesticide  poisonings  were  staying  about  the 
same  while  20  per  cent  indicated  a decrease 
and  only  6 per  cent  believed  there  was  an 
increase.  Thirty-five  per  cent  indicated  no 
opinion. 
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Table  1 

Pesticide  Poisoning  by  County 
1969  vs  1971 


County 

No.  Cases 
Reported 

Difference 
from  1969 

Abbeville 

13 

+12 

Aiken 

20 

+ 18 

Allendale 

2 

—18 

Anderson 

13 

+04 

Bamberg 

8 

+03 

Barnwell 

13 

+12 

Beaufort 

14 

+03 

Berkeley 

6 

+03 

Calhoun 

1 

—09 

Charleston 

22 

+ 10 

Cherokee 

7 

—03 

Chester 

8 

+06 

Chesterfield 

1 

—04 

Clarendon 

18 

+08 

Colleton 

13 

+08 

Darlington 

13 

—09 

Dillon 

11 

—03 

Dorchester 

0 

—04 

Edgefield 

4 

—04 

Fairfield 

9 

—03 

Florence 

35 

—19 

Georgetown 

3 

+02 

Greenville 

32 

—40 

Table  1 gives  the  incidence  of  pesticide 
poisonings  by  county.  The  leading  counties 
were  Marion,  Horry,  Orangeburg,  and 
Spartanburg  Counties  showing  the  greatest 
increase  since  1969  were  Marion,  Spartanburg, 
Orangeburg  and  Aiken.  Greenville,  Allendale, 
Oconee  and  York  Counties  led  the  State  in 
decreased  incidence.  Figure  1 gives  distribu- 
tion by  congressional  district.  Consistent  with 
the  previous  study,  was  District  VI  showing 
the  highest  incidence. 

Analysis  of  the  data  in  Table  2,  indicates 
little  difference  in  overall  State  rates  between 
1969  and  1971.  There  is,  however,  a rate  shift 
between  congressional  districts,  with  Con- 
gressional District  III  increasing  its  rate  by 
9 cases  per  100,000.  This  increase  may  be  due 
in  part  to  increased  response  from  physicians 
in  this  area.  District  VI,  which  has  the 


County 

No.  Cases 
Reported 

Difference 
from  1969 

Greenwood 

12 

+06 

Hampton 

12 

+11 

Horry 

54 

0 

Jasper 

1 

+01 

Kershaw 

9 

—02 

Lancaster 

3 

+01 

Laurens 

10 

+06 

Lee 

3 

—03 

Lexington 

24 

+02 

Marion 

56 

+37 

Marlboro 

8 

+03 

McCormick 

0 

0 

Newberry 

2 

+02 

Oconee 

6 

—17 

Orangeburg 

49 

+ 19 

Pickens 

10 

+08 

Richland 

26 

0 

Saluda 

2 

0 

Spartanburg 

41 

+20 

Sumter 

18 

+ 14 

Union 

0 

—01 

Williamsburg 

02 

—10 

York 

13 

—15 

Total 

627 

+55 

highest  rate  of  all  (48),  has  shown  no  sig- 
nificant fluctuation  in  rate  since  1969  and 
continues  to  lead  the  State  in  production  of 
corn,  cotton  and  tobacco.3  The  latter  two 
crops  require  intensive  pesticide  use  for  maxi- 
mum production. 

The  most  frequent  comment  made  by  par- 
ticipating physicians  was  that  the  public  was 
now  more  aware  of  the  dangers  of  pesticides 
and  used  them  with  more  caution. 

While  55  more  cases  were  reported  in 
1971  than  in  1969,  it  is  thought  that  physicians' 
indices  of  suspicion  may  have  increased  be- 
cause of  their  greater  awareness  of  pesticide 
hazards  in  South  Carolina. 

The  existence  of  a status  quo  for  the  rate 
of  pesticide  poisoning  within  South  Carolina 
in  the  face  of  more  restricted  pesticide  usage 
suggests  that  that  portion  of  the  population 
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dealing  with  pesticides  is  still  not  completely 
aware  of  the  hazards  of  pesticide  toxicity,  are 
ignoring  handling  instructions,  and  using  the 
pesticide  for  purposes  not  intended.  To 
illustrate  this,  two  case  studies  have  been 
selected. 

Case  I 

A nine  month  old  negro  male  was  transferred  from 
his  local  hospital  to  MUH  for  a seizure  disorder.  The 
child  had  apparently  been  in  a good  state  of  health 
until  17  days  prior  to  admission  when  he  began 
to  have  nausea  and  vomiting  with  diarrhea.  On  the 
fourteenth  day  prior  to  admission,  the  patient  awoke 
in  the  middle  of  the  night  crying,  “foaming  at  the 
mouth”  and  “shaking  all  over”.  He  was  admitted  to 
the  local  hospital  in  a comatose  condition  and  was 
treated  with  Lincomycin  and  Chloramphenicol  for 
right  upper  lobe  infiltrate  and/or  atelactasis.  At  this 
time,  the  patient  was  also  treated  for  acute  gastro- 
enteritis. No  further  seizure  activity  was  noted,  and 
he  was  discharged  one  week  prior  to  admission.  He 
did  well  following  his  discharge  until  one  day 
prior  to  admission,  when,  at  approximately  7:00  P.M., 
he  began  to  cry,  “foam  at  the  mouth”,  and  “shake 
all  over”  with  both  fecal  and  urinary  incontinence. 
The  eyes  “rolled  up  and  down”  representing  question- 
able verticle  nystagmus.  Seizure  activity  lasted  a 
minimum  of  15  minutes,  and  was  controlled  by  an 
unknown  injection  on  admission  to  the  local  hospital. 
The  patient  was  found  to  be  unresponsive,  and  both 
pupils  were  noted  to  be  pinpoint.  The  patient  was 
then  transferred  to  MUH  for  further  evaluation. 

Family  History:  The  father  is  a farmer  who  used 
pesticides  for  his  cotton  crop.  The  mother  also  used 
these  insecticides  in  the  house  to  kill  roaches.  It  is 
believed  the  patient  came  into  contact  with  the 
insecticide  as  he  crawled  on  tire  floor.  The  patient 
has  one  sibling  3 years  old  who  is  living  and  well. 


FIGURE  I 

NUMBER  OF  PESTICIDE 
POISONINGS  BY 
CONGRESSIONAL  DISTRICTS 


Physical  examination  revealed  a well  developed, 
well  nourished  colored  male  who  was  obtunded  and 
listless  with  temperature  of  105.4°  per  rectum, 
respiration  40 /min  and  heart  rate  of  240/min.  Pin- 
point pupils  were  noted  with  extraocular  motility 
intact.  The  neck  showed  some  resistance  to  anterior 
flexion,  deep  reflexes  +2  bilaterally  and  Babinskis 
not  present.  Extremities  had  full  range  of  motion 
and  no  sensory  or  motor  disturbances  were  deter- 
mined. 

Initial  pesticide  studies  showed  a plasma  chol- 
inesterase level  of  0.88  micromoles /min/ml  (normal 
2. 2-5. 2 u moles/min/ml)  and  a RBC  cholinesterase 
of  4.55  micromoles /min/ml  (normal  8.4  to  16.0  u 
moles/min/ml).  The  patient  was  given  PAM  350 
mgm  IV  diluted  in  60  cc’s  of  saline  over  a one  hour 
period  with  a marked  increase  in  muscle  strength 
noted.  Blood  drawn  4%  hours  after  PAM  therapy 


Table  2 

Pesticide  Poisonings  Per  100,000  Population® 
by  Congressional  Districts 
1969  vs  1971 

Rate/ 100,000 

Congressional  Population 


District 

1969 

1971 

Difference 

I 

14 

18 

+04 

II 

22 

28 

+06 

III 

12 

21 

+09 

IV 

21 

18 

—03 

V 

18 

17 

—01 

VI 

49 

48 

—01 

State 

22 

25 

+03 

“Population  based  on  1970  U.  S.  Census 
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showed  plasma  cholinesterase  of  .68  u moles/min/ml 
and  RBC  cholinesterase  of  4.2  u moles/min/ml.  A 
lumbar  puncture  showed  spinal  fluid  within  normal 
limits.  Cultures  of  rectum,  throat,  spinal  fluid,  blood 
and  naso-pharynx  were  all  negative.  EEG  tracing 
showed  no  definite  focal  abnormality  or  seizure 
activity.  Blood  chemistry  revealed  BUN  45  mg 
percent,  glucose  164  mg  percent  (after  IV  glucose), 
liver  function  studies  within  normal  limits,  serum 
calcium  9.7  mg/ 100  ml  and  serum  phosphorus  8.4 
mg/100  ml  (normal  range  for  infants  in  first  year 
up  to  6.0  mg/ 100  ml). 

The  patient’s  hospital  course  was  essentially  un- 
complicated after  early  stabilization.  On  the  day 
after  admission  he  was  afebrile  and  tolerated  his  diet 
well.  He  remained  active  and  alert,  with  good  muscle 
strength  throughout  the  hospitalization. 

On  the  fourth  day  after  admission,  plasma 
cholinesterase  was  2.34  u moles/min/ml  and  RBC 
cholinesterase  was  1.72  u moles/min/ml.  A sample 
of  the  suspected  pesticide  obtained  from  the  father 
showed  methyl  parathion  — 20.0  per  cent  and  ethyl 
parathion  37.7  per  cent.  The  patient  was  then 
discharged  to  the  care  of  his  family  physician,  with 
the  diagnosis  of  parathion  and  methyl  parathion 
poisoning. 

A three  month  followup  reports  the  infant  to  be 
asymptomatic  and  thriving  well. 

Case  II 

The  following  history  was  obtained  from  a number 
of  sources  of  good  reliability. 

A young  negro  male  who  was  employed  at  a 
pesticide  formulation  plant  had  been  emptying  50 
pound  bags  of  15  per  cent  wettable  powder  Para- 
thion into  a small  bag  hopper  and  was  seen  using 
his  bare  hands  to  smooth  the  pile.  He  wore  no  pro- 
tective clothing  and  was  attired  only  in  short  sleeved 
shirt,  trousers,  shoes  and  socks,  and  no  hat.  Later 
that  afternoon  he  complained  of  a pain  in  his  side 
along  with  feeling  weak  and  tired.  It  was  noted  that 
he  was  wet  with  perspiration.  He  was  urged  to  bathe 
and  change  his  clothes,  but  he  refused  and  went 
home  early  without  washing.  At  10:30  that  evening 
he  was  seen  by  a friend  who  got  some  orange  juice 
for  him.  He  was  next  seen  around  7:00  A.M.  lying 
across  his  bed,  dead. 

Gross  autopsy  revealed  only  miosis  and  acute 
pulmonary  edema.  However,  toxicology  reports 
showed  a whole  blood  cholinesterase  level  of  0.62 
u m/min/ml  (normal  for  RBC  8.4-16  u m/min/ml) 
in  a blood  clot  from  the  heart,  a level  of  68.63  ppb 


1.  Keil,  J.  E.,  Sandifer,  S.  H.,  Gadsden,  R.  H.:  Pesti- 
cide morbidity  in  South  Carolina,  J S Carolina 
Med  Ass  66:69-70,  March,  1970. 

2.  Peitsch,  R.  L.,  Finklea,  J.  F.,  Keil,  J.  E.:  Pesticide 


of  parathion  in  the  brain,  and  105.8  ppb  paranitro- 
phenol,  a breakdown  product  of  parathion,  in  the 
urine.  It  was  also  noted  that  the  blood  analysis  done 
two  and  four  months  prior  to  death  showed  sig- 
nificant lowering  of  whole  blood  cholinesterase  levels. 

These  toxicology  values  along  with  history  and 
post  mortum  findings  were  all  consistent  with 
acute  parathion  poisoning. 

Summary  and  Conclusions 

A post  card  survey  of  1,127  South  Carolina 
physicians  to  determine  incidence  of  pesticide 
morbidity  indicated  627  cases  of  acute  pesti- 
cide poisoning  in  a 12  month  period.  Although 
this  was  55  more  cases  than  the  1969  survey, 
the  rates  changed  very  little  for  the  state  over- 
all. However,  Congressional  District  III  in- 
creased in  rate  significantly  since  1969.  Con- 
gressional District  VI  still  had  the  highest 
rate,  being  almost  twice  as  great  as  the  state 
rate.  Thirty-nine  per  cent  of  the  respondents 
thought  that  pesticide  poisonings  were  staying 
the  same  while  20  per  cent  indicated  a de- 
crease and  69  per  cent  believed  there  was  an 
increase. 

Acute  pesticide  poisoning  is  not  the  rarity 
it  was  once  thought  to  be  with  the  incidence 
in  the  same  range  as  tuberculosis  or  syphillis. 
The  recognition  of  this  fact  is  important  to 
the  physician  who  must  make  the  diagnosis. 
To  aid  the  physician,  the  South  Carolina  Pesti- 
cide Program  provides  diagnostic  services  not 
available  in  many  parts  of  the  state.  The 
Medical  University  in  Charleston"  provides 
diagnostic  tests  such  as  blood  cholinesterase 
and  a screen  for  organophosphates  and  hydro- 
carbons, as  well  as  consultation  for  diagnosis 
and  treatment.  Through  better  education  of 
the  public  as  well  as  physicians,  it  is  hoped 
that  a decrease  in  both  pesticide  morbidity 
and  mortality  may  be  seen  soon. 

°S.  C.  Community  Pesticide  Study 
Medical  University  of  South  Carolina 
80  Barre  Street 
Charleston,  South  Carolina 
Telephone  792-2282 
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Ass  64:225-228,  June,  1968. 
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A 61  year  old  Negro  male  was  admitted  to 
the  Charleston  Veterans  Administration  Hos- 
pital on  October  28,  1970  with  a two  month 
history  of  gradually  increasing  dyspnea  on 
exertion  and  generalized  weakness.  Con- 
comitantly he  had  experienced  a fifty  pound 
weight  loss.  Three  weeks  prior  to  admission 
the  patient  had  the  insidious  onset  of  a non- 
productive cough,  sporadic  dizziness,  and 
right  anterior  pleuritic  chest  pain. 

Past  history  revealed  no  known  exposure 
to  toxic  industrial  compounds  or  tuber- 
culosis. He  had  pneumonia  once  as  a teen- 
ager without  sequelae  and  had  a two  year 
history  of  hypertension  without  treatment. 
Until  the  onset  of  this  illness  he  had  worked 
as  a bakery  delivery  truck  driver  between 
Charleston  and  Savannah,  Georgia.  He  also 
gave  a history  of  moderately  severe  alcoholic 
intake. 

Physical  examination  on  admission  re- 
vealed a thin,  chronically  ill  appearing 
Negro  male  in  moderate  respiratory  distress 
with  a blood  pressure  of  120/70,  regular 
pulse  of  90,  oral  temperature  of  98.8°F, 
respiratory  rate  of  30  and  a weight  of  107 


pounds.  Pertinent  positive  physical  findings 
included:  bilateral  basilar,  crepitant  rales 
(right  greater  than  left)  without  consolida- 
tion, a II/VI  systolic  ejection  heart  murmur 
heard  best  along  the  left  sternal  border  with- 
out radiation,  and  a minimally  palpable 
nontender  liver.  There  was  no  evidence  of 
cyanosis  or  clubbing. 

Leucocyte  count  on  admission  revealed 
12,200  neutrophiles  with  slight  left  shift. 
Hemoglobin  11.2  gm  percent  and  hematocrit 
35  percent.  Urinalysis  was  normal.  Electro- 
lytes, blood  urea  nitrogen  and  fasting  blood 
sugar  were  normal.  Direct  smear  of  sputum 
for  acid  fast  bacilli  and  potassium  hy- 
droxide preparations  for  fungi  were  nega- 
tive. Liver  function  tests  on  October  29 
including  bilirubin,  total  protein,  alkaline 
phosphatase,  and  transaminases  were  within 
normal  limits.  Serum  calcium  and  phos- 
phorus were  normal.  On  November  3 blood 
gas  studies  revealed  a pLI  of  7,490;  PO2  of 
64.2 ; PCOo  of  34.0 ; and  02  saturation  of 
93  percent.  Sputum  smear  revealed  numerous 
leucocytes,  Gram-positive  rods,  and  Gram- 
positive cocci  in  pairs  and  tetrads ; culture 
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grew  Alpha  Streptococcus.  A repeat  leu- 
cocyte count  revealed  15,600  neutrophiles 
with  left  shift,  hemoglobin  of  12.3  gm  per- 
cent and  hematocrit  of  39  percent. 

Cytological  examinations  of  the  sputum 
on  three  occasions  were  negative.  Chest  x-ray 
examination  on  admission  revealed  “an  ex- 
tensive pneumonic  infiltrate  in  both  lower 
lung  fields  and  calcification  of  the  aortic 
arch”.  Spine  films  revealed  osteoarthritis  of 
the  thoracic  segment  and  osteoporosis  of  the 
lumbar  segment.  Repeat  chest  films  six  days 
later  revealed  “bilateral  pneumonitis,  essen- 
tially unchanged”. 

The  patient  was  treated  initially  with 
oxygen  as  needed,  bedrest,  positive  pressure 
breathing  and  Robitussin.  On  November  7 
the  patient  had  two  bouts  of  severe,  non- 
radiating, left  chest  pain  with  moderate 
dyspnea.  Chest  x-ray  films  revealed  a 30 
percent  left  pneumothorax.  Chest  tubes  were 
inserted  with  some  technical  difficulty,  and 
the  pneumothorax  progressed  to  a mild  left 
hydropneumothorax.  This  was  gradually 
relieved.  Due  to  violation  of  the  chest  space 
on  three  occasions  the  patient  was  started 
on  Ampicillin  500  mgm  by  mouth  four  times 
daily  on  November  10.  Pulmonary  medical 
consultation  was  obtained  and  it  was  felt 
that  vigorous  antibiotic  therapy,  combined 
with  bronchodilators,  and  positive  pressure 
breathing  should  be  used  and  if  no  improve- 
ment in  one  week,  then  open  lung  biopsy  be 
performed.  Diagnoses  entertained  were  con- 
gestive heart  failure  with  chronic  obstructive 
pulmonary  disease,  viral  pneumonitis,  alveo- 
lar proteinosis,  and  alveolar  cell  carcinoma. 
During  his  entire  hospitalization  the  basilar 
pneumonitis  did  not  change;  however  there 
was  good  re-expansion  of  the  left  lung.  He 
then  gradually  deteriorated  with  daily  fever 
spikes  to  101°F  and  increasing  dyspnea. 
PPD,  histoplasmosis  and  blastomycosis  skin 
tests  were  negative.  Prednisone  and  isouia- 
zide  therapy  was  started  on  November  13 
with  no  improvement.  The  patient’s  weight 
on  admission  was  107  pounds  and  on  Novem- 
ber 14  was  931/2  pounds.  The  patient  expired 
unexpectedly  20  days  after  admission. 

Dr.  Johnson:  A 61  year  old  Negro  male 


was  sick  for  approximately  two  months  with 
symptoms  of  dyspnea  and  generalized  weak- 
ness. He  had  lost  about  fifty  pounds.  Three 
weeks  prior  to  admission  to  the  Veterans 
Administration  hospital  in  October  he  noted 
a non-productive  cough  and  right  pleuritic 
chest  pain.  There  seems  to  be  no  significant 
past  history.  The  pertinent  physical  findings 
were  that  he  was  thin,  chronically  ill  and  in 
some  respiratory  distress  with  a respiratory 
rate  of  30  per  minute.  There  were  bilateral 
basilar,  crepitant  rales  and  he  had  a 2/6 
ejection  systolic  murmur  along  the  left  ster- 
nal border.  He  had  no  cyanosis  and  no  club- 
bing. 

Pertinent  laboratory  information  was  a 
hematocrit  of  35  with  12,200  leucocytes  with 
a shift  to  the  left.  Smears  of  the  sputum 
were  negatve  for  acid  fast  bacilli  and  fungi 
and  bacterial  cultures  grew  normal  flora. 
The  PPD  and  skin  tests  for  blastomycosis 
and  histoplasmosis  were  negative.  Liver 
function  tests  were  within  normal  limits. 
Arterial  blood  gases  revealed  a P02  of  64.2 ; 
and  PCO2  of  34.0.  The  x-ray  films  of  the 
chest  revealed  a diffuse  bilateral  infiltrative 
process  in  both  lower  lung  fields.  We  will 
ask  Dr.  Griffin  to  help  us  with  his  interpreta- 
tion of  the  chest  films. 

Dr.  Griffin:  The  first  film  on  the  28th 
day  of  October,  at  the  time  of  his  admission 
was  followed  by  a series  of  films  until  the 
17th  of  November  shortly  before  he  died. 
Actually,  throughout  this  period  there  is 
virtually  no  change  in  the  appearance  of  the 
chest,  with  one  exception,  and  that  is  that 
on  the  6th  of  November  he  developed  a left 
pneumothorax.  Throughout  the  study  we  see 
a diffuse  infiltrative  process  primarily 
through  the  lower  lung  fields  which  has  the 
appearence  of  an  alveolar  infiltrative  pro- 
cess. We  think  about  a number  of  things 
when  we  see  a pattern  like  this.  The  first 
would  be  a very  marked  diffuse  pneumonia, 
but  he  had  been  sick  a long  time  and  we  see 
no  change  in  three  weeks  so  that  we  can  dis- 
count any  usual  type  of  pneumonia,  bac- 
terial or  viral.  We  then  go  to  some  of  the 
more  unusual  things  and  with  a pattern  like 
this  we  would  consider  pulmonary  alveolar 
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proteinosis.  This  produces  a very  diffuse 
alveolar  pattern  and  frequently  the  individ- 
ual is  clinically  not  nearly  as  sick  as  he 
appeared  radiographically.  Certainly  this  is 
the  situation  here,  for  from  the  appearance 
of  these  films  we  are  surprised  that  he  even 
walked  into  the  hospital.  This  pattern  is  also 
consistent  with  pulmonary  edema,  but  T 
think  we  can  eliminate  this  in  view  of  the 
longstanding  situation.  In  Goodpasture’s 
syndrome  the  patient  gets  alveolar  infiltrates 
like  this  but  this  is  a disease  usually  in 
young  men  and  related  to  renal  disease.  This 
man  is  neither  young  nor  do  we  have  any 
indication  of  renal  disease  so  this  is  highly 
unlikely.  Another  entity  has  been  described 
recently,  hyaline  membrane  disease  in  the 
adult,  of  obscure  etiology  but  sometimes  re- 
lated to  chronic  respiratory  illnesses  or  pos- 
sibly linked  to  oxygen  therapy.  In  any  event 
as  this  was  present  when  he  came  into  the 
hospital  the  latter  is  eliminated,  but  hyaline 
membranes  could  have  developed  as  a com- 
plicating factor  of  some  long  term  pneu- 
monic infection.  Hemosiderosis  might  give  a 
somewhat  similar  appearance.  Another  quite 
unusual  entity  which  I think  we  have  to 
give  very  serious  consideration  is  infestation 
by  pneumocystis  carinii.  This  infection  will 
produce  this  very  diffuse  alveolar  infiltra- 
tive process  which  shows  little  change  over 
a period  of  time  and  often  gives  a pulmonary 
appearance  which  appears  worse  than  the 
actual  clinical  appearance  of  the  patient.  In 
summation,  I think  the  two  things  that  I 
would  put  first  as  most  likely  radiographic- 
ally are,  first,  pulmonary  alveolar  protein- 
osis and,  second,  pneumocystis  carinii. 

Question:  What  about  scleroderma1? 

Dr.  Griffin:  Scleroderma  would  not  give 
an  appearance  like  this.  Scleroderma  might 
produce  serositis  and  interstitial  thickening 
but  would  not  fill  the  alveoli  with  some  type 
of  fluid  or  proteinaceous  material  which  is 
occurring  almost  throughout  both  lower  lung 
fields. 

Question:  Does  disseminated  sarcoidosis 
give  you  this  type  of  appearance  ? 

Dr.  Griffin:  No,  disseminated  sarcoid  is  a 
granulomatous  pneumonitis  and  it  will  give 


multiple  tiny  nodular  densities  throughout 
the  lung  fields  but  this  is  a fluffy  intra- 
alveolar  exudative  process. 

Dr.  Johnson:  His  hospital  course  is  de- 
scribed and  as  there  was  difficulty  in 
placing  a chest  tube,  he  developed  a left 
hydrothorax.  He  was  placed  on  Ampicillin 
for  coverage.  I question  this  simply  because 
with  penetration  of  the  skin  certainly 
staphylococcus  would  be  the  logical  infecting 
agent  and  Ampicillin  is  effective  only 
against  non-pellicinase  producing  staphylo- 
cocci. Pulmonary  service  consultation  recom- 
mended open  lung  biopsy.  Their  diagnoses  at 
that  time  were  congestive  failure  with 
chronic  obstructive  pulmonary  disease,  viral 
pneumonia,  pulmonary  alveolar  proteinosis 
and  alveolar  cell  carcinoma.  It  was  noted 
that  the  patient  had  fever  present  daily, 
beginning  two  days  after  admission  and 
continuing  until  death.  He  had  increased 
dyspnea,  deteriorated,  and  continued  to  lose 
weight  without  response  to  prednisone  and 
isoniazide.  No  one  seemed  to  know  the  diag- 
nosis the  time  he  died,  twenty  days  after  ad- 
mission, I think  it  is  of  the  utmost  impor- 
tance with  this  type  of  process  to  decide  just 
how  sick  the  patient  is.  After  you  have  done 
preliminary  studies  and  haven’t  come  up 
with  a diagnosis  the  next  step  is  to  do  a lung 
biopsy.  This  is  especially  true  with  someone 
who  is  ill  and  has  fever  because  it  may  be 
due  to  numerous  things  that  might  be 
treated.  This  man  had  lost  about  50  pounds, 
he  obviously  was  deteriorating,  he  was 
dwindling  away.  I think  he  should  have  had 
a lung  biopsy  as  soon  as  possible ; his  POo 
was  decreased  which  would  go  along  with 
infiltrative  process,  but  his  02  saturation 
was  Tip  to  around  90  percent  so  he  prob- 
ably should  have  had  a lung  biopsy  at  that 
time.  Liver  biopsy  is  frequently  helpfid  in 
the  diagnosis  of  miliary  tuberculosis.  This 
patient  was  started  on  anti-tuberculous  ther- 
apy which  I agree  with.  The  problem  of 
differential  diagnosis  in  such  a case  is  a vast 
one.  You  have  to  consider  bacterial  and  viral 
diseases,  both  of  these  being  unlikely  from 
the  chronicity  of  the  course.  Certainly  it 
would  be  most  unusual  for  the  commonplace 
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bacteria  to  produce  this  picture.  Viral  dis- 
eases such  as  herpes  or  varicella  pnuemonia 
would  be  rare  in  the  absence  of  immuno- 
suppressive therapy  or  fairly  obvious 
malignancy.  An  allergic  manifestation  does 
not  seem  reasonable.  There  is  no  history  of 
allergies  and  no  known  occupational  ex- 
posure. The  disease  certainly  was  progressive 
while  he  was  in  the  hospital  and  away  from 
his  usual  environment.  Fungal  disease  cer- 
tainly has  to  be  considered  and  crypto- 
cocosis  certainly  would  be  most  likely  in  this 
patient  with  this  type  of  illness.  The  other 
fungal  diseases  such  a histoplasmosis  could 
posssibly  produce  this  picture,  but  crvpto- 
coccus  is  the  choice  if  its  a fungal  disease. 
Inhalation  diseases  are  not  supported  by  any 
history.  Collagen  diseases  such  as  periarteri- 
tis and  scleroderma  certainly  are  possibili- 
ties, but  would  probably  produce  a different 
type  of  infiltration.  Lymphangitic  carcino- 
matosis needs  to  be  considered  in  this 
patient.  Occult  tumors  of  thyroid,  bronchus, 
breast,  kidney  and  gastrointestinal  tract  may 
spread  to  lung  and  the  primary  not  be  dis- 
covered by  routine  procedures.  Miliary 
tuberculosis  will  fool  you  sometimes  and  you 
will  miss  this  diagnosis.  I agree  that  in  pa- 
tients that  are  deteriorating  and  have  pul- 
monary involvement,  regardless  of  your 
impression,  and  even  without  the  appropri- 
ate x-ray  picture  should  be  covered  with 
anti-tuberculous  therapy  as  this  patient  was 
late  in  his  illness.  I wish  to  mention  several 
points  about  diagnosing  fungal  pneumonia, 
cryptococcus  being  the  most  likely  in  this 
case.  Most  physicians  think  that  after  they 
have  done  the  blasto,  histo  and  coccidial 
skin  tests  and  sent  one  sputum  over  for 
organisms  that  they  have  done  a fungal 
work-up.  Crvptococcus  has  no  skin  test  to 
begin  with  and  it  is  difficult  to  diagnose 
any  of  the  fungal  diseases  by  skin  tests 
when  they  are  disseminated  because  fre- 
quently the  tests  will  be  negative  so  that  one 
needs  to  have  a tissue  diagnosis.  One  must 
have  a biopsy  or  repeated  cultures  most  of 
the  time  to  make  a diagnosis.  Also  be  sure 
to  draw  a tube  of  blood  for  serology  before 
doing  a skin  test  because  a skin  test  will 


often  elevate  the  titer.  We  have  to  consider 
infection  by  pneumocystis  carinii  next.  This 
is  a very  interesting  disease  probably  a para- 
site. In  recent  reviews  at  the  National  Insti- 
tutes of  Health  this  was  the  most  common 
cause  of  pneumonia  in  patients  who  were 
receiving  immunosuppressive  therapy.  It  can 
only  be  diagnosed  in  an  adult  by  biopsy  of 
the  lung  with  special  stains.  We  don’t  have 
any  evidence  in  this  patient  of  altered  host 
resistance,  but  he  might  have  a malignancy 
somewhere  or  he  may  have  had  some  other 
immunological  problem  that  we  have  not  un- 
covered. The  reason  for  emphasis  on  this  dis- 
ease is  that  treatment  is  available.  Penta- 
midine isethionate  has  been  an  effective 
treatment  at  the  National  Institutes  of 
Health.  Their  patients  who  have  diffuse 
infiltrative  pneumonia  on  whom  a lung 
biopsy  cannot  be  done  for  whatever  reason 
are  started  on  pentamidine  isethionate  along 
with  therapy  for  miliary  tuberculosis.  They 
don’t  wait  to  do  a biopsy.  We  might  mention 
that  some  cases  in  children  have  been  diag- 
nosed by  methenamine  silver  stains  on 
tracheal  aspirates.  It  would  be  unusual  to 
have  this  disease  in  a patient  who  had  not 
had  immuno-suppressive  therapy  or  did  not 
have  altered  host  resistance,  but  it  has 
occurred.  There  has  been  an  episode  of  two 
individuals  in  one  family  to  die  with 
pneumocystis  pneumonia  whom  so  far  as 
could  be  determined  had  no  immunological 
problem.  Histiocytosis  X or  eosinophilic 
granuloma  has  to  be  considered  in  this  case. 
However,  it  usually  involves  the  upper  lobes 
and  is  more  common  in  women.  Pneumo- 
thorax is  common  in  this  disease  and  this  pa- 
tient did  have  episodes  of  pain,  probably  on 
the  basis  of  recurrent  pneumothorax.  Al- 
though this  is  probably  not  the  diagnosis,  it  is 
worthy  of  mention.  Hamman-Rich  syndrome 
or  necrotizing  alveolitis  has  to  be  included 
in  the  differential  diagnosis.  It  begins  like 
this  in  the  lower  lobes  and  occurs  in  the  40 
to  60  age  group.  Usually  such  patients  have 
more  hypoxia  or  cyanosis  than  this  patient 
had.  Sarcoidosis  usually  produces  a nodular 
pattern  but  I have  seen  it  produce  an 
alveolar  pattern  without  any  hilar  lymph 
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node  involvement.  Certainly  this  could  be 
one  of  the  presentations  of  sarcoidosis. 
Alveolar  proteinosis  certainly  has  to  be  con- 
sidered in  the  differential  diagnosis.  The 
x-ray  films  suggest  pulmonary  edema  except 
the  heart  was  not  enlarged  and  there  is  no 
pulmonary  vascular  congestion.  The  oldest 
patient  with  alveolar  proteinosis  entered  in 
the  literature  was  72,  most  of  them  were 
much  younger.  This  disease  is  predominantly 
of  Caucasians  although  twelve  Negroes  have 
had  the  disease,  so  I think  it  must  be  men- 
tioned. Desquamative  interstitial  pneumonia 
produces  recurrent  pneumothorax  but  pa- 
tients with  this  disease  usually  do  not  have 
fever,  and  do  not  pursue  the  kind  of  course 
this  patient  had,  but  it  is  a possibility.  Only 
three  cases  of  exfoliative  broncho-alveolar 
disease  have  been  reported.  These  patients 
have  recurrent  pneumothorax  and  present  as 
disseminated  interstitial  pneumonia  with 
fever,  chest  and  back  pain.  Several  of  those 
reported  declined  and  died  after  being 
placed  on  cortico-steroid  therapy.  Cyto- 
megalic viral  pneumonia  is  certainly  a dis- 
ease to  be  considered  in  patients  receiving 
immuno-suppressive  therapy.  It  usually 
occurs  in  combination  with  another  disease, 
frequently  in  combination  with  pneumo- 
cvstis  pneumonia  and  we  might  have  both  of 
of  those.  The  rare  disease  diffuse  lympho- 
cytic pneumonia,  or  so-called  pseudo- 
lymphoma of  which  about  five  cases  have 
been  reported  causes  recurrent  pneumo- 
thorax. My  choice  in  this  patient  is  pneumo- 
cystic  carinii  pneumonia  possibly  compli- 
cated by  cytomegalic  virus  inclusion  disease 
or  toxoplasmosis.  The  patient  probably  had 
some  type  of  immunologic  problem,  but  I 
am  sure  that  the  nature  of  this  is  going  to  be 
established  by  the  autopsy  findings. 

Dr.  Gardner:  Are  there  any  comments  or 
questions  from  the  staff  or  students'? 

Student:  Please  comment  on  the  pos- 
sibility of  Wegener’s  granulomatosis. 

Dr.  Johnson:  Wegner’s  usually  produces  a 
characteritsic  cavitating  nodularity  on  x-ray 
examination  with  clinical  and  laboratory 
evidence  of  renal  involvement. 


Dr.  Gardner:  Dr.  Blanding  will  present 
the  autopsy  findings. 

Dr.  Blanding:  FINAL  PATHOLOGICAL 
DIAGNOSES:  PNEUMOCYSTIS  CARINII 
PNUEMONIA.  CYTOMEGALOVIRUS  IN- 
FECTION OF  LUNGS.  FAHR’S  DISEASE 
OF  BRAIN. 

The  main  pathologic  changes  in  this  pa- 
tient were  limited  to  the  lungs  and  brain. 

Upon  opening  the  thoracic  cavity  there 
were  no  pleural  effusions  or  adhesions.  The 
lungs  did  not  collapse  and  were  firm  to  pal- 
pation. The  combined  weight  of  the  lungs 
and  lower  trachea  was  2980  grams.  There 
were  no  thrombo-emboli  within  the  pul- 
monary vasculature.  Opening  the  major  air- 
ways revealed  no  evidence  of  pulmonary 
edema  or  bronchitis.  The  parenchyma  cut 
with  moderate  resistence,  particularly  in  the 
lower  lobes,  and  the  basal  portions  of  the 
upper  lobes.  Cut  surfaces  were  pink  to  tan, 
dry,  and  granular  and  no  exudate  could  be 
scraped  from  the  surfaces.  (Figure  1) 

Low  power  microscopic  evaluation  demon- 
strated large  amounts  of  intra-alveolar  exu- 
date, apd  conspicuously  thickened  alveolar 
septae.  (Figure  2)  The  exudates  were  foamy 
or  “honey-combed”  in  appearance  and 
usually  separated  from  the  alveolar  septae 
by  a clear  space.  There  was  a conspicuous 
absence  of  inflammatory  infiltration  of  the 
supporting  stroma.  (Figure  3) 

Numerous  pneumocytes  contained  large 
intra-nuclear  inclusions  consistent  with  an 


Figure  1.  Photograph  of  cut  surface  of  right 
lung.  Note  the  sharply  demarcated,  affected 
areas. 
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Figure  2.  Low  power  view  of  right  lower  lobe. 
Note  the  marked  intra-alveolar  exudate  and  the 
thickened  alveolar  septae.  H&E  x 50. 
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Figure  3.  High  power  view  of  foamy  alveolar 
exudate  and  thickened  septae  without  inflam- 
matory response.  H&E  x 300. 


anatomic  diagnosis  of  cytomegalovirus  in- 
fection. (Figure  4) 

Special  stains  revealed  the  intra-alveolar 
exudate  to  be  strongly  PAS  positive  and  a 
methenamine  silver  stain  showed  the  char- 
acteristic organisms  of  Pneumocystis  carinii. 
(Figure  5) 

Pulmonary  infection  with  pneumocystis  is 
usually  related  to  depression  of  the  reticulo- 
endothelial system  and  has  usually  been 
described  in  association  with  malignancies 
of  that,  system  or  concomitantly  with  the  use 
of  immunosuppressive  therapy. 

Clinically,  most  infections  start  insidiously 
with  a nonproductive  cough,  and  without 
other  toxic  symptoms.  There  is  no  age  or 
sex  predominance.  Pulmonary  function 
studies  reveal  a decreased  compliance  with 
an  alveolar-capillary  block.  A diagnosis  is 
rarely  accomplished  by  sputum  examination 
or  needle  biopsy.  However,  open  lung  biopsy 
with  the  use  of  touch  preparations  has 
yielded  excellent  results. 

The  nosobiologic  classification  of  pneu- 
mocystis is  unknown  due  to  the  fact  that  it 
cannot  be  cultured  and  the  modes  of  trans- 
mission have  not  been  elucidated.  Most 
authors  feel  the  organism  is  protozoan  due 
to  its  morphology  and  ubiquitous  distribu- 
tion in  the  animal  world. 

Grossly  the  lungs  have  been  heavy  and 
without  evidence  of  pleural  reaction.  The 
apices  are  usually  spared.  The  lower  lobes 
have  a rubbery  consistency,  and  cut  surfaces 


are  dry  and  granular  with  skip  areas  of  un- 
involved lung  tissue.  Microscopically  the 
alveoli  are  filled  with  a foamy  exudate,  and 
have  walls  which  are  thickened  and  without 
inflammatory  response.  Special  stains 
demonstrate  the  4-6  micron  oval  to  crescent 
shaped  organisms.  Electron  microscopy  have 
shown  the  cysts  to  contain  3 to  6 intracystic 
bodies,  each  containing  a presumed  “nu- 
cleus” and  “mitochondrion”.  Cytomegalo- 
virus has  been  frequently  seen  in  combina- 
tion with  the  Pneumocystis  organisms  and 
symbiosis  between  the  two  has  been  pro- 
posed. Chemical  analysis  of  lung  tissue  has 
revealed  a decrease  in  total  protein  (par- 
ticularly collagen  and  elastin)  and  a de- 
crease in  lipids  (cholesterols). 

Externally  the  brain  did  not  reveal  ab- 
normalities, however  on  multiple  coronal 
sections,  bilateral  areas  of  dense  calcification 
were  noted  in  the  basal  ganglia  and  dentate 
nuclei  of  the  cerebellum.  Microscopically 
the  calcium  deposits  were  primarly  located 
within  oligodendroglia.  Thus  a diagnosis  of 
non-arteriosclerotic  calcification  of  the  basal 
ganglia  and  dentate  nuclei  (Fahr’s  Disease) 
was  established. 

Dr.  Gardner:  I would  like  to  invite  any 
retrospective  comments,  particularly  follow- 
ing such  a perceptive,  accurate  clinical  diag- 
nosis. 

Dr.  Kelly  McKee:  The  autopsy  diagnosis 
emphasizes  the  necessity  for  lung  biopsy  in 
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Figure  4.  High  power  view  of  alveolar  septum 
showing  pneumocytes  with  intra-nuclear  inclu- 
sions of  cytomegalovirus.  Note  the  absence  of 
inflammatory  change.  PAS  x 300. 

such  a case.  Dr.  Johnson,  what  is  the  sur- 
vival rate  with  appropriate  therapy? 

Dr.  Johnson:  It  is  better  than  50  percent. 

Dr.  Gardner:  We  did  not  find  an  immuno- 
logical problem  at  autopsy.  Of  course,  mor- 
phologic evidence  for  known  immunological 
deficiencies  may  not  be  forthcoming  from 
a tissue  standpoint. 

Dr.  Stuart  Richardson:  Certainly  in 

hematology  there  is  essentially  no  correla- 
tion between  the  IgG  and  pneumocystis 
pneumonia.  The  bulk  of  the  cases  who  have 
developed  pneumocystis  pneumonia  have 
been  children  with  acute  leukemia  under 
therapy  or  the  occasional  case  of  terminal 
Hodgkin’s  Disease  in  the  lymphocytic  de- 


Figure 5.  High  power  view  of  exudate  showing 
the  characteristic  oval  and  crescent  shaped  organ- 
isms of  Pneumocystis  Carinii.  Methenamine  Sil- 
ver x 600. 

pletion  stage.  We  rarely  if  ever  have  an 
untreated  case  of  myeloma  for  instance  who 
develops  pneumocystis  infection.  We  could 
expect  this  sort  of  complication  to  develop 
in  a patient  with  a poor  cellular  reaction 
rather  than  an  IgG  deficiency. 

Dr.  Kelly  McKee:  Is  the  absence  of  in- 
flammatory exudate  in  the  areas  of  pneumo- 
cystis infection  an  indication  of  reticulo- 
endothelial  or  bone  marrow  deficiency? 

Dr.  Gardner:  I believe  it  would  be  gen- 
erally so  regarded,  although  there  are  other 
various  organisms  that  characteristically 
call  forth  very  little  inflammatory  response. 
This  patient  had  a good  leucocyte  response 
as  reflected  in  the  blood  count  and  the  bone 
marrow  was  normal. 
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Toward  More  Family  Practitioners 

Let  it  be  noted  that  while  this  page  deals  with  the  Medical  University  of  South  Carolina,  it 
falls  outside  of  the  troubled  field  of  controversy  of  which  all  readers  must  be  aware.  Its  purpose 
is  to  call  attention  to  the  very  worthwhile  efforts  to  provide  more  special  training  aimed  specifi- 
cally at  providing  family  practitioners  primarily  for  the  state,  but  also  for  whatever  areas  they 
might  choose. 

A little  over  a year  and  a half  ago  the  family  practice  residency  programs  were  established 
in  South  Carolina,  under  the  direction  of  Dr.  Hiram  Curry.  Expansion  of  activity  is  already 
taking  place  at  Greenville  and  Spartanburg,  and  talks  are  under  way  to  initiate  a program  at 
Columbia.  The  rise  in  popularity  of  the  family  practice  programs  has  been  meteoric.  The  Medical 
University’s  program,  a national  model,  now  is  authorized  to  train  36  residents,  and  has  become 
the  largest  in  the  nation.  Greenville  is  approved  for  27  residents,  and  Spartanburg  is  allotted 
24.  Each  program  has  a local  director  and  an  assistant  who  hold  faculty  appointments  in  the 
Department  of  Family  Practice  at  the  Medical  University  of  Soudi  Carolina.  The  addition  of 
training  of  physician  assistants  will  add  another  facet  to  the  activity. 

At  present  there  are  15  residents  at  the  Medical  University.  By  July  there  will  be  30.  One 
will  graduate  then.  Many  applications  from  excellently  qualified  candidates  have  been  received. 
Expansion  of  activity  is  limited  at  present  to  some  extent  by  the  lack  of  suitable  faculty  mem- 
bers. Since  it  is  recognized  that  residents  tend  to  remain  near  the  place  in  which  they  receive 
their  training,  the  prospects  for  the  areas  adjacent  to  the  training  centers  seem  to  be  promising. 

The  physicians  who  undergo  this  experience  all  seem  to  have  the  quality  of  desiring  a per- 
sonal relationship  with  patients  and  an  identity  with  a community.  This  trend  has  been  en- 
couraged by  the  establishment  of  local  foundations  which  furnish  funds  for  a prospective  doc- 
tor’s education  in  the  form  of  long  term  loans  without  interest  and  endeavor  during  the  course 
of  study  to  have  the  individual  physician  identify  himself  with  a specific  community. 

As  the  old  type  of  general  practitioner  declines,  this  new  breed  of  family  physicians  will 
offer  an  improved  and  badly  needed  service  to  the  people  of  South  Carolina. 

Joseph  I.  Waring,  M.D. 
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Campbell’s  Soups... 

wide  variety... for  limited  appetites 


Many  people  lose  interest  in  food  as  they  grow 
older.  Some  of  them  are  fussy  eaters — with  only 
a few  favorite  foods.  Others  become  indifferent 
to  foods — because  planning  and  preparing  meals 
becomes  a chore.  Here  Campbell’s  Soups  can  help 
— for  these  four  very  good  reasons: 

Appeal  With  a variety  of  tastes,  textures, 
aromas,  and  colors,  Campbell’s  Soups  can 
add  interest  and  appetite  appeal.  And  they’re 
easy  to  eat — ingredients  are  tender,  bite-size. 

Many  patients  on  special  diets  will  find  soups 
they  can  enjoy  among  the  more  than  50  dif- 
ferent varieties  available. 


Nourishment  Campbell’s  Soups  contain  selected 
meats  and  sea  foods,  best  garden  vegetables — 
carefully  processed  to  help  retain  their  natural 
flavors  and  nutritive  values. 

Convenience  Within  4 minutes  a bowl  of  deli- 
cious soup  is  heated  and  ready  to  eat. 

Economy  Campbell’s  Soups  are  inexpen- 
sive— an  important  consideration  to  those 
whose  budgets  are  limited. 

Recommend  Campbell’s  Soups  . . . and, 
of  course,  enjoy  them  yourself.  Remember, 
there’s  a soup  for  almost  every  patient  and 
diet  . . . and  for  every  meal. 


Break  the 
ulcer  circuit 
to  hyperacidity, 

hypermotility  and 
ulcer  pain. 


Pro-Banthine 

propantheline  bromide 

R Relief  Factor  in  Peptic  Ulcer 


Worry,  frustration,  job  pressure — all 
set  up  excessive  vagal  currents  in 
patients  with  peptic  ulcer. 

Pro-Banthine”insulates"  the  stom- 
ach, the  duodenum  and  the  lower 
intestinal  tract  — the  sites  where 
these  destructive  currents  take  their 
toll. 

This  "insulation"  helps  block  ex- 
cessive enteric  activity  and  acidity, 
thus  helping  to  provide  the  proper 
environment  for  the  healing  of  pep- 
tic ulcers. 

It's  nice  to  know  that  Pro-Banthine 


provides  this  protection  at  a dosage 
that  causes  little  or  no  discomfort 
and  that,  unlike  ataractic  agents,  Pro- 
Banthine  does  not  cloud  the  patient's 
awareness  or  thought  processes. 

By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Peptic  ulcer,  gastroenteritis, 
pylorospasm,  biliary  dyskinesia,  functional 
hypermotility  and  irritable  colon. 
Contraindications:  Glaucoma,  severe  cardiac 
disease. 

Precautions:  Since  varying  degrees  of  urinary 


hesitancy  may  occur  in  elderly  men  with  pros- 
tatic hypertrophy,  this  should  be  watched  for 
in  such  patients  until  they  have  gained  some 
experience  with  the  drug.  Although  never  re- 
ported, theoretically  a curare-like  action  may 
occur  with  possible  loss  of  voluntary  muscle 
control.  Such  patients  should  receive  prompt 
and  continuing  artificial  respiration  until  the 
drug  effect  has  been  exhausted. 

Side  Effects:  The  more  common  side  effects,  in 
order  of  incidence,  are  xerostomia,  mydriasis, 
hesitancy  of  urination  and  gastric  fullness. 

Dosaqe:  The  maximal  tolerated  dosage  is  usu- 
ally the  most  effective.  For  most  adult  patients 
this  will  be  four  to  six  15-mg.  tablets  daily  in 
divided  doses.  In  severe  conditions  as  many  as 
two  tablets  four  to  six  times  daily  may  be  re- 
quired. Pro-Banthine  is  supplied  as  tablets  of  15 
mg.,  as  prolonged-acting  tablets  of  30  mg.  and, 
for  parenteral  use,  as  serum-type  vials  of  30  mg. 
The  parenteral  dose  should  be  adjusted  to  the 
patient's  requirement  and  may  be  up  to  30  mg. 
or  more  every  six  hours,  intramuscularly  or  in- 
travenously. ig.« 
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Research  in  the  Service  ot  Medicine 
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Helps  control 
the  underlying  problem 
anxiety 


Miltown 

(meprobamate) 

when  reassurance  is  not  enough 


ndications:  Relief  of  anxiety  and  ten- 
ion;  adjunctively  in  various  disease 
fates  in  which  anxiety  and  tension  are 
nanifested;  and  to  promote  sleep  in 
inxious,  tense  patients. 
Contraindications:  Acute  intermittent 
jorphyria  and  allergic  or  idiosyncratic 
eactions  to  meprobamate  or  related 
impounds  such  as  carisoprodol,  meb- 
itamate,  tybamate,  carbromal. 

Warnings:  Drug  Dependence:  Physical 
ind  psychological  dependence  and 
ibuse  have  occurred.  Chronic  intoxica- 
ion,  from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads 
o ataxia,  slurred  speech,  vertigo.  Care- 
ully  supervise  dose  and  amounts  pre- 
scribed, and  avoid  prolonged  use, 
especially  in  alcoholics  and  addiction- 
)rone  persons.  Sudden  withdrawal  after 
erolonged  and  excessive  use  may  pre- 
:ipitate  recurrence  of  pre-existing 
symptoms  (e.g.,  anxiety,  anorexia,  in- 
somnia) or  withdrawal  reactions  (e.g., 
/omiting,  ataxia,  tremors,  muscle  twitch- 
ing, confusional  states,  hallucinosis; 
rarely  convulsive  seizures,  more  likely 
in  persons  with  CNS  damage  or  pre- 
existent or  latent  convulsive  disorders). 
Therefore,  reduce  dosage  gradually  (1- 
2 weeks)  or  substitute  a short-acting 
barbiturate,  than  gradually  withdraw. 
Potentially  Hazardous  Tasks:  Driving  a 
motor  vehicle  or  operating  machinery. 
Additive  Effects:  Possible  additive 
effects  between  meprobamate,  alcohol, 
and  other  CNS  depressants  or  psycho- 
tropic drugs.  Pregnancy  and  Lactation: 
Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards 
in  pregnancy,  nursing  mothers,  or 
women  of  childbearing  potential.  Ani- 


mal data  at  five  times  the  maximum 
recommended  human  dose  show  reduc- 
tion in  litter  size  due  to  resorption.  Mep- 
robamate appears  in  umbilical  cord 
blood  at  or  near  maternal  plasma  levels, 
and  in  breast  milk  at  levels  2-4  times 
that  of  maternal  plasma.  Children  Un- 
der Six:  Drug  not  recommended. 
Precautions:  To  avoid  oversedation,  use 
lowest  effective  dose,  particularly  in 
elderly  and/or  debilitated  patients.  Con- 
sider possibility  of  suicide  attempts;  dis- 
pense least  amount  of  drug  feasible  at 
any  one  time.  To  avoid  excess  accu- 
mulation, use  caution  in  patients  with 
compromised  liver  or  kidney  function. 
Meprobamate  may  precipitate  seizures 
in  epileptics. 

Adverse  Reactions:  Central  Nervous  Sys- 
tem: Drowsiness,  ataxia,  dizziness, 
slurred  speech,  headache,  vertigo, 
weakness,  paresthesias,  impairment  of 
visual  accommodation,  euphoria,  over- 
stimulation,  paradoxical  excitement, 
fast  EEG  activity.  Gastrointestinal:  Nau- 
sea, vomiting,  diarrhea.  Cardiovascu- 
lar: Palpitations,  tachycardia,  various 
forms  of  arrhythmia,  transient  ECG 
changes,  syncope;  also,  hypotensive 
crises  (including  one  fatal  case).  Aller- 
gic or  Idiosyncratic:  Usually  after  1-4 
doses.  Milder  reactions:  itchy,  urticarial, 
or  erythematous  maculopapular  rash 
(generalized  or  confined  to  groin). 
’ Others:  leukopenia,  acute  nonthrombo- 
cytopenic purpura,  petechiae,  ecchy- 
moses,  eosinophilia,  peripheral  edema, 
adenopathy,  fever,  fixed  drug  eruption 
with  cross  reaction  to  carisoprodol,  and 
cross  sensitivity  between  meproba- 
mate/mebutamate  and  meprobamate/ 
carbromal.  More  severe,  rare  hypersen- 


sitivity: hyperpyrexia,  chills,  angioneu- 
rotic edema,  bronchospasm,  oliguria, 
anuria,  anaphylaxis,  erythema  multi- 
forme, exfoliative  dermatitis,  stomatitis, 
proctitis,  Stevens-Johnson  syndrome; 
bullous  dermatitis  (one  fatal  case  after 
meprobamate  plus  prednisolone).  Stop 
drug,  treat  symptomatically  (e.g.,  possi- 
ble use  of  epinephrine,  antihistamines, 
and  in  severe  cases  corticosteroids). 
Hematologic:  Agranulocytosis  and 
aplastic  anemia  (rarely  fatal),  but  no 
causal  relationship  established.  Rarely, 
thrombocytopenic  purpura.  Other:  Ex- 
acerbation of  porphyric  symptoms. 
Usual  Adult  Dosage:  1200  to  1600  mg 
daily,  in  three  or  four  divided  doses; 
doses  above  2400  mg  daily  not  recom- 
mended. 

Overdosage:  Suicidal  attempts  with  me- 
probamate, alone  or  with  alcohol  or 
other  CNS  depressants  or  psychotropic 
drugs,  have  produced  drowsiness,  leth- 
argy, stupor,  ataxia,  coma,  shock,  vas- 
omotor and  respiratory  collapse,  and 
death.  Empty  stomach,  treat  symptomati- 
cally; cautiously  give  respiratory  assist- 
ance, CNS  stimulants,  pressor  agents 
as  needed.  Meprobamate  is  metabo- 
lized in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been 
used  successfully.  Carefully  monitor 
urinary  output;  avoid  overhydration;  ob- 
serve for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed 

absorption.  REV.  10/71 

Before  prescribing,  consult  package  cir- 
cular or  latest  PDR  information. 


kTTi  WALLACE  PHARMACEUTICALS 
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Editorial 


PHYSICIANS  AS  EXPERTS 

The  physician  by  the  nature  of  his  profes- 
sion encounters  various  problems  in  our  cul- 
ture. Not  the  least  of  these  involve  dealing 
with  the  unreal  qualities  or  abilities  which 
people  attribute  to  him.  The  various  healing 
cultists  who  use  the  title  Dr.  have  effectively 
demonstrated  their  awareness  that  these  fac- 
tors exist  in  their  exploitation  of  people  who 
fail  to  distinguish  between  them  and  the 
ethical  physician.  Usually  when  these  cultist 
groups  are  queried  they  respond  as  if  they  do 
believe  in  their  various  approaches  and  seem 
to  feel  this  belief  justifies  their  activity. 

While  unreal  qualities  attributed  to  cultists 
by  the  public  in  the  areas  of  the  healing 
processes  may  be  obvious  to  physicians,  it 
seems  to  be  not  so  obvious,  or  at  least  ac- 
knowledged, that  people  tend  to  attribute 
unreal  qualities  to  physicians  in  areas  other 
than  their  medical  expertise  as  well.  This  is 
certainly  not  to  suggest  that  physicians  can 
only  be  recognized  for  or  limited  to  expertise 
in  the  medical  area,  but  rather  that  they  may 
not  necessarily  be  uniquely  endowed  in  some 
unknown  fashion  to  be  experts  about  every- 
thing. The  fact  that  people  may  seem  to  want 
or  need  to  believe  otherwise  at  times,  and  may 
well  flatter  or  help  deceive  the  physician  into 
believing  or  accepting  their  misrepresentation 
of  himself,  may  lead  to  problems  for  the  physi- 
cian who  so  becomes  the  self  ordained  all 
around  “expert”. 

A physician  with  a lack  of  circumspection 
may  accept  this  role,  however  it  is  at  this  point 
that  he  may  well  become  the  victim  of  a set 
of  circumstances  which  is  part  of  a well  recog- 
nized syndrome.  People  who  have  encouraged 
and  allowed  this  type  of  misrepresentation 
then  seem  to  suffer  an  inevitable  disenchant- 
ment with  the  “expert”  and  usually  reveal  this 
with  hostility  directed  at  the  physician  in  a 
general  sense.  To  hear  that  the  government 


should  run  the  medical  profession,  that  physi- 
cians are  pompous  and  grandiose,  that  physi- 
cians don’t  know  or  care  what  the  public  needs 
for  delivery  of  medical  care,  etc.,  etc.,  are 
familiar  refrains  and  probably  at  least  partially 
have  their  roots  in  this  process. 

With  these  processes  in  mind,  it  might  be 
well  for  the  physician  to  periodically  re- 
evaluate his  role  in  society  as  well  as  in  medi- 
cine in  order  that  he  not  be  misrepresented. 


50  YEARS  AGO 

March,  1922 

Rock  Hill  reported  17  white  practitioners 
and  three  colored  physicians.  The  virtues  of 
Rock  Hill  at  the  time  were  included  as  entice- 
ment to  the  approaching  Annual  Meeting,  to 
be  held  there.  Provisional  program  consisted 
of  29  papers  to  be  presented.  The  death  of 
Dr.  J.  W.  Babcock  of  Columbia  was  noted. 
Valuable  work  on  pellagra  was  recognized. 
The  use  of  toxin-antitoxin  for  diphtheria  was 
discussed.  Reports  of  proceedings  of  a num- 
ber of  county  medical  societies  were  included 
in  this  number. 
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March,  1972 


Dr.  George  W.  Smith,  Jr.,  head  of  the 
Columbia  Hospital  Radiology  Department, 
has  been  chosen  chief  of  staff  for  1972.  Dr. 
James  T.  Green  will  serve  as  vice  chief  of 
staff  and  Dr.  A.  J.  Richards  will  serve  as 
secretary.  Dr.  Ethel  Madden,  a Columbia 
pediatrician,  has  been  named  chief  of  staff 
at  South  Carolina  Baptist  Hospital  for  1972. 
Dr.  Charles  Crews  was  named  vice  chief  of 
staff  and  Dr.  Pierre  F.  Laborde  was  named 
secretary. 

Dr.  Harry  J.  Metropol  has  been  elected 
chief  of  staff  at  Providence  Hospital  in 
Columbia.  Dr.  Lawrence  V.  Jowers,  a family 
practitioner  for  over  25  years,  was  named 
new  vice  chief  of  staff.  The  following  physi- 
cians will  serve  as  chief  of  their  division : 
Dr.  C.  Warren  Irvin,  Jr.,  Department  of 
Internal  Medicine ; Dr.  Andrew  S.  Whitaker, 
Department  of  Surgery;  Dr.  James  H.  Blair, 
Jr.,  Department  of  Obstetrics  and  Gynecol- 
ogy; Dr.  Joseph  A Plyler,  Department  of 
Family  Practice ; Dr.  Bartlett  M.  Cheatham, 
Department  of  Orthopedics;  Dr.  John  A. 
Wells,  Jr.,  Department  of  Ophthalmology; 
Dr.  Walter  Kochanski,  Department  of  Ortho- 
pedics; and  Dr.  James  F.  White,  Department 
of  Oto-Rhino  Laryngology.  Also  serving  will 
be  Dr.  James  R.  Cain,  Department  of  Path- 
ology; Dr.  Charles  A.  James,  Department  of 
Pediatrics;  Dr.  James  F.  Adams,  Department 
of  Radiology;  and  Dr.  Joseph  H.  Miller, 
Department  of  Urology.  Named  to  the  ex- 
ecutive committee  are  Drs.  Herbert  B. 
Niestat,  Charles  H.  Peebles  and  Edward  M. 
Schlaefer. 

Dr.  Robert  L.  Wingate,  Jr.  of  Columbia 
has  been  admitted  as  a member  of  the  Amer- 
ican College  of  Physicians. 

Three  physicians  have  been  elected  as 


officers  of  the  medical  staff  of  the  Divine 
Saviour  Hospital  and  Nursing  Home  in  York. 
They  are  Dr.  Walter  K.  Wood,  chairman ; 
Dr.  John  M.  Pratt,  vice  chairman ; and  Dr. 
Bruce  C.  Elliott,  secretary.  The  Greenville 
County  Medical  Society  has  elected  Dr. 
Lawson  Stoneburner,  as  president;  Dr.  L. 
N.  Bellew,  secretary;  Dr.  Ernest  Lathem, 
treasurer;  and  Dr.  Iverson  0.  Brownell,  vice 
president. 

Dr.  Susanne  G.  Black,  health  director  of 
the  Pee  Dee  Distirct,  South  Carolina  Board 
of  Health,  was  named  South  Carolina  Career 
Woman  of  the  Year.  After  practicing  as  a 
physician  for  20  years  with  her  husband, 
Dr.  Swift  C.  Black  of  Dillon,  she  earned  a 
Master’s  degree  in  public  health  from  the 
University  of  North  Carolina  in  1970.  Dr. 
John  H.  Cathcart,  Jr.,  of  Gaffney  has  been 
elected  to  the  Board  of  Directors  of  the 
Bank  of  Gaffney.  Dr.  Robert  E.  Jackson  of 
Manning  has  moved  into  new  offices  at  129 
Hospital  Avenue.  Dr.  B.  J.  Workman  re- 
ceived the  Woodruff-Enoree  Sertoma  Club 
Service  to  Mankind  Award.  Dr.  Workman, 
a Woodruff  native,  began  his  medical  career 
as  a medical  officer  during  World  War  I. 
He  has  practiced  in  the  Woodruff  area  since 
that  time  and  been  very  active  in  local 
affairs. 

Dr.  John  M.  Foxworth,  a 1968  graduate  of 
the  Medical  University  of  South  Carolina, 
attended  the  recent  American  College  of 
Psychiatry  annual  teaching  seminar  by 
invitation.  Dr.  Foxworth  is  currently  chief 
resident  in  Psychiatry  at  the  William  S. 
Hall  Psychiatric  Institute,  and  one  of  several 
residents  throughout  the  country  selected 
by  the  American  College  of  Psychiatry  for 
this  honor. 


The  Journal  of  the  South  Carolina  Medical  Association 
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Medical  University  of  South  Carolina 

Dr.  John  E.  Mahaffey,  professor  and 
chairman  of  the  Department  of  Anesthesiol- 
ogy, has  been  appointed  to  the  Board  of 
Directors  of  the  American  Society  of  Anes- 
thesiologists. Dr.  Mahaffey  has  been  active 
in  the  section  on  Clinical  Care  and  now  is 
serving  on  the  Society’s  Committee  on  Hos- 
pital Planning  and  Construction. 

In  recognition  of  his  leading  role  in  the 
development  of  Family  Practice  as  the  new- 
est medical  specialty,  Dr.  Hiram  B.  Curry 
chairman  of  the  Department  of  Family  Prac- 
tice, was  selected  as  kickoff  speaker  for  a 
Family  Practice  Day  in  Chicago.  He  also 
delivered  a paper  at  the  68th  Annual  Con- 
gress on  Medical  Education  while  in  Chicago. 

Dr.  Edmund  Farrar,  professor  of  medi- 
cine, presented  a paper  at  the  Southern  Sec- 
tion of  the  American  Federation  for  Clinical 
Research  in  New  Orleans  in  January.  Dr. 
Farrar  heads  the  Department  of  Medicine’s 
Infectious  Diseases  Section.  His  paper  was 
entitled  “Interbacterial  Transfer  of  R Factor 
During  Human  Shigellosis.” 

Dr.  Middleton  Lambright,  Jr.,  well-known 
Cleveland  chest  surgeon  and  civic  leader, 
has  accepted  the  post  of  assistant  dean  of 
the  Medical  University  of  South  Carolina. 
President  of  the  Cleveland  Academy  of 
Medicine  in  1964-65,  Dr.  Lambright  is  assist- 
ant clinical  professor  of  surgery  at  Case 
Western  Reserve  University,  chief  of  surgery 
at  Forest  City  Hospital  and  on  the  surgical 
staff  of  Metropolitan  General  Hospital. 

Dr.  Charles  T.  Wallace  has  been  appointed 
Chief  Resident  and  Teaching  Fellow  in  anes- 
thesiology. He  is  a 1969  graduate  of  the 
Medical  University. 

Dr.  Ottis  M.  Ballenger  has  been  named  a 
Teaching  Fellow  in  neurosurgery  at  the 
Medical  University  of  South  Carolina  teach- 
ing Hospital.  He  is  a 1966  graduate  of  the 
University. 
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Pre-Sate® 

(chlorphentermine  I1CI) 

CAUTION:  Federal  law  prohibits  dispensing  without  i 
prescription. 

Indications:  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  (/. e . , several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi-  I 
metic  amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mme  oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect;  I 
discontinue  the  drug.  Tolerance  to  the  anorectic  1 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 

Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential  ■ 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions:  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 

CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation  - 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria.  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition.  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 
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toward  our  kind 
of  anorectic 

Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


makes 'Deprof  useful  for 
depressed  geriatric  patients... 
makes  it  useful 

as  well 

helps  ease  mild  to  moderate  nonpsychotic 
depression  and  related  anxiety 
helps  assure  a good  night's  rest 


The  middle-aged  housewife 
who  can’t  stop  feeling  “blue,” 
who  worries  about  losing  her 
attractiveness  yet  neglects 
her  appearance;  reports 
vague  aches  and  pains,  dif- 
ficulty sleeping,  loss  of 
appetite. 


INDICATIONS:  Useful  in  the  management  of  depression,  both  acute 
(reactive)  and  chronic;  particularly  useful  in  the  less  severe  depressions 
and  where  the  depression  is  accompanied  by  anxiety,  insomnia,  agitation, 
or  rumination;  also  useful  for  management  of  depression  and  associated 
anxiety  accompanying  or  related  to  organic  illnesses. 
CONTRAINDICATIONS:  Benactyzine  hydrochloride:  Glaucoma  and 
previous  allergic  or  idiosyncratic  reactions  to  benactyzine  hydrochloride 
or  related  compounds.  Meprobamate:  Acute  intermittent  porphyria  and 
allergic  or  idiosyncratic  reactions  to  meprobamate  or  related  compounds 
such  as  carisoprodol,  mebutamate,  tybamate,  carbromal. 
warnings:  The  following  information  on  meprobamate  pertains  to 
'Deprol'  (meprobamate  + benactyzine  hydrochloride):  Meprobamate: 
Drug  Dependence:  Physical  and  psychological  dependence  and  abuse 
have  occurred.  Chronic  intoxication,  from  prolonged  use  and  usually 
greater  than  recommended  doses,  leads  to  ataxia,  slurred  speech,  vertigo. 
Carefully  supervise  dose  and  amounts  prescribed,  and  avoid  prolonged 
use,  especially  in  alcoholics  and  addiction-prone  persons.  Sudden  with- 
drawal after  prolonged  and  excessive  use  may  precipitate  recurrence  of 
pre-existing  symptoms  (e.g.,  anxiety,  anorexia,  insomnia)  or  withdrawal 
reactions  (e.g.,  vomiting,  ataxia,  tremors,  muscle  twitching,  confusional 
states,  hallucinosis;  rarely  convulsive  seizures,  more  likely  in  persons 
with  CNS  damage  or  pre-existent  or  latent  convulsive  disorders).  There- 
fore, reduce  dosage  gradually  (1-2  weeks)  or  substitute  a short-acting 
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barbiturate,  then  gradually  withdraw.  Potentially  Hazardous  Tasks:  Dr 
a motor  vehicle  or  operating  machinery.  Additive  Effects:  Possible 
tive  effects  between  meprobamate,  alcohol,  and  other  CNS  depress1 
or  psychotropic  drugs.  Pregnancy  and  Lactation:  Safe  use  not  establr 
weigh  potential  benefits  against  potential  hazards  in  pregnancy,  nu 
mothers,  or  women  of  childbearing  potential.  Animal  data  at  five  t 
the  maximum  recommended  human  dose  show  reduction  in  litter 
due  to  resorption.  Meprobamate  appears  in  umbilical  cord  blood 
near  maternal  plasma  levels,  and  in  breast  milk  at  levels  2-4  times 
of  maternal  plasma.  Children  Under  Six:  Drug  not  recommended. 
PRECAUTIONS:  Meprobamate:  To  avoid  oversedation,  use  lowest 
tive  dose,  particularly  in  elderly  and/or  debilitated  patients.  Conside 
sibility  of  suicide  attempts;  dispense  least  amount  of  drug  feasible  a 
one  time.  To  avoid  excess  accumulation,  use  caution  in  patients  with 
promised  liver  or  kidney  function.  Meprobamate  may  precipitate  sei. 
in  epileptics. 

adverse  reactions:  Nausea,  dry  mouth,  other  g.i.  symptoms 
cope;  one  case  each  of  severe  nervousness  and  loss  of  power  of  cc 
tration.Thefollowingside  effects, which  have  occurred  after  administr  I 
of  its  components  alone,  have  either  occurred  or  might  occur  whe 
combination  is  taken.  Benactyzine  hydrochloride:  Benactyzine  I 
chloride  alone,  particularly  in  high  dosage,  may  produce  dizziness,  the 1 
blocking,  a sense  of  depersonalization,  aggravation  of  anxiety,  or  ( 
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The  junior  executive 
crushed  by  his  repeated 
failure  to  be  promoted 
and  anxious  about 
the  future;  complains 
to  you  of  listlessness, 
early-morning 
awakening. 


The  young  widow  whose 
grief  has  persisted  too 
long,  is  pessimistic  and 
fearful  about  what  lies 
ahead,  has  lost  interest  in 
everything;  is  preoccupied 
with  vague  physical  ail- 
ments, has  crying  spells. 


When  mild  depression 
and  associated  anxiety 
interfere  with  living 


DEPROL 

(meprobamate  400  mg  + 
benactyzine  hydrochloride  1 mg) 
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i of  sleep  patterns,  and  a subjective  feeling  of  muscle  relaxation, 
may  also  be  anticholinergic  effects  such  as  blurred  vision,  dryness 
uth,  or  failure  of  visual  accommodation.  Other  reported  side  effects 
included  gastric  distress,  allergic  response,  ataxia,  and  euphoria, 
obamate:  Central  Nervous  System:  Drowsiness,  ataxia,  dizziness, 
id  speech,  headache,  vertigo,  weakness,  paresthesias,  impairment  of 
accommodation,  euphoria,  overstimulation,  paradoxical  excite- 
fast  EEG  activity.  Gastrointestinal:  Nausea,  vomiting,  diarrhea.  Car- 
scular:  Palpitations,  tachycardia,  various  forms  of  arrhythmia,  tran- 
ECG  changes,  syncope;  also,  hypotensive  crises  (including  one  fatal 
Allergic  or  Idiosyncratic:  Usually  after  1-4  doses.  Milder  reactions; 
urticarial,  or  erythematous  maculopapular  rash  (generalized  or 
led  to  groin).  Others;  leukopenia,  acute  nonthrombocytopenic  pur- 
petechiae,  ecchymoses,  eosinophilia,  peripheral  edema,  adenopa- 
ever,  fixed  drug  eruption  with  cross  reaction  to  carisoprodol,  and 
sensitivity  between  meprobamate/mebutamate  and  meprobamate/ 
omal.  More  severe,  rare  hypersensitivity:  hyperpyrexia,  chills,  angio- 
>tic  edema,  bronchospasm,  oliguria,  anuria,  anaphylaxis,  erythema 
forme,  exfoliative  dermatitis,  stomatitis,  proctitis,  Stevens-Johnson 
ome;  bullous  dermatitis  (one  fatal  case  after  meprobamate  plus 
lisolone).  Stop  drug,  treat  symptomatically  (e.g.,  possible  use  of 
phrine,  antihistamines,  and  in  severe  cases  corticosteroids).  Hema- 
c:  Agranulocytosis  and  aplastic  anemia  (rarely  fatal),  but  no  causal 


relationship  established.  Rarely,  thrombocytopenic  purpura.  Other:  Exac- 
erbation of  porphyric  symptoms. 

usual  adult  DOSAGE:  One  tablet  three  or  four  times  daily,  which  may 
be  increased  gradually  to  six  tablets  daily  and  gradually  reduced  to  main- 
tenance levels  upon  establishment  of  relief.  Doses  above  six  tablets  daily 
are  not  recommended. 

OVERDOSAGE:  Overdosage  of  ‘Deprol’  (meprobamate  + benactyzine 
hydrochloride)  has  not  differed  substantially  from  meprobamate  over- 
dosage;  Meprobamate:  Suicidal  attempts  with  meprobamate,  alone  or 
with  alcohol  or  other  CNS  depressants  or  psychotropic  drugs,  have  pro- 
duced drowsiness,  lethargy,  stupor,  ataxia,  coma,  shock,  vasomotor  and 
respiratory  collapse,  and  death.  Empty  stomach,  treat  symptomatically; 
cautiously  give  respiratory  assistance,  CNS  stimulants,  pressor  agents  as 
needed.  Meprobamate  is  metabolized  in  the  liver  and  excreted  by  the 
kidney.  Diuresis  and  dialysis  have  been  used  successfully.  Carefully  moni- 
tor urinary  output;  avoid  overhydration;  observe  for  possible  relapse  due 
to  incomplete  gastric  emptying  and  delayed  absorption.  rev  10/71 

Before  prescribing,  consult  package  circular  or  latest  PD  Ft  information. 
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Indications:  For  symptomatic  relief  in  conditions  characterized 
by  skeletal  muscle  spasm  and  mild  to  moderate  pain. 
Contraindications:  Acute  intermittent  porphyria  and  allergic  or 
idiosyncratic  reactions  to  carisoprodol  or  related  compounds 
such  as  meprobamate,  mebutamate,  tybamate. 

Warnings:  Idiosyncratic  Reactions:  Rarely,  first  dose  has  been 
followed  by  extreme  weakness,  transient  quadriplegia,  dizziness, 
ataxia,  temporary  vision  loss,  diplopia,  mydriasis,  dysarthria,  agi- 
tation, euphoria,  confusion,  disorientation.  Symptoms  usually 
subside  during  the  next  several  hours.  Supportive  and  sympto- 
matic therapy,  including  hospitalization,  may  be  necessary. 
Pregnancy  and  Lactation:  Safe  use  not  established;  weigh  poten- 
tial benefits  against  potential  hazards  in  pregnancy,  nursing 


mothers,  or  women  of  childbearing  potential.  Children  Under 
Five:  Drug  not  recommended.  Potentially  Hazardous  Tasks:  Driv- 
ing a motor  vehicle  or  operating  machinery.  Additive  Effects:  Pos 
sible  additive  effects  between  carisoprodol,  alcohol,  and  other 
CNS  depressants  or  psychotropic  drugs.  Drug  Dependence:  Use 
cautiously  in  addiction-prone  patients. 

Precautions:  To  avoid  excess  accumulation,  use  caution  in  pa 
tients  with  compromised  liver  or  kidney  function. 

Adverse  Reactions:  Central  Nervous  System:  Drowsiness,  dizzi 
ness,  vertigo,  ataxia,  tremor,  agitation,  irritability,  headache,  de 
pressive  reactions,  syncope,  insomnia.  Allergic  or  Idiosyncratic 
Usually  seen  after  1-4  doses  in  patients  not  previously  exposed 
e.g.,  rash,  erythema  multiforme,  pruritus,  eosinophilia,  fixed  drug 


Rapid  onset  of  action  for 
the  up-tight  back  in  pain 

(induding  intervertebral  disc) 
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Helps  to... 

• Relax  muscle  spasm 

• Relieve  associated  mild-to-moderate  pain 

• Reduce  stiffness 

Helps  give  the  patient... 

• An  opportunity  to  resume  daily  activities  quickly 

Simple,  economical  dosage  schedule... 

• Usual  adult  dosage:  ope  350  mg  tablet  q.i.d 


juption  with  cross  reaction  to  meprobamate.  More  severe  mani- 
stations:  asthma,  fever,  weakness,  dizziness,  angioneurotic 
dema,  smarting  eyes,  hypotension,  anaphylactoid  shock.  Stop 
ug,  treat  symptomatically  (e.g.,  possible  use  of  epinephrine, 
itihistamines,  and  in  severe  cases  corticosteroids).  Cardiovas- 
v/ar.-  Tachycardia,  postural  hypotension,  facial  flushing.  Gastro- 
testinal:  Nausea,  vomiting,  hiccup,  epigastric  distress.  Hema- 
logic:  Leukopenia  and  pancytopenia  (on  carisoprodol  plus 
her  drugs). 

iual  Adult  Dosage:  One  350  mg  tablet  three  times  daily  and  at 
:dtime. 

Ierdosage:  Has  produced  stupor,  coma,  shock,  respiratory  de- 
ession,  and,  very  rarely,  death.  Overdosage  of  carisoprodol  plus 


alcohol  or  other  CNS  depressants  or  psychotropic  drugs  can  be 
additive.  Empty  stomach,  treat  symptomatically;  cautiously  give 
respiratory  assistance,  CNS  stimulants,  pressor  agents  as  needed. 
Carisoprodol  is  metabolized  in  the  liver  and  excreted  by  the  kid- 
ney. Diuresis  and  dialysis  have  been  used  successfully  with 
related  drug  meprobamate.  Carefully  monitor  urinary  output; 
avoid  overhydration;  observe  for  possible  relapse  due  to  incom- 
plete gastric  emptying  and  delayed  absorption.  rev.  10/71 
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if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topicals 
that  give  your  patient 


*«  broad  antibacterial  activity  against 
susceptible  skin  invaders 
¥ lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin. base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

\anishinj*  ( "ream  Base 

Neosporin-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®’ brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

I 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to  % 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  Is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


E.  Kenneth  Aycock,  M.D.,  M.P.H. 
Secretary  and  State  Health  Officer 


SMALLPOX  ERADICATION 


Another  magic  moment  in  medicine  arrived 
a few  months  ago.  Another  disease  joined  the 
ranks  of  those  conquered  by  medicine. 

Smallpox. 

What  makes  this  all  the  more  fascinating 
rests  in  the  fact  that  Jenner,  when  he  ob- 
served the  immunity  of  milkmaids,  developed 
the  first  widely  used  immunization,  an  im- 
munization which  is  eminently  effective 
against  one  of  man’s  major  scourges. 

But  as  with  any  medication  there  were  and 
are  side  effects.  Now,  the  incidence  of  small- 
pox has  dropped  to  zero  in  most  nations  of 
the  world,  but  the  side  effects  of  vaccination 
continue.  The  law  of  diminishing  returns  has 
caught  up  with  us,  so  the  World  Health  Or- 
ganization, the  United  States  Public  Health 
Service,  American  Academy  of  Pediatrics  and 
other  august  bodies  have  conducted  studies 
to  determine  the  risks. 

One  study,  which  lasted  ten  years  and  in- 
cluded South  Carolina  in  the  group  of  states 
studied,  determined  that  while  the  chance  of 
importing  a case  of  smallpox  into  the  United 
States  was  very  low,  and  the  chance  of  con- 
tracting smallpox  in  the  United  States  was 
much  lower,  there  was  at  least  one  major  com- 
plication out  of  each  1000  vaccinations:  gen- 
eralized vaccinia,  encephalatis,  infection  and 
so  on. 

In  1968,  World  Health  Organization  and 
U.  S.  Public  Health  Service  estimated  that 
14,168,000  people  were  vaccinated  for  small- 
pox in  the  United  States.  Nine  deaths  occurred 
that  year  associated  with  vaccination;  one  a 


contact  not  even  given  a vaccination.  Com- 
plications were  greater  in  primary  vaccinees; 
and  much  higher  in  infants  under  one  year. 
The  risk  of  death  for  children  under  the  age  of 
12  months  receiving  their  first  vaccination 
(primary  vaccinee)  was  five  per  million,  and 
the  risk  of  odier  serious  complication  was 
three  per  thousand. 

All  of  this  adds  up  to  the  results  that  the 
State  Board  of  Health  is  requesting  that  South 
Carolina  repeal  its  mandatory  indiscriminate 
smallpox  vaccination  law  as  a condition  pre- 
requisite for  entry  into  school.  It  places  the 
question  of  whether  to  vaccinate  for  small- 
pox or  not  into  the  hands  of  die  family  physi- 
cian. 

Semantics  have  a place  in  this  discussion. 
Smallpox  vaccination  being  the  first,  and  for 
a long  time  the  only  use  of  a vaccine,  it  be- 
came known  simply  as  “vaccination.”  How- 
ever, now,  in  this  day  and  age  when  smallpox 
vaccination  is  going  into  semi-retirement,  we 
have  other  live  or  dead  vaccines:  i.e.,  rubella, 
rubeola,  polio,  and  so  forth.  This  set  of  facts 
always  send  the  purist  into  a fit  when  he 
deals  with  “vaccination”  meaning  smallpox. 

The  U.  S.  Quarantine  Service  has  pub- 
lished a document  saying  that  unless  there  is 
an  emergency,  persons  entering  the  U.S.A. 
from  overseas  or  the  Americas  will  not  be 
required  to  show  a certificate  of  vaccination. 
I have  a word  of  advice.  For  eight  years, 
among  other  duties,  I had  U.  S.  Quarantine 
responsibilities  in  the  Canal  Zone.  My  advice 
is  this.  In  order  to  be  prepared  for  any  emer- 
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gency,  adults  who  have  not  been  vaccinated 
for  smallpox  within  the  four  years  preceding 
their  trip,  should  be  vaccinated. 

This  advice  comes  for  two  reasons.  Adults 
who  have  been  vaccinated  before,  run  only 
one-tenth  the  risk  of  complications  when 
compared  to  those  who  have  never  been  vac- 
cinated; and  we  would  hate  to  have  the 
traveler  hung  up  on  Ellis  Island  or  some  other 
delightful  hostelry  if  an  unlikely  event  hap- 
pened . . . such  as  having  flown  over  on  the 
same  plane  with  a elephant  salesman  from 
Borneo  (still  endemic  for  smallpox)  who  hap- 
pened to  have  the  disease. 

The  possibility  of  importing  smallpox  into 
the  United  States  becomes  less  and  less.  In 
1971,  only  nine  countries  reported  the  dis- 
ease, and  no  case  has  been  imported  into  the 
United  States  since  1946.  Fear  of  spread,  if 
and  when  isolated  cases  are  imported,  dim- 
inishes with  the  gathering  of  experience. 
Several  European  countries  have  had  cases 
imported.  In  each  case,  spread  is  stopped 
before  any  tertiary  spread  occurs. 

While  nine  countries  reported  smallpox  in 
1971,  23  reported  it  in  1970  and  43  in  1966. 
Such  has  been  the  rapid  drop  in  countries 
with  endemic  cases.  Such  is  the  course  of 


history  in  this  once  virulent  plague  on  man- 
kind. Such  is  the  record  on  which  medicine 
can  stand  proud. 

When  Edward  Jenner  discovered  the  value 
of  attenuated  virus  as  protection  against  a 
disease  he  pioneered  a vast  field  of  endeavor. 
As  we  write  smallpox  immunization  off  the 
list,  let’s  not  forget  all  the  other  immuniza- 
tions which  have  been  developed:  rubella, 
measles,  tetanus  (the  best),  diphtheria,  polio, 
and  all  the  rest.  Nothing  in  all  of  medicine 
replaces  the  assurance  of  having  “stockpiled" 
within  the  human  body  the  ability  to  resist  a 
dread  disease. 

Edward  Jenner  died  in  1906.  This  is  only 
one  lifetime  later.  Once  smallpox  killed  and 
maimed  literally  millions  each  year.  Now  it 
passes  from  the  pages  of  history.  We  will  need 
some  vigilance  to  keep  it  that  way  . . . we 
thought  for  example  that  we  had  V.  D.  licked, 
but  now  it  is  the  world’s  major  disease  group 
again.  The  Center  for  Disease  Control,  the 
World  Health  Organization,  the  State  Board 
of  Health  and  others  will  be  keeping  close 
watch. 

Nonetheless,  Ed  Jenner  deserves  a small 
nod  and  a smile. 


VETERANS  ADMINISTRATION  NEWS 


Dr.  Weidner  Surveys  Puerto  Rico 
Surgical  Residency  Programs 
During  the  period  January  30  to  February  4, 
Dr.  Michael  G.  Weidner,  Jr.,  Professor  of 
Surgery  at  the  Medical  University  of  S.  C.  and 
Chief  of  Surgical  Service  at  the  Charleston 
VA  Hospital  completed  survey  reviews  of  the 
surgical  residency  programs  at  the  University 
of  Puerto  Rico  affiliated  hospitals  and  at  the 
Mayaguez  Medical  Center.  The  university 


affiliated  hospitals  were  the  University  Dis- 
trict Hospital,  the  I.  Gonzales  Martinez  Hos- 
pital, the  Municipal  Hospital  Dr.  Rafael  Lopez 
Nussa,  and  the  new  Veterans  Administration 
Center  at  San  Juan.  Professional  evaluation  of 
these  residency  programs  by  Dr.  Weidner 
was  accomplished  at  the  invitation  and 
sponsorship  of  the  Conference  Committee  on 
Graduate  Education  in  Surgery,  American 
College  of  Surgeons. 
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HISTORY  OF  A MEDICAL  REVIEW  COMMITTEE 


C.  B.  HANNA,  M.D., 

D.  C.  HULL,  M.D.  AND 
J.  F.  GREEN,  M.D. 


Medicare  has  precipitated  more  decisions 
that  touch  the  physician’s  pocketbook  than 
any  other  act  by  Government  or  private 
enterprise.  By  July  1 this  year,  after  five 
years  as  the  Medicare  Part  B Carrier  in 
South  Carolina,  The  South  Carolina  Blue 
Shield  Plan  had  disbursed  $40,167,277  of 
Social  Security  funds.  Nearly  all  of  it  went 
to  physicians  in  this  state. 

Naturally  enough,  this  volume  of  third- 
party  payment  thrust  suddenly  into  the  sys- 
tem of  private  medical  and  surgical  service 
to  elderly  patients  brought  about  sensitive 
problems  between  Government  and  individ- 
ual physicians.  Blue  Shield  filled  a difficult 
middleman’s  role.  In  the  first  two  years 
while  we  were  all  learning  the  ins  and  outs 
of  Medicare,  Blue  Shield  had  to  deny  some  or 
all  payment  on  15,118  physician’s  claims. 
The  total  amount  of  payments  denied  on 
those  claims  was  $1,101,741. 

Now,  however,  each  year  has  brought  a 
higher  pay-out  of  Medicare  Part  B benefits 
and  a lower  dollar  amount  of  claims  reduced 
or  denied.  This  shows  that  the  medical  re- 
view of  claims  has  proven  its  worth  in  two 
ways;  prevention  of  inadvertent  abuse  and 
education  of  the  medical  community.  South 
Carolina’s  physicians  can  take  pride  in  both 
the  history  of  their  medical  review  and  in 
its  ongoing  promise. 

From  this  salutorv  position  it  is  well  to 
look  back  over  the  past  half-decade  and  re- 
view the  development  of  medical  review. 

In  1966.  each  of  us  was  asked  to  submit 
our  usual  and  customary  fees  for  procedures 
we  most  commonly  did.  The  majority  of  doc- 
tors responded  promptly  to  Blue  Shield’s 
request  for  this  information.  Many  lists 


were  extremely  brief.  However,  as  each  of 
us  submitted  bills  to  either  Blue  Shield  or 
to  Medicare  a large  list  of  charges  were 
recorded  by  computer,  both  as  charges  of 
the  individual  physician  and  as  averages  of 
charges  for  each  procedure.  By  directive 
from  HEAT,  Medicare  charges  had  to  be  com- 
pared to  non-Medicare  charges  and  the  con- 
tracting agent  tin  our  case  Blue  Shield)  was 
responsible  for  making  sure  that  payments 
were  comparable.  Six  facts  soon  became 
apparent  to  the  South  Carolina  Blue  Shield 
Board  of  Directors. 

1.  Many  charges  from  physicians  were 
different  for  Medicare  and  non-Medicare 
patients. 

2.  Many  claims  were  submitted  for  pro- 
cedures on  which  non  professional  per- 
sonnel could  not  make  informed  de- 
cisions. 

3.  Many  charges  were  not  acceptable  to 
Medicare  because  of  inadequate  col- 
laborating information. 

4.  Many  claims  were  improperly  submitted 
by  secretaries  who  had  inadequate  in- 
formation about  filing. 

5.  Many  payments  were  made  that  were  less 
than  the  physician  felt  his  services  were 
worth. 

6.  There  was  a rapidly  increasing  claims 
volume  because  of  Blue  Shield’s  member- 
ship growth  and  Medicare. 

Because  of  these  problems,  the  Blue 
Shield  Board  approved  a Medical  Review 
Committee  on  November  13,  1966.  The  Com- 
mittee was  formed  to  assure  South  Carolina 
physicians  of  maximum  consideration  from 
Blue  Shield  and  Medicare  for  themselves 
and  their  patients.  It  was  determined  that 


The  Journal  of  the  South  Carolina  Medical  Assoclation 


126 


the  Committee  would  consist  of  seven  physi- 
cians from  different  areas  of  the  state  repre- 
senting six  specialties.  The  specialties  in- 
cluded Surgery,  Internal  Medicine,  Obstet- 
rics and  Gynecology,  General  Practice,  Op- 
thalmology  and  Otolaryngology,  and  Ortho- 
pedic Surgery.  Two  physicians  represented 
surgery  and  one  physician  represented  each 
of  the  other  specialties. 

In  August,  1967,  seven  physicians  were 
asked  to  serve  on  this  committee.  The  first 
meeting  of  the  Medical  Review  Committee 
of  Blue  Shield-Medicare  was  held  at  Blue 
Cross-Blue  Shield  headquarters  on  October 
25,  1967.  Since  that  time,  the  meetings  have 
been  held  at  two  or  three  month  intervals, 
as  deemed  necessary  by  claims  volume.  The 
Medical  Director  of  Blue  Cross-Blue  Shield, 
Dr.  Charles  Lemmon,  Jr.,  presides  as  Chair- 
man of  the  Committee.  The  following  offi- 
cials of  Blue  Cross-Blue  Shield  also  attend 
the  meetings : General  Manager  of  Claims, 
Director  of  Professional  Relations,  Manager 
of  Physician  Relations,  Manager  of  Physi- 
cian Claims,  Manager  of  Reasonable  Charge, 
Manager  of  Utilization  Control,  Legal  Coun- 
sel, Medical  Director  in  Charge  of  Provider 
Claims,  Assistant  to  the  Medical  Director 
and  Secretary  to  the  Medical  Director. 

Visitors  who  have  attended  meetings  of 
the  Medical  Review  Committee  include  the 
President  of  the  South  Carolina  Medical 
Association,  representatives  of  the  Social 
Security  Administration,  and  Chairman  of 
the  Peer  Review  Committee  of  the  South 
Carolina  Medical  Association.  Any  physician 
who  wishes  to  appear  before  the  Committee 
can  submit  his  problem  in  writing  and  re- 
quest a time  to  discuss  it. 

From  the  first  meeting  in  October,  1967, 
until  March,  1971,  a total  of  706  claims  have 
been  reviewed  by  the  Committee.  Below  is  a 
breakdown  of  the  706  claims: 


Blue  Cross 

56 

Blue  Shield 

230 

Medicare  A 

16 

Medicare  B 

352 

Extended  Benefits 

49 

Medicaid 

3 

Total 

706 

A total  of  582  physician  claims  have  been 
reviewed.  Following  is  a breakdown  by 
specialty  and  number  of  doctors  involved: 


No.  of 

No.  of 

Specialty 

Claims 

Doctors 

General  Practice 

165 

73 

General  Surgery 
Thoracic  and  Cardio- 

116 

53 

vascular  Surgery 

71 

18 

Plastic  Surgery 

65 

5 

Internal  Medicine 

51 

28 

Orthopedic  Surgery 
Opthalmology  & 

42 

20 

Otolaryngology 
Obstetric  and 

42 

25 

Gynecology 

17 

8 

Urology 

12 

9 

Anesthesia 

1 

1 

TOTAL 

582 

240 

The  physicians  presently  serving  on  the 
Committee  are : 

S.  0.  Cantey,  M.  D.  (General  Practice, 

Marion,  S.  C.) 

C.  B.  Hanna,  M.  D.  (Surgery,  Spartanburg, 
S.  C.) 

S.  E.  Izard,  M.  D.  (Orthopedic  Surgery, 
Charleston,  S.  C.) 

R.  E.  Livingston,  M.  D.  (Opthalmology  & 
Otolaryngology,  Newberry,  S.  C.) 

W.  F.  Strait,  M.  D.  (Obstetrics  & 

Gynecology,  Rock  Hill,  S.  C.) 

J.  C.  Vardell,  M.  D.  (Internal  Medicine, 
Columbia,  S.  C.) 

J.  H.  Young,  M.  D.  (Surgery,  Anderson, 

S.  C.) 

It  is  difficult  to  give  direct  examples  of 
the  committee’s  activities  without  a breach 
of  confidentiality.  However,  some  composite 
problems  are  offered  to  illustrate  the  cases 
submitted  to  the  committee. 

CASE  #1.  A urologist  submitted  a claim 
for  cysto-urethoscopy  with  resection  of  a 
bladder  tumor.  A fee  of  $250  was  paid  which 
was  the  urologist’s  usual  and  customary 
charge.  The  urologist  complained  that  he 
thought  the  fee  should  be  increased  to  $350. 
Since  the  charge  in  his  profile  was  $250,  the 
fee  remained  at  $250. 

CASE  #2.  The  ailments  of  an  aged  white 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


re//e'r'°  Com 


;sac/l H°unri,  . 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*( Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3V2,  phenacetin  gr.  2V2, 
caffeine  gr.  x/i. 


When  you  select  this  familiar  antibiotic  for  J; 

IV  infusion  you  have  available  a broad  dosage  rang 
that  hospitalized  patients  may  need.  i 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 


1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1.2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much  i 
as  8 grams/day  has  been  administered  |i 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomyci  ip 
hydrochloride,  Upjohn)  should  be  idi 
diluted  in  250  ml  or  more  of  normal  lip 
saline  solution  or  5 % glucose  in  water.  1 


But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  n( 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 


m 


* 


Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


ifections  caused  by  susceptible  strains 
f pneumococci,  streptococci,  and 
taphylococci,  including  penicillin- 
jsistant  strains.  Staphylococcal  strains 
distant  to  Lincocin  (lincomycin 
ydrochloride,  Upjohn)  have  been 
^covered.  Before  initiating  therapy, 
jlture  and  susceptibility  studies  should 
e performed.  Lincocin  has  proved 
aluable  in  treating  patients  hyper- 
msitive  to  penicillin  or  cephalosporins, 
nee  Lincocin  does  not  share 
itigenicity  with  these  compounds, 
owever,  hypersensitivity  reactions 
ave  been  reported,  some  of  these  in 
atients  known  to  be  sensitive  to 
micillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


972  The  Upjohn 


^ell  tolerated  at  infusion  site:  Lincocin 
tra venous  infusions  have  not 
roduced  local  irritation  or  phlebitis, 
aen  given  as  recommended.  Lincocin 
usually  well  tolerated  in  patients  who 
e hypersensitive  to  other  drugs, 
jevertheless,  Lincocin  should  be  used 
utiously  in  patients  with  asthma  or 
*nificant  allergies. 


i patients  with  impaired  renal  function, 
e recommended  dose  of  Lincocin 
iould  be  reduced  to  25—30%  of 
je  dose  for  patients  with  normal 
dney  function.  Its  safety  in 
egnant  patients  and  in  infants 
>s  than  one  month  of  age  has 
;>tbeen  established. 


ncocin  may  be  used  with  other 
kitimicrobial  agents:  Since  Lincocin 
istable  over  a wide  pH  range,  it  is 
litable  for  incorporation  in 
jtravenous  infusions;  it  also  may  be 


(lincomycin  hydrochloride, Upjohn) 

Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 

Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

*Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


^Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in'infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug.  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimonihal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment 
Skin  and  mucous  membranes— Skin  rashes 
urticaria,  vaginitis,  and  rare  instances  of  ex 
foliative  and  vesiculobullous  dermatitis  hav 
been  reported.  Liver— Although  no  direct  re 
lationship  to  liver  dysfunction  is  established 
jaundice  and  abnormal  liver  function  test 
(particularly  serum  transaminase)  have  bee 
observed  in  a few  instances.  Cardiovascula 
—Instances  of  hypotension  following  parer 
teral  administration  have  been  reporter 
particularly  after  too  rapid  IV  administrt 
tion.  Rare  instances  of  cardiopulmonary  ai 
rest  have  been  reported  after  too  rapid  I 
administration.  If  4.0  grams  or  more  admii 
istered  IV,  dilute  in  500  ml  of  fluid  an 
administer  no  faster  than  100  ml  per  hou 
Special  senses— Tinnitus  and  vertigo  has 
been  reported  occasionally.  Local  reactioi 
—Excellent  local  tolerance  demonstrated  j 
intramuscularly  administered  Lincoci 
(lincomycin  hydrochloride).  Reports  of  pa 
following  injection  have  been  infrequer 
Intravenous  administration  of  Lincocin 
250  to  500  ml  of  5%  glucose  in  distill 
water  or  normal  saline  has  produced 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg  and  500  r 
Capsules— bottles  of  24  and  100.  Sten 
Solution,  300  mg  per  ml— 2 and  10  ml  vi; 
and  2 ml  syringe.  Syrup,  250  mg  per  5 i 
—60  ml  and  pint  bottles. 

For  additional  product  information,  const 
the  package  insert  or  see  your  Upjol 
representative. 
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The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Upjohi 


palmedico 

. . . more  than  just  a name! 


Working  hand  in  hand  with 
medical  research  and  physicians, 
Palmedico  constantly  strives  to 
provide  the  latest  in  pharmaceu- 
ticals to  meet  advancing  needs. 
Careful  formulation  and  superior 
production  are  important  factors 
in  being  . . . more  than  just 
a name. 


• Amphaplex®  1 0 (Cl  1 ) 

Each  Tablet  contains-.  Meth- 
amphetamine  Saccharate  - 2.5 
Mg.;  Methamphetamine  Hyd- 
rochloride - 2.5  Mg.;  Ampheta- 
mine Sulfate  - 2.5  Mg.;  Dextro 
Amphetamine  Sulfate  - 2.5  Mg. 


• Palohist® 


Each  Capsule  contains:  Phe- 
nylephrine Hydrochloride  - 25.0 
Mg.;  Chlorpheniramine  Maleate 

- 7.5  Mg.;  Pyrilamine  Maleate 

- 25.0  Mg.;  Methapyrilene  Hy- 
drochloride - 12.5  Mg. 


palmedicO'inc. 


ETHICAL  PHARMACEUTICALS  • P.  0.  DRAWER  3397  • COLUMBIA,  S.  C.  29203 


Because  you 
practice 

medicine  in  the 
Palmetto  State. 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
gastritis  and  duodenitis... 
you  should  know 
more  about  Librax® 


Helps  reduce 

anxiety-related  G.I.  symptoms 

\ patient  may  blame  his  attacks  of  gastritis  or 
iuodenitis  on  “something  he  ate’'  but  contribut- 
ng  factors  may  be  his  job, 
marital  problems,  financial 
vvorries  or  some  other  unmen- 
;ioned  source  of  stress  and 
excessive  anxiety  that 
jxacerbated  the  condition. 

Whether  it  is  “something 
le  ate”  or  “something  eating  him,”  adjunctive 
Jbrax  can  help.  Librax  offers  both  the  antianxiety 
action  of  Librium®  (chlordiazepoxide  HC1),  that  can 
lelp  relieve  excessive  anxiety,  and  the  dependable 
mticholinergic  action  of  Quarzan®  (clidinium  Br), 
hat  can  help  reduce  gastrointestinal  hypermotility 
tnd  hypersecretion. 


Jefore  prescribing,  please  consult  complete  product  information, 
i summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
rophy  and  benign  bladder  neck  obstruction;  known  hypersen- 
sitivity to  chlordiazepoxide  hydrochloride  and/or  clidinium 
Dromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
vith  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 

Iicting  drugs,  caution  patients  against  hazardous  occupations 
equiring  complete  mental  alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychological  dependence  have 
Lardy  been  reported  on  recommended  doses,  use  caution  in 
idministering  Librium  (chlordiazepoxide  hydrochloride)  to 
s cnown  addiction-prone  individuals  or  those  who  might  increase 
losage;  withdrawal  symptoms  (including  convulsions),  following 
discontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any  drug  in  pregnancy, 
actation,  or  in  women  of  childbearing  age  requires  that  its 
potential  benefits  be  weighed  against  its  possible  hazards.  As 
Ivith  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
nay  occur. 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
effective  amount  to  preclude  development  of  ataxia,  overseda- 
ion  or  confusion  (not  more  than  two  capsules  per  day  initially; 

I ncrease  gradually  as  needed  and  tolerated).  Though  generally 
lot  recommended,  if  combination  therapy  with  other  psycho- 
ropics  seems  indicated,  carefully  consider  individual  pharma- 
cologic effects,  particularly  in  use  of  potentiating  drugs  such  as 
VIAO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
t n presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
•!  factions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
X adjunctive 

Librax  - 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 


\ Roche  Laboratories 
ROCHE  y Division  of  Hoffmann -La  Roche  Inc. 
i / Nutley,  New  Jersey  071 10 


female  were  diagnosed  by  her  internist  as 
senility,  cerebral  arteriosclerosis  and  multi- 
ple cerebral  infarcts,  bedridden  and  home- 
ridden.  In  this  case  the  family  had  made  a 
room  in  their  home  into  a facility  com- 
parable to  those  in  a modern  nursing  home 
and  had  around-the-clock  nurses  to  look 
after  the  patient.  The  family  insisted  that 
the  internist  visit  the  patient  once  or  twice 
a day.  Correspondence  from  the  physician 
indicated  that  the  patient  received  nothing 
but  custodial  care  and  that  he  visited  her 
daily  because  of  the  insistence  of  the  family. 
Correspondence  with  a lawyer  within  the 
family  indicated  that  they  recognized  the 
level  of  care  for  their  mother  was  custodial. 
The  regulations  covering  custodial  care 
authorized  payment  for  only  one  visit  per 
week.  When  there  was  acute  illness  requiring 
additional  visits,  payment  was  authorized 
for  documented  visits. 

CASE  #3.  An  elderly  male  was  admitted 
under  emergency  circumstances  with  a 
bleeding  abdominal  aneurysm.  A surgeon 
and  his  associate  rendered  emergency  care 
and  took  the  patient  to  the  operating  room 
where  the  aneurysm  was  resected.  For  this 
a charge  of  approximately  $1500  was  sub- 
mitted. In  addition,  an  assistant’s  fee  for  the 
associate  was  submitted.  That  night  the  pa- 
tient bled  again  and  the  associate  performed 
the  second  operation  with  the  first  surgeon 
assisting.  A charge  of  approximately  $700 
was  submitted  for  the  second  operation  and 
an  assistant’s  fee  was  again  submitted.  The 
total  charge  for  surgery  in  one  day  on  this 
patient  exceeded  $2400.  The  patient  died  on 
the  table  so  no  postoperative  care  was 
rendered.  It  was  felt  by  the  Committee  that 
the  surgical  fee  was  excessive  and,  therefore, 
the  payment  was  decreased. 

CASE  #4.  A male  of  Medicare  age  made 
frequent  visits  to  the  emergency  room  of  his 
community  hospital.  The  physician  stated 
that  the  patient  had  anginal  pain  over  a 
period  of  eight  months.  The  physician  sub- 
mitted charges  in  excess  of  $400  for  emer- 
gency room  care.  A review  of  the  hospital 
record,  however,  indicated  that  only  in- 
frequently did  the  physician  actually  see 
the  patient  but  usually  ordered  an  injection 


for  pain.  Payment  was  made  for  the  docu- 
mented occasions  when  the  physician  saw 
the  patient  himself  in  the  emergency  room. 
CASE  #5.  A female  of  medicare  age  was 
bedridden  at  home.  The  physician  submitted 
bills  for  621  home  visits.  He  was  requested 
to  document  his  visits.  Despite  every  effort 
on  his  part,  his  nurse’s  and  other  personnel, 
only  443  visits  could  be  documented.  Pay- 
ment was  refused  for  claims  for  visits  that 
were  not  documented. 

CASE  #6.  An  elderly  female  of  medicare 
age  had  an  intravenous  pacemaker  inserted 
at  the  Medical  College  Hospital  and  re- 
turned to  her  home.  Her  condition  neces- 
sitated readmission  to  the  local  hospital.  The 
local  physician  documented  as  many  as 
eight  visits  a day  through  typewritten 
progress  notes.  Investigation  and  study  of 
the  records  revealed  that  the  physician  was 
seeing  the  patient  only  once  daily  and 
upon  interrogation  the  physician  admitted 
this  and  refunded  overpayment. 

CASE  #7.  This  problem  involved  a group 
of  claims  in  which  the  physician  submitted 
bills  by  social  security  numbers  and  was  paid 
for  services  rendered.  He  was  investigated, 
and  it  was  found  that  he  was  not  actually 
seeing  patients  but  using  their  numbers  to 
collect  for  services  not  rendered.  These  rec- 
ords were  turned  over  to  Social  Security 
for  federal  prosecution. 

One  general  practitioner,  who  sent  off 
chemical  profiles  which  generally  don’t  ex- 
ceed $15  in  cost  to  the  physician,  billed 
Medicare  $80  to  $120  per  patient.  Another 
physician  made  routine  A-P  and  lateral 
x-ray  films  of  the  abdomen  for  abdominal 
aneurysms  and  bone  profile  studies  for  car- 
cinoma of  the  prostate  in  men  over  65.  These 
charges  were  considered  overutilization. 
When  Blue  Shield  does  not  have  sufficient 
claims  data  on  a procedure  to  determine  the 
reasonable  charge,  the  Medical  Review  Com- 
mittee is  asked  to  recommend  a fee.  The  fee 
is  arrived  at  by  studying  the  value  placed 
upon  similar  procedures  and  a comparison 
of  the  degree  of  difficulty. 

After  receiving  criticism  from  physicians 
that  South  Carolina  fees  were  lower  than 
other  states,  we  were  provided  with  fees 
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Specifically  formulated  with 
vitamins  and  minerals  important 
in  the  treatment  of  anemia 


PHASE  1 

Enhanced  Absorption 

Each  tablet  provides  115  mg 
elemental  iron  as  the  highly 
absorbable  ferrous  fumarate  plus  600 
mg  of  Vitamin  C. 


PHASE  2 

Erythrocyte  Formation 

Each  tablet  provides  Vitamin  B12 
(25  meg)  and  Folic  Acid  (1  mg)  to 
replace  deficiencies. 


PHASE  3 

Premature  Hemolysis 

Each  tablet  provides  Vitamin  E,  which 
may  be  involved  in  lessening  red 
blood  cell  fragility. 


For  common  anemias 
as  well  as  problem  ones 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Each  tablet  contains: 
Vitamin  C (Ascorbic  Acid) 

600  mg. 

Vitamin  Bu  (Cobalamin 
Concentrate,  N.F.) 

25  meg. 

Intrinsic  Factor  Concentrate 

75  mg. 

Folic  Acid 

1 mg. 

Vitamin  Efd-AlphaTocopheryl 
Acid  Succinate) 

30  Int.  Units 

Elemental  Iron  (as  present  in 
350  mg.  of 
Ferrous  Fumarate) 

115  mg. 

Dioctyl  Sodium 
Sulfosuccinate  U.S.P. 

50  mg. 

Dosage:  One  Tablet  Daily. 
Available  in  Bottles  of  30  Tablets. 
On  Your  Prescription  Only. 


Precautions:  Some  patients  affected  with  pernicious  anemia  may  not  respond  to  orally 
administered  Vitamin  Bu  with  intrinsic  factor  concentrate  and  there  is  no  known  way  to 
predict  which  patients  will  respond  or  which  patients  may  cease  to  respond.  Periodic 
examinations  and  laboratory  studies  of  pernicious  anemia  patients  are  essential  and 
recommended.  If  any  symptoms  of  intolerance  occur,  discontinue  drug  temporarily  or 
permanently.  Folic  acid,  especially  in  doses  above  1 mg.  daily,  may  obscure  pernipious 
anemia,  in  that  hematologic  remission  may  occur  while  neurological  manifestations  re- 
main progressive. 

Adverse  Reactions:  G.I.:  nausea,  vomiting,  diarrhea,  abdominal  pain.  Skin  rashes  may 
occur.  Such  reactions  may  necessitate  temporary  or  permanent  changes  in  dosage  or 
usage.  Allergic  sensitization  has  been  reported  following  both  oral  and  parenteral  admin- 
istration of  folic  acid. 


HEMATINIC  TABLETS 


Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 

Specifically  formulated  with  vitamins  and  minerals 
important  in  the  treatment  of  anemias,  plus  a stool 
softener  to  counteract  the  constipating  effects  of  iron 

LEDERLE  LABORATORIES 

A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  10965  421-1 


from  another  state  for  twelve  procedures. 
Among  these  procedures  were  first  visit  to 
an  internist’s  office,  appendectomy,  hyster- 
ectomy, hospital  visit,  tonsillectomy,  ade- 
noidectomy,  and  so  forth.  Our  fees  were  less 
than  those  in  the  other  state  for  only  three 
procedures.  The  fees  for  the  remaining  pro- 
cedures varied  from  equal  to  as  much  as  40 
percent  higher  in  South  Carolina.  Repeated 
efforts  have  been  made,  and  are  constantly 
being  made,  to  secure  information  of  this 
type. 

Blue  Shield  payments  are  constantly  being 
reviewed.  In  most  instances,  payment  is 
made  according  to  a Fee  Schedule,  using  the 
relative  value  of  the  procedure  done  by  the 
physician.  Some  physicians  have  either  mis- 
understood or  not  read  the  Fee  Schedule 
contract.  If  a subscriber  has  a $325  Fee 
Schedule  contract,  it  means  that  Blue  Shield 
will  provide  benefits  up  to  a maximum  of 
$325  depending  on  the  relative  value  of  the 
procedure.  The  payment  is  made  without 
regard  to  what  the  surgeon  thinks  his  work 
was  worth  or  how  much  the  patient  or  his 
family  wants  paid.  The  fact  that  a surgeon 
may  think  “X”  operation  is  worth  $1000  and 
the  patient  agrees  makes  no  difference.  The 
$375,  $425,  $450  and  $550  Fee  Schedules  pro- 
vide proportionally  higher  payment  than  the 


$325  fee  schedule.  The  Usual  and  Customary 
contract  provides  payment  in  full  for  cus- 
tomary charges. 

Medicare  cases  may  have  varied  more  be- 
cause payments  were  originally  made  at  80 
percent  of  charges  after  the  deductible  was 
met  no  matter  what  fee  was  submitted. 
Presently,  Medicare  payments  are  based  on 
charge  data  from  the  previous  year.  This  is 
being  done  by  directive  of  HEW. 

Statements  have  been  made  that  fees  in 
one  area  of  the  state  are  higher  than  in 
others.  While  a few  individuals  seem  to  have 
inflated  opinions  of  their  value,  most  fees  are 
quite  comparable  for  procedures  performed 
by  physicians  with  similar  training. 

Some  fees  have  been  arrived  at  by  con- 
sultation with  several  states.  Such  new  pro- 
cedures as  temporary  pacemakers,  arterial 
infusions,  laser  treatment  of  skin  lesion,  and 
chemical  therapy  fall  into  this  category. 

Requests  have  been  received  for  addi- 
tional payments  when  a procedure  is  more 
difficult  and  time  consuming.  But  as  of  now, 
this  committee  has  stuck  with  set  fees.  This 
may  seem  unreasonable,  but  we  have  no 
record  6f  reviewing  a claim  where  the  phy- 
sician returned  a fee  because  he  did  the  pro- 
cedure easily  or  in  less  time. 


Book  Reviews 


A HISTORY  OF  MEDI- 
CINE IN  SOUTH  CARO- 
LINA, 1900-1970,  by  Jo- 
seph Ioor  AVaring.  Pub- 
lished by  the  South  Caro- 
lina Medical  Association, 
1971.  Pp  198.  $7.50. 

This  book  is  Volume  3 
in  the  series  of  the  His- 
tory of  Medicine  in  South 
Carolina  and  brings  the 
history  up  to  1970  and  the  series  to  a con- 
clusion. As  in  previous  volumes,  there  is 
abundant  information  concerning  the  medi- 
cal profession  in  South  Carolina  and  the 
chief  actors  therein. 


For  the  reviewer,  the  most  interesting 
portion  is  the  first  chapter,  describing  the 
economic  and  social  condition  of  the  state 
at  the  turn  of  the  century.  A backward  look 
at  how  poor  Ave  Avere  in  1900  makes  us 
appreciate  all  the  more,  the  efforts  of  the 
men  avIio  brought  medicine  to  its  present 
status  in  our  state. 

Perhaps  the  most  valuable  section  is  the 
one  giving  biographical  sketches  of  former 
presidents  of  the  Association,  plus  a feAv 
others  deserving  of  recognition.  The  sound 
scholarship  of  the  book  is  complemented  by 
Dr.  AVaring’s  charming  style  of  writing.  An 
excellent  index  adds  Aralue  to  the  Avork. 

Chapman  J.  Milling,  M.D. 


March,  1972 
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Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


HANDBOOK  OF  SPEECH  PATHOLOGY 
AND  AUDIOLOGY,  edited  by  Lee  Edward 
Travis.  Appleton,  Century,  Crofts,  New 
York,  1971.  Pp.  1312.  $29.95. 

When  the  HANDBOOK  OF  SPEECH 
PATHOLOGY  was  first  published  in  1957 
it  quickly  established  itself  as  the  standard 
reference  in  the  field  and  has  retained  that 
position  until  the  present;  however,  the 
much  expanded  HANDBOOK  OF  SPEECH 
PATHOLOGY  AND  AUDIOLOGY  is  cer- 
tain to  replace  it. 

As  the  new  title  indicates,  the  work  has 
been  greatly  expanded.  The  original  33  chap- 
ters have  grown  to  50.  The  section  on  hear- 
ing has  increased  from  three  to  seven  chap- 
ters. There  are  44  contributors  instead  of  the 
original  27. 

The  foundations  of  speech  and  language 
disorders,  the  symptoms,  causes  and  thera- 
peutic approaches  to  treatment  are  thor- 
oughly discussed. 

The  chapter  on  terminology  and  nomen- 
clature will  be  greatly  appreciated  by  most 
readers.  Of  particular  interest  also  are  the 
chapters  on  childhood  and  adult  aphasia. 

The  HANDBOOK  OF  SPEECH  PATH- 
OLOGY AND  AUDIOLOGY  is  an  excellent 
reference  work  for  anyone  who  is  involved 
with  the  communicatively  handicapped  and 
it  is  enthusiastically  recommended. 

C.  Mitchell  Carnell,  Jr.,  Director 
Charleston  Speech  and  Hearing  Clinic 


I am  editing  a book  on  the  role  of 
faith  or  religion  in  healing  from  a phy- 
sician’s standpoint.  Any  physician  inter- 
ested in  contributing  to  this  book,  please 
write  to  the  following  address: 

Claude  A.  Frazier,  M.D. 

4-C  Doctors  Park 

Asheville,  N.  C.  28801 
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• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  6V2  0 per  tablet) 


Before  prescribing,  please  consult  complete  product  ini 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract 
fections  (primarily  cystitis,  pyelitis,  pyelonephritis)  c 
to  susceptible  organisms  (usually  £.  coli,  Klebsit 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirab / 
and,  less  frequently,  Proteus  vulgaris)  in  the  absence 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  te 
are  not  always  reliable.  The  test  must  be  carefully  coo 
nated  with  bacteriologic  and  clinical  response.  When 
patient  is  already  taking  sulfonamides,  follow-up  cultu 
should  have  aminobenzoic  acid  added  to  the  culture  me: 
Currently,  the  increasing  frequency  of  resistant  organis 
is  a limitation  of  the  usefulness  of  antibacterial  agents 
eluding  the  sulfonamides,  especially  in  the  treatmen 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in 
tients  receiving  sulfonamides  for  serious  infections  sir 
there  may  be  wide  variations  with  identical  doses;  20  r 
100  ml  should  be  maximum  total  sulfonamide  level, 
adverse  reactions  occur  more  frequently  above  this  le 
Contraindications:  Hypersensitivity  to  sulfonamides, 
fants  less  than  2 months  of  age  (except  adjunctively  • 
pyrimethamine  in  congenital  toxoplasmosis),  pregne 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  has 
been  established.  Sulfonamides  will  not  eradicate  gr 
A streptococci.  Deaths  associated  with  sulfonamide 
ministration  have  been  reported  from  hypersensit 
reactions,  agranulocytosis,  aplastic  anemia  and  o: 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fe. 
pallor,  purpura  or  jaundice  may  be  early  indication: 
serious  blood  disorders.  Complete  blood  counts 
urinalyses  with  careful  microscopic  examination  sho 
be  performed  frequently  during  sulfonamide  therapy 
Precautions:  Use  with  caution  when  impaired  rena 
hepatic  function,  severe  allergy  or  bronchial  asthms 
present.  In  glucose-6-phosphate  dehydrogenase-defici 
individuals,  hemolysis  (frequently  a dose-related  re 
tion)  may  occur.  Maintain  adequate  fluid  intake  to 
vent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocyto 
aplastic  anemia,  thrombocytopenia,  leukopenia,  her 
lytic  anemia,  purpura,  hypoprothrombinemia,  methe 
globinemia.  Allergic  reactions:  Erythema  multiforme  ( 
vens-Johnson  syndrome),  generalized  skin  eruptic 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruri 
exfoliative  dermatitis,  anaphylactoid  reactions,  peric 
tal  edema,  conjunctival  and  scleral  injection,  photose 
tization,  arthralgia,  allergic  myocarditis.  Gastrointesi 
reactions:  Nausea,  emesis,  abdominal  pains,  hepat 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  re:- 
tions:  Headache,  peripheral  neuritis,  mental  depress  ■; 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills,  t: 
nephrosis  with  oliguria  and  anuria.  Periarteritis  noc 
and  L.E.  phenomenon  have  occurred  with  sulfonan 
therapy.  Sulfonamides  bear  certain  chemical  similar 
to  some  goitrogens,  diuretics  and  oral  hypoglyce 
agents.  Goiter  production,  diuresis  and  hypoglyce 
have  occurred  rarely  in  patients  receiving  sulfonami 
Cross-sensitivity  may  exist  with  these  agents. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 
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Division  of  Hoffmann-La  Roche 
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ute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO 
BUILT-IN 
BENEFITS  OF 
GANTRISIIST 

sulfisoxazole/Roche* 


1. 

High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 
in  the  urine  — usually  in  2 to  3 hours.  With  the  recommended 
dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 
throughout  therapy  to  combat  such  susceptible  organisms 
as  E.  coli,  Klebsiella-Aerobacter,  Staphylococcus  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

1 

Generally  good  tolerance 

Because  of  Gantrisin's  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  % of  1002  patients  in  a 
recent  study*).  Even  minor  reactions  are  comparatively 
infrequent,  but  may  include  nausea,  headache  and  vomiting. 
For  e ther  possible  undesirable  reactions,  and  precautions, 
please  see  summary  of  prescribing  information  on  opposite  page 

*Koch-Weser,  J,,  era/.:  Arch  Intern.  Med  . 723:395. 


For  nonobstructed  cystitis 
begin  with 

Gantrisiif 

sulfisoxazole/Roche* 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


MEETINGS 


The  Third  Annual  Symposium  on  Gyneco- 
logical Cancer  under  the  direction  of  the 
Department  of  Obstetrics  and  Gynecology  of 
the  Medical  University  of  South  Carolina 
was  supported  by  the  South  Carolina  Re- 
gional Medical  Program  will  be  held  April 
23,  24,  and  25  at  the  Mills  Hyatt  House  in 
Charleston.  For  further  information  and 
registration  forms,  please  contact  Dr.  Vince 
Moseley,  Director,  Division  of  Continuing 
Education,  Medical  University  of  South 
Carolina,  80  Barre  Street,  Charleston,  South 
Carolina  29401. 

The  Southeastern  Region  of  the  American 
Association  of  Medical  Clinics  will  hold  its 
annual  session  April  14  and  15  at  the  Nalle 
Clinic,  Charlotte,  North  Carolina.  For  addi- 
tional information,  contact  Dr.  Luther  M. 
Kelly,  Jr.,  Nalle  Clinic,  1350  South  Kings 
Drive,  Charlotte,  North  Carolina  28207. 

The  53rd  Annual  Session  of  the  American 
College  of  Physicians  will  be  held  in  Atlantic 
City,  New  Jersey,  April  17  through  April 
21  with  scientific  sessions  at  the  Atlantic 
City  Convention  Hall.  For  registration  and 
information,  write  Dr.  Edward  C.  Rosenow, 
Jr.,  Executive  Vice  President,  American  Col- 
lege of  Physicians,  4200  Pine  Street,  Phila- 
delphia, Pennsylvania  19104. 

The  National  Conference  on  Human 
Values  and  Cancer,  sponsored  by  the  Ameri- 
can Cancer  Society,  will  be  held  at  the 
Regency  Hyatt  House  in  Atlanta,  Georgia, 
June  22,  23,  and  24.  For  further  information, 
write  Dr.  William  M.  Market,  American 
Cancer  Society,  Inc.,  219  East  42nd  Street, 
New  York,  New  York  10017. 

The  Council  on  Clinical  Cardiology,  the 
American  Heart  Association  and  Tidewater 
Heart  Association  will  sponsor  “Cardiac 
Arrhythmias  at  the  Cavalier  Hotel,  Virginia 


Beach,  Virginia,  on  June  8-11.  For  further 
information,  contact  Dr.  Charles  L.  Baird, 
Jr.,  Virginia  Commonwealth  University, 
Medical  College  of  Virginia,  Health  Science 
Center  Box  894,  Richmond,  Virginia  23219. 


The  Seventh  National  Cancer  Conference 

will  be  held  September  27-29  at  the  Biltmore 
Hotel  in  Los  Angeles,  California.  For  fur- 
ther information,  write  Dr.  Sidney  L.  Arje, 
Seventh  National  Cancer  Conference,  c/o 
American  Cancer  Society,  219  East  42nd 
Street,  New  York,  New  York  10017. 


The  32nd  Annual  AMA  Congress  on 
Occupational  Health  will  be  held  at  the 
Drake  Hotel  in  Chicago,  September  11-12. 
For  further  information,  contact  the  Amer- 
ican Medical  Association,  535  North  Dear- 
born Street,  Chicago,  Illinois  60610. 


The  Tenth  International  Conference  on 
Extra-Corporeal  Technology  will  be  held 
on  July  27-29  at  the  Waldorf-Astoria  in  New 
York  City.  Inquiries  should  be  directed  to 
the  American  Society  of  Extra-Corporeal 
Technology,  Inc.,  287  East  Sixth  Street,  St. 
Paul,  Minnesota  55101. 


The  16th  Greenville  Post  Graduate  Semi- 
nar will  be  held  on  March  21,  22,  and  23  in 
Greenville.  For  information,  contact  Dr.  M. 
G.  Howie,  101  E.  North  Street,  Greenville, 
South  Carolina  29601. 


A Symposium  on  the  Problems  of  Aging 

will  be  held  at  the  William  S.  Hall  Psy- 
chiatric Institute  in  Columbia  on  March  23. 
For  information,  contact  Dr.  Gordon  Cran- 
dall, William  S.  Hall  Psychiatric  Institute, 
Box  119,  Columbia,  South  Carolina  29202. 


131 


March,  1972 


the  compound  analgesic 
that  calms  instead  of  caffeinates 

In  addition  to  pain,  this  patient  has  experienced  anxiety, 
fear,  embarrassment,  anger,  and  frustration.  It's  very 
likely  that  these  psychic  factors  actually  accentuated  his 
perception  of  pain.  Surely  the  last  thing  he  needs  is  an 
analgesic  containing  caffeine.  A much  more  logical 
choice  is  Phenaphen  with  Codeine.  It  provides  a quarter 
grain  of  phenobarbital  to  take  the  nervous  "edge"  off, 
so  the  rest  of  the  formula  can  control  the  pain  more 
effectively.  It's  no  accident  that  the  Phenaphen  formu- 
lations contain  a sedative  rather  than  a stimulant.  Don't 
you  agree,  Doctor,  that  psychic  overlay  is  an  important 
factor  in  most  of  the  accident  cases  you  see? 

A.  H.  Robins  Company,  Richmond,  Va.  AH-[^OBINS 


Phenaphen* 
with  Codeine 

Phenaphen  with  Codeine  Nos.  2,  3,  or  4 contains:  Phenobarbital 
(’A  gr.),  16.2  mg.  (warning:  may  be  habit  forming);  Aspirin  (2Vz 
gr.),  162.0  mg.;  Phenacetin  (3  gr  ),  194.0  mg.;  Hyoscyamine  sulfate, 
0.031  mg.;  Codeine  phosphate,  ’A  gr.  (No.  2),  'k  gr.  (No.  3)  orl  gr. 
(No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provides  relief  in  severer  grades  of  pain,  on  low 
codeine  dosage,  with  minimal  possibility  of  side  effects.  Its  use 
frequently  makes  unnecessary  the  use  of  addicting  narcotics. 
Contraindications:  Hypersensitivity  to  any  of  the  components. 
Precautions:  As  with  all  phenacetin-containing  products,  exces- 
sive or  prolonged  use  should  be  avoided.  Side  effects:  Side  effects 
are  uncommon,  although  nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and  No.  3 — 1 or  2 capsules 
every  3 to  4 hours  as  needed;  Phenaphen  No.  4 — 1 capsule  every 
3 to  4 hours  as  needed.  For  further  details  see  product  literature. 

/Tjj  Phenaphen  with  Codeine  is  now  classified  in  Schedule 
III,  Controlled  Substances  Act  of  1970.  Available  on  pre- 
scription and  may  be  refilled  5 times  within  6 months,  unless 
restricted  by  state  law. 


Snifter  working  again 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  justone  Extentab  every  12  hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely.  /MHDOBINS 


prescribing  information  appears  on  next  page 


A.  H.  Robins  Company 
Richmond,  Va  23220 


Dimetapp 

Extentabs 

Dimetane"  (brompheniramine  maleate).  12  mg  . phenyl- 
ephrine HCI,  15  mg  , phenylpropanolamine  HCI.  15  mg 


Dimetapp  Extentabs® 

INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  aller- 
gic manifestations  of  upper  respiratory 
illnesses,  such  as  the  common  cold,  sea- 
sonal allergies,  sinusitis,  rhinitis,  con- 
junctivitis and  otitis.  In  these  cases  it 
quickly  reduces  inflammatory  edema, 
nasal  congestion  and  excessive  upper 
respiratory  secretions,  thereby  affording 
relief  from  nasal  stuffiness  and  postnasal 
drip. 

CONTRAINDICATIONS:  Hypersensitivity 
to  antihistamines  of  the  same  chemical 
class.  Dimetapp  Extentabs  are  contrain- 
dicated during  pregnancy  and  in  children 
under  12  years  of  age.  Because  of  its  dry- 
ing and  thickening  effect  on  the  lower 
respiratory  secretions,  Dimetapp  is  not 
recommended  in  the  treatment  of  bron- 
chial asthma.  Also,  Dimetapp  Extentabs 
are  contraindicated  in  concurrent  MAO 
inhibitor  therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convulsions 
and  death. 

PRECAUTIONS:  Administer  with  care  to 
patients  with  cardiac  or  peripheral  vascu- 
lar diseases  or  hypertension.  Until  the 
patient’s  response  has  been  determined, 
he  should  be  cautioned  against  engaging 
in  operations  requiring  alertness  such  as 
driving  an  automobile,  operating  ma- 
chinery, etc.  Patients  receiving  antihista- 
mines should  be  warned  against  possible 
additive  effects  with  CNS  depressants 
such  as  alcohol,  hypnotics,  sedatives, 
tranquilizers,  etc. 

ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  include 
hypersensitivity  reactions  such  as  rash, 
urticaria,  leukopenia,  agranulocytosis 
and  thrombocytopenia;  drowsiness,  lassi- 
tude, giddiness,  dryness  of  the  mucous 
membranes,  tightness  of  the  chest,  thick- 
ening of  bronchial  secretions,  urinary 
frequency  and  dysuria,  palpitation,  hypo- 
tension/hypertension, headache,  faint- 
ness, dizziness,  tinnitus,  incoordination, 
visual  disturbances,  mydriasis,  CNS- 
depressant  and  (less  often)  stimulant 
effect,  anorexia,  nausea,  vomiting,  diar- 
rhea, constipation,  and  epigastric  dis- 
tress. 

HOW  SUPPLIED:  Light  blue  Extentabs  in 
bottles  of  100  and  500. 


“ Your  dinner  was 
perfect  — from  soup 
to  ‘DicarbosiV 


DicarbosiL 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis,  Missouri  63102 


The  right  school  makes 
all  the  difference 

At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere 

We  offer 

A co-educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12. 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college;  14  National  Merit 
Semi-Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun1 

Enrichment  and  excellence-including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 

Flexibility  — with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 

Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming. 

Woodward  Academy 

For  further  information  write  or  call: 

Director  of  Admissions/ P.  0.  Box  87190 
College  Park,  Ga  30337  / Tel  AC  404-761-8881 


Meetings— Continued 

The  Southeastern  Region  of  the  American 
Association  of  Medical  Clinics  will  hold  its 
annual  session  April  14  and  15  at  the  Nalle 
Clinic,  Charlotte,  North  Carolina.  For  addi- 
tional information,  contact  Dr.  Luther  M. 
Kelly,  Jr.,  Nalle  Clinic,  1350  South  Kings 
Drive,  Charlotte,  North  Carolina  28207. 


The  53rd  Annual  Session  of  the  American 
College  of  Physicians  will  be  held  in  Atlantic 
City,  New  Jersey,  April  17  through  April  21 
with  scientific  sessions  at  the  Atlantic  City 
Convention  Hall.  For  registration  and  in- 
formation, write  Dr.  Edward  C.  Rosenow, 
Jr.,  Executive  Vice  President,  American  Col- 
lege of  Physicians,  4200  Pine  .Street,  Phila- 
delphia, Pennsylvania  19104. 


RESOLUTION— DR.  JOE  P.  CAIN,  JR. 


The  Marion  County  Medical  Society  at  its 

regular  meeting  January  26,  1972,  passed  the 

following  Resolution: 

WHEREAS,  Dr.  Joe  P.  Cain,  Jr.,  who  passed 
away  May  26,  1971,  was  a mem- 
ber and  past  president  of  the 
Marion  County  Medical  Society, 
and 

WHEREAS,  Dr.  Joe  P.  Cain,  Jr.  was  our  Dis- 
trict Councilor  for  many  years 
and  served  as  Chairman  of  Coun- 
cil, President  of  the  South  Caro- 
lina Medical  Association,  and 
Delegate  to  the  American  Medi- 
cal Association,  and 

WHEREAS,  Dr.  Joe  P.  Cain,  Jr.  was  a Trustee 
of  the  Medical  University  of 
South  Carolina  at  the  time  of  his 
death,  and 

WHEREAS,  Dr.  Joe  P.  Cain,  Jr.  held  many 
other  positions  of  importance  in 
organized  medicine,  and 

WHEREAS,  Dr.  Joe  P.  Cain,  Jr.  showed  wis- 
dom, diligence  and  dedication  in 
all  positions  to  which  he  was 
elected  or  entrusted,  and 


WHEREAS,  Dr.  Joe  P.  Cain,  Jr.  was  held  in 
high  esteem  by  his  fellow  mem- 
bers of  the  Marion  County  Medi- 
cal Society,  therefore, 

BE  IT  RESOLVED,  that  the  members  of  the 
Marion  County  Medical  Society 
desire  to  honor  the  memory  of 
their  fellow  member  and  col- 
league, Dr.  Joe  P.  Cain,  Jr.,  and 

BE  IT  FURTHER  RESOLVED,  that  to  honor 
the  memory  of  Dr.  Joe  P.  Cain, 
Jr.,  the  Marion  County  Medical 
Society  will  make  an  annual 
donation  to  the  Dr.  Joe  P.  Cain, 
Jr.  Scholarship  Fund,  and 

BE  IT  FURTHER  RESOLVED,  that  a copy 
of  this  Resolution  be  sent  to  the 
family  of  Dr.  Cain,  to  the  mem- 
bers of  the  Marion  County  Medi- 
cal Society,  and  published  in  the 
Journal  of  the  South  Carolina 
Medical  Association. 

Respectfully  submitted, 

Harold  S.  Gilmore,  M.D.,  Secretary 
Marion  County  Medical  Society 
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MEMORIAL  RESOLUTION 
TO 

DAVID  CHARLES  DIXON,  M.D. 


David  Charles  Dixon  began  his  association 
with  the  Medical  University  after  many  years 
of  active  medical  practice  in  the  United  States 
Navy.  Dr.  Dixon  was  born  in  Homestead, 
Pennsylvania.  He  attended  Wheaton  College 
in  preparation  for  the  ministry  but  in  time 
entered  and  completed  the  premedical  pro- 
gram there  in  1940.  His  medical  education 
was  interrupted  by  service  during  the  Second 
World  War.  He  received  his  M.D.  degree 
from  the  University  of  Pittsburgh  School  of 
Medicine  in  1946.  Internship  was  at  St.  Fran- 
cis Hospital  in  Pittsburgh,  Pennsylvania.  In 
1947,  he  returned  to  the  United  States  Navy 
and  practiced  general  medicine  at  the  U.  S. 
Naval  Air  Station  at  Patuxent  River,  Mary- 
land, for  two  years.  He  entered  an  Obstetrics 
and  Gynecology  residency  at  the  United 
States  Naval  hospital  in  Bethesda,  Maryland, 
in  1949  and  served  as  Chief  of  Obstetrics  and 
Gynecology  at  the  NATO  Command  Center 
at  Naples,  Italy  from  1951-53.  He  completed 
his  Obstetrics  and  Gynecology  residency  at 
the  U.  S.  Naval  Hospital  at  St.  Albans,  New 
York,  in  1955  and  then  served  as  Assistant 
Chief  of  Obstetrics  and  Gynecology  there  the 
following  year.  From  1957  to  1962  Dr.  Dixon 
was  Assistant  Chief  of  Obstetrics  and  Gyne- 
cology at  the  U.  S.  Naval  Hospital  in  Charles- 
ton. Illness  forced  his  retirement  in  1962  after 
20  years  of  service  in  the  navy.  For  a time  he 
was  in  private  practice  and  then  was  Medi- 
cal Director  of  the  American  Red  Cross  Blood 
Center  at  Birmingham,  Alabama  for  a year. 

Dr.  Dixon  accepted  a residency  in  Ana- 
tomic Pathology  February  1,  1964  feeling  that 
this  discipline  would  relate  best  to  his  original 
training  in  obstetrics  and  gynecology  and  be 
an  area  in  which  his  prolonged  and  slowly 
progressive  illness  need  not  interfere  with  his 


progress.  After  completing  his  training  in 
Necropsy  and  Surgical  Pathology,  as  well  as 
a rotation  in  Cytology,  he  enrolled  in  the 
course  in  Clinical  Cytopathology  at  Johns 
Hopkins  University.  Following  this  he  became 
an  instructor  in  Pathology  and  Cytology  on 
February  1,  1967.  In  July,  1968  he  was  pro- 
moted to  an  Associate  in  Pathology.  From 
then  until  his  retirement  Dr.  Dixon  continued 
to  practice  as  a Cytopathologist,  taking  an 
active  role  in  the  instruction  of  cytotechnology 
students,  sophomore  medical  students  and 
residents  in  Pathology.  An  exacerbation  of  his 
prolonged  illness  in  October,  1970  necessitated 
his  retirement  January  31,  1971  and  resulted 
in  his  death  on  May  2,  1971. 

Dr.  Dixon’s  entire  professional  career  was 
characterized  by  a concern  for  people,  an 
overwhelming  interest  in  medicine,  an  un- 
compromising desire  for  perfection  and  a 
meticulous  awareness  of  his  responsibility  to 
his  work  and  other  people. 

Although  cut  off  in  the  height  of  his  ser- 
vice to  his  fellowman,  Dr.  Dixon  will  live  on 
through  the  influence  of  his  character  on 
friends,  students,  colleagues  and  family. 

Therefore,  be  it  resolved,  that  the  College 
of  Medicine,  Medical  University  of  South 
Carolina,  records  with  deep  regret  the  death 
of  one  of  its  most  beloved  and  respected 
faculty  members,  and  that  this  resolution  be 
inscribed  in  the  minutes  and  a copy  of  this 
resolution  be  sent  to  Dr.  Dixon’s  family  with 
the  sincere  sympathy  of  our  faculty. 

Edward  E.  McKee,  M.D. 

Chairman 

Jane  K.  Upshur,  M.D. 
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Hospital  Not  Liable  for  Attack  by 
Released  Patient 

A decision  to  release  a patient  from  a mental  hos- 
pital is  a matter  of  professional  medical  judgment, 
and  there  is  no  basis  for  liability  even  if  the  honest 
professional  medical  judgment  was  erroneous,  a 
New  York  appellate  court  ruled. 

A few  weeks  after  discharge  from  the  state  mental 
hospital,  the  patient  attacked  a 19-year-old  girl  with 
a meat  cleaver  and  butcher  knife  and  severely 
injured  her.  The  victim  brought  an  action  against  the 
state.  She  claimed  that  the  man  was  mentally  ill  and 
dangerous  when  discharged  from  the  hospital  and 
that  he  should  have  had  continued  hospital  care.  The 
trial  court  held  that  liability  could  not  be  based  on 
the  act  of  releasing  the  patient,  because  the  release 
was  founded  on  a diagnosis  and  decision  based  on 
medical  judgment. 

On  appeal,  the  court  agreed  that  the  hospital 
could  not  be  held  liable  on  the  basis  of  the  medical 
decision,  even  if  the  decision  was  subsequently 
proved  erroneous.  The  patient  had  been  hospitalized 
on  several  occasions  and  was  prone  to  committing 
assaults,  having  committed  acts  of  violence  on  mem- 
bers of  his  own  family.  During  his  last  hospitalization, 
he  was  given  a series  of  physical  and  psychiatric 
examinations  and  was  determined  to  be  without 
mental  disorder.  He  was  discharged  at  his  mother’s 
request.  The  appellate  court  noted  that  the  diagnosis 
of  mental  illness  cannot  be  made  with  absolute  pre- 
cision, and  it  ruled  that  such  diagnosis  must  involve 
a calculated  risk. 

Although  two  psychiatrists  had  testified  that  the 
physicians  at  the  state  hospital  had  made  a poor 
diagnosis,  there  was  no  claim  that  they  were  in- 
competent or  unqualified.  Therefore,  the  appellate 
court  held  that  the  decision  to  release  the  patient  was 
a professional  medical  judgment,  for  which  there 
could  be  no  liability  even  if  it  turned  out  to  be 
erroneous. 

The  trial  court  did  hold  the  state  liable  on  the 
theory  that  hospital  authorities  had  discharged  the 
patient  without  taking  reasonable  precautions.  Be- 
cause the  hospital  knew  the  patient  was  potentially 
dangerous,  the  trial  court  said  the  hospital  had  a 
duty  to  determine  whether  his  parents  knew  of  the 
potential  risk  and  whether  they  would  exercise 
supervision.  The  court  also  said  that  the  hospital  had 
a duty  to  determine  whether  the  patient  would 
receive  proper  medical  care  after  release. 

Reversing  this  part  of  the  decision  holding  the 
state  liable,  the  appellate  court  said  that,  since  the 
patient  was  entitled  to  release  after  being  found  free 
of  mental  disorder,  the  duty  of  hospital  authorities 
was  limited.  They  had  been  advised  that  the  patient 
was  to  receive  continued  private  psychiatric  care. 
The  court  pointed  out  that,  after  discharge,  the 
medication  was  not  in  control  of  the  releasing  hospital 
but  was  in  the  control  of  the  person  assuming  re- 
sponsibility for  the  patient.  Hospital  records  indicated 
that  the  patient’s  parents  had  been  informed  of  his 


condition  but  had  requested  his  discharge  and  had 
agreed  to  pay  for  his  support  and  psychiatric  care. 

Given  these  facts  and  the  professional  judgment 
that  the  patient  was  without  mental  illness,  the  court 
said  that  the  hospital  was  required  by  the  Mental 
Hygiene  Law  to  release  the  patient.  Because  there 
was  no  legal  requirement  for  post-release  care  upon 
which  a finding  of  negligence  could  be  based,  the 
appellate  court  dismissed  the  claim.— Cameron  v. 
state  of  New  York,  322  N.Y.S.2d  562  (N.Y.Sup.Ct., 
App.  Div.,  June  25,  1971) 


Negligence  and  Causation  Not  Shown  in 
Medical  Malpractice  Case 

A medical  malpractice  case  against  an  ophthalmolo- 
gist for  failing  to  diagnose  a malignant  melanoma  of 
a patient’s  iris  was  properly  dismissed,  the  Supreme 
Court  of  Montana  ruled.  The  patient  had  failed  to 
show  that  the  ophthalmologist  could  have  discovered 
the  tumor  or,  if  he  had,  that  the  patient’s  eye  could 
have  been  saved. 

The  ophthalmologist  had  been  the  family’s  eye 
doctor.  He  examined  the  patient’s  eyes  once  each 
year  from  1958  to  1961  and  in  1963  and  1966.  In 
1966,  he  fitted  her  with  corrective  glasses. 

In  April,  1969,  the  patient  failed  the  driver’s  visual 
acuity  test.  She  consulted  a second  physician.  He 
made  a diagnosis  of  a malignant  melanoma  of  the 
left  iris.  This  diagnosis  was  confirmed  by  two  other 
physicians. 

The  patient  was  hospitalized  shortly  thereafter. 
The  second  physician  made  the  following  entry  in 
his  records:  “It  is  conceivable  that  the  present  lesion 
has  been  present  for  five  years  . . .”  The  following 
day  he  enucleated  the  eye  (removed  the  eyeball). 

The  patient  filed  suit  against  the  ophthalmologist. 
She  claimed  that  he  was  negligent  in  failing  to  diag- 
nose the  tumor. 

Prior  to  trial,  the  attorney  for  the  ophthalmologist 
requested  permission  to  confer  with  the  patient’s 
medical  witnesses.  Over  the  patient’s  objections,  the 
trial  court  allowed  him  to  confer  with  the  witnesses 
without  the  patient’s  attorney  being  present. 

At  trial,  several  lay  witnesses  testified  that  over  a 
period  of  eleven  years  the  color  of  the  patient’s  eye 
had  changed  from  blue  to  hazel  to  brown.  The  phy- 
sician who  enucleated  the  eye  was  called  as  a witness 
by  the  patient.  He  said  that  the  tumor  probably 
was  not  present  when  the  ophthalmologist  had  ex- 
amined the  patient.  He  also  said  that  the  eye  was 
doomed  by  the  time  the  tumor  became  detectable. 

The  patient  also  introduced  an  affidavit  of  the 
pathologist,  who  had  examined  a slide  prepared 
from  the  patient’s  eye.  The  affidavit  indicated  that 
the  pathological  examination  could  not  reveal  the 
length  of  time  the  lesion  had  been  present. 

At  the  close  of  the  patient’s  case,  the  trial  court 
dismissed  the  lawsuit.  On  appeal,  the  patient  claimed 
the  trial  court  erred  in  dismissing  the  suit.  The 
patient  also  claimed  that  the  pretrial  conference 
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diethylpropion  hydrochloride,  N.F.) 


vVhen  girth  gets  out  of  control,  TEPANIL  can  provide  sound 
support  for  the  weight  control  program  you  recommend. 
TEPANIL  reduces  the  appetite  — patients  enjoy  food  but  eat 
iess.  Weight  loss  is  significant  — gradual  — yet  there  is  a rela- 
tively low  incidence  of  CNS  stimulation. 

Contraindications:  Concurrently  with  MAO  inhibitors,  in  patients  hypersensitive  to 
his  drug,-  in  emotionally  unstable  patients  susceptible  to  drug  abuse. 

Warning:  Although  generally  safer  than  the  amphetamines,  use  with  great  caution  in 
patients  with  severe  hypertension  or  severe  cardiovascular  disease.  Do  not  use  dur- 
ng  first  trimester  of  pregnancy  unless  potential  benefits  outweigh  potential  risks. 
Adverse  Reactions:  Rarely  severe  enough  to  require  discontinuation  of  therapy,  un- 
aleasant  symptoms  with  diethylpropion  hydrochloride  have  been  reported  to  occur 
in  relatively  low  incidence.  As  is  characteristic  of  sympathomimetic  agents,  if  may 
occasionally  cause  CNS  effects  such  as  insomnia,  nervousness,  dizziness,  anxiety, 
ond  jitteriness.  In  contrast,  CNS  depression  has  been  reported.  In  a few  epileptics 
on  increase  in  convulsive  episodes  has  been  reported.  Sympathomimetic  cordio- 
/asc ular  effects  reported  include  ones  such  as  tachycardia,  precordial  pain. 


arrhythmia,  palpitation,  and  increased  blood  pressure.  One  published  report 
described  T-wave  changes  in  the  ECG  of  a healthy  young  male  after  ingestion  of 
diethylpropion  hydrochloride,-  this  was  an  isolated  experience,  which  has  not  been 
reported  by  others.  Allergic  phenomena  reported  include  such  conditions  as  rash, 
urticaria,  ecchymosis,  and  erythema.  Gastrointestinal  effects  such  as  diarrhea, 
constipation,  nausea,  vomiting,  and  abdominal  discomfort  have  been  reported. 
Specific  reports  on  the  hematopoietic  system  include  two  each  of  bone  morrow 
depression,  ogranulocyfosis,  and  leukopenia.  A variety  of  miscellaneous  adverse 
reactions  have  been  reported  by  physicians.  These  include  complaints  such  as  dry 
mouth,  headache,  dyspnea,  menstrual  upset,  hair  loss,  muscle  pain,  decreased 
libido,  dysuria,  and  polyuria 

Convenience  of  two  dosage  forms:  TEPANIL  Ten-fab  tablets:  One  75  mg.  tablet 
daily,  swallowed  whole,  in  midmorning  (10  a.m.);  TEPANIL:  One  25  mg.  tablet  three 
times  daily,  one  hour  before  meals.  If  desired,  an  additional  tablet  may  be  given  in 
midevening  to  overcome  night  hunger.  Use  in  children  under  12  years  of  age  is  not 
recommended.  1-3325  < 2876) 

N MERRELL- NATIONAL  LABORATORIES 
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Painful 
night  leg 
cramps... 


unwelcome  bedfellow 
for  any  patient- 
including  those  with  arthritis, 
diabetes  or  PVD 


□ 


□ 


Prevents  painful  night 
leg  cramps 

Permits  restful  sleep 

Provides  simple 
convenient  dosage  — 
usually  just  one  tablet 
at  bedtime 


Prescribing  Information  — Composition:  Each  white,  beveled,  compressed  tablet 
contains:  Quinine  sulfate,  260  mg.,  Aminophylline,  195  mg.  Indications:  For  the 
prevention  and  treatment  of  nocturnal  and  recumbency  leg  muscle  cramps,  includ- 
ing those  associated  with  arthritis,  diabetes,  varicose  veins,  thrombophlebitis, 
arteriosclerosis  and  static  foot  deformities.  Contraindications:  Quinomm  is  con- 
traindicated in  pregnancy  because  of  its  quinine  content.  Precautions/ Adverse 
Reactions:  Aminophylline  may  produce  intestinal  cramps  in  some  instances,  and 
quinine  may  produce  symptoms  of  cinchonism,  such  as  tinnitus,  dizziness,  and  gas- 
trointestinal disturbance.  Discontinue  use  if  ringing  in  the  ears,  deafness,  skin  rash, 
or  visual  disturbances  occur.  Dosage:  One  tablet  upon  retiring.  Where  necessary, 
dosage  may  be  increased  to  one  tablet  following  the  evening  meal  and  one  tablet 
upon  retiring.  Supplied:  Bottles  of  100  and  500  tablets. 
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Quinamm 

{quinine  sulfate  260  mg.,  aminophylline  195  mg.J 


ivision  of  Richardson-Merrell  Inc. 
Cincinnati,  Ohio  45215 


Trademark:  Quinamm 


Specific  therapy  for  night  leg  cramps. 


between  the  attorney  for  the  ophthalmologist  and  her 
medical  witnesses  violated  the  physician-patient 
privilege. 

Affirming  the  dismissal,  the  Supreme  Court  of 
Montana  ruled  that  there  was  no  evidence  that  the 
tumor  could  have  been  discovered  by  the  ophthal- 
mologist and  no  evidence  that  the  eye  could  have 
been  saved  if  he  had  discovered  it.  In  view  of  this, 
the  court  held  that  the  patient  had  failed  to  establish 
a prima  facie  case  against  the  ophthalmologist  not- 
withstanding the  lay  testimony  as  to  the  changes  in 
the  color  of  the  patient’s  eye. 

The  pretrial  examination  of  the  patient’s  medical 
witnesses  was  proper,  the  court  ruled.  When  the 
patient  filed  a lawsuit  based  on  her  personal  injuries, 
the  court  held  that  she  waived  the  physician-patient 
privilege.  Callahan  v.  Burton,  487  P.2d  515  (Mont. 
Sup.Ct.,  July  26,  1971) 


Medicolegal  Risks  Involved  When  Psychotherapist 
Prescribes  Drugs 

The  increasing  use  of  drugs  by  psychotherapists 
and  the  medicolegal  risks  involved  were  discussed  in 
a medicolegal  quarterly.  Traditionally,  psycho- 
therapists ( who  use  only  mental  treatment,  especially 
psychoanalysis)  do  not  touch  patients  or  attempt  any 
physical  treatment  for  fear  of  upsetting  the  thera- 
peutic relationship.  But  when  Thorazine  and  Serpasil 
were  introduced  in  1954  the  psychoanalysts  and  psy- 
chiatrists had  effective  drugs,  a form  of  physical 
treatment,  to  offer  the  patient. 

Legal  problems  arise  with  the  use  of  drugs  in 
psychotherapy.  There  is  often  no  set  dose  of  the 
drug,  frequent  changes  in  dosage  are  often  required, 
large  amounts  of  the  drug  may  have  to  be  ad- 
ministered, and  side  effects  have  to  be  watched  for 
all  the  time.  For  these  reasons,  complete  physical 
examinations  and  blood  tests  may  be  required.  Since 
many  psychiatrists’  offices  do  not  have  the  necessary 
equipment  or  assistants  for  physical  examinations  or 


blood  tests,  and  they  do  not  want  to  upset  the  thera- 
peutic relationship,  they  often  prescribe  drugs  without 
proper  safeguards.  This  makes  the  prescribing  psy- 
chiatrist legally  vulnerable  if  his  patient,  on  tran- 
quilizers, becomes  dizzy  and  falls  or  has  an  auto- 
mobile accident,  and  it  is  discovered  that  the  psycho- 
therapist has  not  taken  the  proper  medical  pre- 
cautions, such  as  doing  a physical  examination  of  his 
patient. 

There  have  not  been  many  malpractice  suits  in  this 
area  so  far  and  thus  there  is  no  body  of  law  from 
which  to  draw  precedents,  but  drug-law  experts  agree 
upon  some  general  concepts.  Besides  the  legal 
vulnerability  present  when  a psychiatrist  omits  a 
proper  physical  examination,  his  legal  liability  in- 
creases markedly  if  he  exceeds  the  ceilings  recom- 
mended for  dosage  on  the  package  insert.  The 
degree  of  disclosure  required  to  be  given  to  the 
patient  as  to  side  effects  varies  according  to  cir- 
cumstances, such  as  the  patient’s  clinical  condition 
and  what  activities  he  performs.  If  a doctor  does 
withhold  facts  about  side  effects,  the  burden  is  on 
him  to  show  why.  Potentially  toxic  agents  should  be 
prescribed  for  a suicidal  patient  with  great  care  in 
order  to  avoid  legal  liability.  When  a doctor  does 
experimental  work  with  a new,  not  yet  established 
drug,  informed  patient  consent  must  be  obtained, 
preferably  in  writing.  If  an  investigational  drug  is 
being  used  on  a minor,  the  consent  of  a parent  is 
needed.  If  the  patient  is  acutely  psychotic,  it  is 
advisable  to  have  the  consent  of  a legal  guardian. 
While  these  measures  cover  the  psychiatrist  legally 
there  is  still  a financial  danger  involved  in  the  use 
of  all  investigational  drug,  since  malpractice  insur- 
ance does  not  cover  such  cases,  the  author  said.— 
Psychotherapist  Prescribes  a Drug  in  His  Office; 
Medicolegal  Risks,  by  William  S.  Appleton,  M.D. 
16  Medical  Trial  Technique  Quarterly,  No.  1,  p.  33 
(Sept.  1969)  and  No.  2,  p.  51  (Dec.  1969),  pub- 
lished by  Callaghan  and  Company,  165  North  Archer 
Avenue,  Mundelein,  Illinois  60060. 
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What  makes 
a good 
hearing  aid 

GREAT? 


The  man  who  does  the  fitting. 


There  are  a lot  of  good  hearing  aids  on  the 
market,  but  how  well  you  hear  with  any  aid  depends 
to  a great  degree  on  the  ability  of  the  hearing  aid 
dealer  to  properly  “fit”  the  correct  aid  for  your 
individual  hearing  problem. 

The  services  offered  by  your  MAICO  dealer 
reflect  Maico’s  30-year  record  of  integrity  and  experi- 
ence, willingness  to  stand  behind  their  product,  and 
the  care  and  thoroughness  with  which  Maico  selects 
and  trains  dealers  to  serve  the  hard  of  hearing.  Your 
M aico  dealer  is  a good  man  to  know  if  you  have  a 
hearing  problem. 

You  can  rely  on  MAICO— “Most  Respected  Name 
in  Hearing.” 

"For  Audiometers  and  Sound  Rooms” 


22  MAICO 


Young’s  Hearing  Aid  Service 
1607  Brabham  Avenue 
Columbia,  S.  C.  29202 
253-7085 

Young's  Hearing  Aid  Service 
511  W.  Palmetto  Street 
Florence,  S.  C. 

662-1211 


Young’s  Hearing  Aid  Service 
800  Pendleton  Street 
Greenville,  S.  C. 

232-1007 

Melton  Hearing  Aid  Center 
326  King  Street 
Charleston,  S.  C.  29402 
772-1219 
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WINCHESTER 

“CAROLINAS'  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 
We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage; 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


william  p.  poythress  & 
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IN  ASTHMA  ML  optional 

in  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  'A  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 

efci  tanaceu/ica/L 


Predictable. 

Economical 

tolerated 


If  that's  old-fashioned 

why  not  make  the  most  of  it? 


SODIUM® 

(SODIUM  BUTABARBITAL) 


Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required  for  relief  of  symptoms  of 
anxiety  or  tension  resulting  from  emotional,  physical,  or  situational  stress. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  hangover”  and  systemic  disturbances  are  seldom  seen 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mg  t.i  d or  q i d 

Also  available:  BUTICAPS"  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg  , 
McNeil  Laboratories,  Inc  . Fort  Washington,  Pa  19034 

(McNEIL) 


When  he  goes  back  to  work, 
will  his  old  tensions  go  back  with  hi 

When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazep 
Although  he’s  promised  to  take  it  easy  ha 
on  the  job,  you  know  he’s  going  back  to  the  s 
stressful  circumstances  that  may  have  contrib 
to  his  hospitalization.  Your  prescription  for 
Valium  can  calm  him.  Lessened  anxiety  and 
tension  can  help  in  decelerating  his  former  pa 
During  the  period  of  readjustment  Valium  hel 
quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5- 
or  2-mg  Valium  tablets  t.i.d.  or  q.i.d.  can  usuall 
provide  reliable  relief.  For  severe  tension/anxie 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia,  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  oper^t' 
dangerous  machinery.  *w  y • 

VallUm  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 
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Before  prescribing,  please  consult 
complete  product  information,  a 
summary  of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors; 
psychoneurotic  states  manifested  by  ten- 
sion, anxiety,  apprehension,  fatigue, 
depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation, 'tremor, 
delirium  tremens  and  hallucinosis  due  to 
acute  alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy) . 

Contraindicated:  Known  hypersensi- 
tivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of 
increase  in  frequency  and/  or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant 
medication;  abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  de- 
pendence. In  pregnancy,  lactation  or 
women  of  childbearing  age,  weigh  po- 
tential benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants, 
consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated 
in  patients  severely  depressed,  or  with 
latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function.  Limit 
dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia 
or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision. 


.v 

3 

C9 

09 

fll 

o 

3* 

C 

a 


Paradoxical  reactions  such  as  acufe 
hyperexcited  states,  anxiety,  hallu^n. 
tions,  increased  muscle  spasticity,® 
insomnia,  rage,  sleep  disturbance© 
stimulation  have  been  reported;  s(Mj 
these  occur,  discontinue  drug.  Isolate 
reports  of  neutropenia,  jaundice;  |SIH 
blood  counts  and  liver  function  tests 
advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maxim 
beneficial  effect.  Adults:  Tension,  anx( 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d 
q.i.d.  in  first  24  hours,  then  5 mg  t.i.d 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i. 
or  q.i.d.;  adjunctively  in  convulsive 
disorders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients:  2 to  2 
mg,  1 or  2 times  daily  initially,  increas 
as  needed  and  tolerated.  (See 
Precautions.)  Children:  1 to  2V2  mgt.‘ 
or  q.i.d.  initially,  increasing  as  needed 
tolerated  (not  for  use  under  6 months) 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottl 
100  and  500.  All  strengths  also  availa 
in  Tel-E-Dose™  packages  of  1000. 
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Roche  Laboratories 
Division  of  Hoffmann-La  R 
Nutley.  N.J.  07110 
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BOTTOM 


SOUTH  CAROLINA 

Medical  Association 


Simple,  accurate  test  for  glycosuria 


TES-TAPE 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


URINE  SUGAR  ANALYSIS  PAPER 


Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorex 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddine 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritabili 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  ii 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  a 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopi 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


l New 

>osage  Form: 


Ihewable 

ablets  500  mg 

lintezol 

IIABENDAZOLE  MSD) 


) easy  to  take 
'eryone  in  the  family 
II  keep  to  the 
gimen  you  prescribe 


de:  fever,  facial  flush,  chills,  conjunctival  injection, 
'edema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
iding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
lied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
xes  of  36,  strip  packaged,  individually  foil  wrapped; 
ension,  containing  500  mg  thiabendazole  per  5 cc,  in 
esof  120  cc. 
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INDICATION  DOSAGE  SCHEDULE 


I VI  ID  U 


MINTEZ0L®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZ0L  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm*" 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


lore  detailed  information,  consult  your  MSD  representa- 
u see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
ion  of  Merck  & Co.,  Inc..  West  Point,  Pa.  19486 


What  it  means 
to  live  and  work  ii 
Tipton  County, 

Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  1 9.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


□ Persons  without  solar  keratoses  HI  Persons  with  solar  keratoses 


•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


lar,  actinic,  senile  keratoses 

led  by  many  names,  the  typical  lesion  is  flat 
lightly  elevated,  brownish  or  reddish  in 
>r,  papular,  dry,  adherent,  rough,  sharply 
ned;  usually  multiple  lesions,  chiefly  on 
□sed  portions  of  the  skin. 

quence/selectivity  of  response 

thema  in  areas  of  lesions  may  begin  after 
;ral  days  of  therapy;  height  of  reaction 
y in  affected  areas)*  usually  occurs  within 
weeks,  declining  after  discontinuation  of 
apy.  Since  this  response  is  so  predictable, 
)ns  that  do  not  respond  should  be  biopsied 
ale  out  the  presence  of  a frank  neoplasm. 

osmetic  results 

metic  results  are  highly  favorable.  Inci- 
:e  of  scarring  is  low— important  with  multi- 
racial lesions.  Efudex  should  be  applied 
i care  near  the  eyes,  nose  and  mouth. 

> cream- a Roche  exclusive 

y Roche  formulates  the  5%  cream . . . 
i in  patient  acceptability . . . high  in  clinical 
acy,  especially  for  lesions  of  hands  and 
arms. . .economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


■lant  Note:  This  drug  is  not  a simple  analgesic, 
it  administer  casually.  Carefully  evaluate  patients 
a starting  treatment  and  keep  them  under  close 
vision.  Obtain  a detailed  history,  and  complete 
cal  and  laboratory  examination  (complete 
gram,  urinalysis,  etc.)  before  prescribing  and  at 
ant  intervals  thereatter.  Carefully  select  patients, 
ing  those  responsive  to  routine  measures,  con- 
licated  patients  or  those  who  cannot  be  observed 
antly.  Warn  patients  not  to  exceed  recommended 
je.  Short-term  relief  of  severe  symptoms  with 
nallest  possible  dosage  is  the  goal  of  therapy, 
ge  should  be  taken  with  meals  or  a lull  glass  of 
Patients  should  discontinue  the  drug  and  report 
diately  any  sign  of:  fever,  sore  throat,  oral 
is  (symptoms  of  blood  dyscrasia);  dyspepsia, 
stric  pain,  symptoms  of  anemia,  black  or  tarry 
> or  other  evidence  of  intestinal  ulceration  or 
rrhage,  skin  reactions,  significant  weight  gain  or 
a.  A one-week  trial  period  is  adequate.  Discon- 
in  the  absence  of  a favorable  response.  Restrict 
nent  periods  to  one  week  in  patients  over  sixty. 
ations:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
natoid  spondylitis. 

aindications:  Children  14  years  or  less;  senile 
fits;  history  or  symptoms  of  G.l.  inflammation  or 
ation  including  severe,  recurrent  or  persistent 
spsia;  history  or  presence  of  drug  allergy;  blood 
asias,  renal,  hepatic  or  cardiac  dysfunction; 
tension;  thyroid  disease;  systemic  edema; 
atitis  and  salivary  gland  enlargement  due  to  the 
polymyalgia  rheumatica  and  temporal  arteritis; 
nts  receiving  other  potent  chemotherapeutic 
Is,  or  long-term  anticoagulant  therapy. 
ings:  Age,  weight,  dosage,  duration  of  therapy, 
snce  of  concomitant  diseases,  and  concurrent 
it  chemotherapy  affect  incidence  of  toxic  reac- 
. Carefully  instruct  and  observe  the  individual 
nt,  especially  the  aging  (forty  years  and  over) 
lave  increased  susceptibility  to  the  toxicity  of  the 
Use  lowest  effective  dosage.  Weigh  initially 
idictable  benefits  against  potential  risk  of  severe, 
fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  rena! 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  ol 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goitei 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(B)98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 
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WHAT’S 


PENALTY 


TRIPPING 


A personal  foul  against  the  tripper,  and  possibly 
weeks  of  painful  skeletal  muscle  spasm  for  the 
victim. 

For  the  skeletal  muscle  spasm  of  leg  strains, 
Valium®  (diazepam)  can  be  a valuable  adjunct.  A 
dose  of  2-10  mg,  three  or  four  times  a day,  goes  to 
work  to  help  break  up  the  cycle  of  spasm/ pain/ 
spasm.  The  resultant  relief  of  skeletal  muscle 

spasm  may  permit  greater 
mobilization  of  the  affected 
muscles  and  may  help  the 
patient  resume  usual  activities 
sooner  than  otherwise  possible. 

Sudden  trauma  to  and  unusual  stress  on  sartorius 
muscle  may  cause  strain  of  muscle  and  tearing  of 
some  of  the  fibers.  The  resultant  muscle  spasm  can 
make  leg  motion  painful. 


Before  prescribing,  please  consult  complete  product  information,  a summary  of 
which  follows: 

Indications:  Tension  and  anxiety  states ; somatic  complaints  which  are  concomitants 
of  emotional  factors;  psychoneurotic  states  manifested  by  tension,  anxiety, 
apprehension,  fatigue,  depressive  symptoms  or  agitation  ; symptomatic  relief  of 
acute  agitation,  tremor,  delirium  tremens  and  hallucinosis  due  to  acute  alcohol 
withdrawal;  adjunctively  in  skeletal  muscle  spasm  due  to  reflex  spasm  to  local 
pathology,  spasticity  caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 months  of 
age.  Acute  narrow  angle  glaucoma;  may  be  used  in  patients  with  open  angle 
glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution  against  hazardous  occupations 
requiring  complete  mental  alertness.  When  used  adjunctively  in  convulsive 
disorders,  possibility  of  increase  in  frequency  and / or  severity  of  grand  mal  seizures 
may  require  increased  dosage  of  standard  anticonvulsant  medication ; abrupt 
withdrawal  may  be  associated  with  temporary  increase  in  frequency  and/or  severity 
of  seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and  other  CNS 
depressants.  Withdrawal  symptoms  (similar  to  those  with  barbiturates  and  alcohol) 
have  occurred  following  abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their  predisposition  to  habituation  and  dependence. 

In  pregnancy,  lactation  or  women  of  childbearing  age,  weigh  potential  benefit 
against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  consider 
carefully  pharmacology  of  agents  employed ; drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors  and  other  antidepressants  may  potentiate 
its  action.  Usual  precautions  indicated  in  patients  severely  depressed,  or  with  latent 
depression,  or  with  suicidal  tendencies.  Observe  usual  precautions  in  impaired  renal 
or  hepatic  function.  Limit  dosage  to  smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypotension,  changes  in  libido,  nausea, 
fatigue,  depression,  dysarthria,  jaundice,  skin  rash,  ataxia,  constipation,  headache, 
incontinence, changes  in  salivation, slurred  speech,  tremor,  vertigo,  urinary  retention, 
blurred  vision.  Paradoxical  reactions  such  as  acute  hyperexcited  states,  anxiety, 
hallucinations,  increased  muscle  spasticity,  insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should  these  occur, 

discontinue  drug.  Isolated  reports  

of  neutropenia,  jaundice;  periodic  X X Roche  Laboratories 

blood  counts  and  liver  function  tests  ^ ROCHE  / Division  of  Hoffmann -La  Roche  Inc 

advisable  during  long-term  therapy.  \ / Nutley.  N J 07110 

VALIUM  (diazepam) 

adjunct  in  skeletal  muscle  spasm 

2-mg,  5-mg,  10-mg  tablets 


lo  get  the  water  out 
in  edema* 

To  lower  blood  pressure 
in  hypertension* 

lb  spare  potassium 
in  both 


There’s 


of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

‘Indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome,  late 
pregnancy;  also  steroid-induced  and  idiopathic  edema,  and 
edema  resistant  to  other  diuretic  therapy.  'Dyazide'  is  also 
indicated  in  the  treatment  of  mild  to  moderate  hypertension. 

Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in  pro- 
gressive renal  or  hepatic  dysfunction  or  developing  hyper- 
kalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated  po- 
tassium salts  may  cause  small  bowel  stenosis  with  or  with- 
out ulceration.  Hyperkalemia  (>5.4  mEq/L)  has  been  re- 
ported in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall.  Rarely, 
cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy,  partic- 
ularly in  patients  with  suspected  or  confirmed  renal  insuf- 
ficiency (e.g.,  certain  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with  'Dyazide',  check  serum  potassium 
frequently — they  can  both  cause  potassium  retention  and 
sometimes  hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage  or  other  idiosyncratic  reac- 
tions. Blood  dyscrasias  have  been  reported  in  patients 
receiving  Dyrenium  (triamterene,  SK&F).  Rarely,  leukopenia, 
thrombocytopenia,  agranulocytosis,  and  aplastic  anemia 


have  been  reported  with  the  thiazides.  Watch  for  signs  of 
impending  coma  in  acutely  ill  cirrhotics.  Thiazides  are 
reported  to  cross  the  placental  barrier  and  appear  in  breast 
milk.  This  may  result  in  fetal  or  neonatal  hyperbilirubinemia, 
thrombocytopenia,  altered  carbohydrate  metabolism  and 
possibly  other  adverse  reactions  that  have  occurred  in  the 
adult.  When  used  during  pregnancy  or  in  women  who  might 
bear  children,  weigh  potential  benefits  against  possible 
hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN  deter- 
minations. Do  periodic  hematologic  studies  in  cirrhotics  with 
splenomegaly.  Antihypertensive  effects  may  be  enhanced  in 
postsympathectomy  patients.  The  following  may  occur: 
hyperuricemia  and  gout,  reversible  nitrogen  retention,  de- 
creasing alkali  reserve  with  possible  metabolic  acidosis, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements 
may  be  altered),  digitalis  intoxication  (in  hypokalemia).  Use 
cautiously  in  surgical  patients.  Concomitant  use  with  antihy- 
pertensive agents  may  result  in  an  additive  hypotensive 
effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis,  and 
xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 

a subsidiary  of  Smith  Kline  & French  Laboratories 


DZ-106 


conditions 


The  G1  tract  in  spasm  is  commonly  a “gas  trap.” 
Sidonna®  is  formulated  to  releaseentrapped 
gas,  as  well  as  to  provide  antispasmodic/ seda- 
tive effects. 

In  addition  to  the  traditional  combination  of 
belladonnaalkaloidsand  butabarbital  (warning: 
may  be  habit  forming.),  Sidonna  contains  si- 
methicone—a non-systemic  defoaming  agent 
that  “lyses”  gas  bubbles  on  contact. 

Sidonna  has  the  ability  to  relieve  Gl  spasm, 
pain  and  gas  in  the  irritable  bowel  syndrome, 
spastic  colon,  pylorospasm,  gastroenteritis,  gas- 
tritis, nausea,  nervous  indigestion,  or  gastric  and  duodenal  ulcer. 

Sidonna  can  calm  Gl  spasm... control  anxiety... and  release  entrapped  Gl  gas  from 
the  system. 

Sidonna  can  do  more  for  your  “gasspastic”  patient.  Try  him  on  1 or  2 tablets 
before  meals  and  at  bedtime. 


Each  scored  tablet  contains:  Specially  activated  simethicone  25  mg.;  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to  belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  buta- 
barbital sodium  N.F.  16  mg.  (Warning:  May  be  habit  forming.) 

can  do  more 

Contraindications:  Anticholinergics  should  not  be  used  in  patients  with  glaucoma,  known  prostatic  hypertrophy,  or 
pyloric  obstruction.  Urinary  retention  may  indicate  the  presence  of  prostatic  hypertrophy.  If  it  occurs,  the  dose  should 
be  reduced  or  the  drug  withdrawn.  Also  contraindicated  in  patients  with  known  hypersensitivity  to  one  of  the  components. 
Side  Effects:  Dryness  of  the  mouth,  blurred  vision,  dysuria,  skin  rash,  constipation  or  drowsiness  may  occur. 

Reed  & Carnrick/  Kenilworth,  New  Jersey  07033 


When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necesjiy 
for  optimal  control  with  insulin  are  also  necessary  with  Orin;H. 
The  patient  on  Orinase  must  be  fully  instructed:  about  e 
nature  of  his  disease;  how  to  prevent  and  detect  complicates; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictiiB; 
develop  a careless  attitude  or  disregard  instructions  relativ  (:o 
body  weight,  exercise,  personal  hygiene,  and  avoidance  olffl 
fection;  how  to  recognize  and  counteract  impending  hype 7' 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  * 
to  use  insulin;  and  to  report  to  the  physician  immediately  i w 
does  not  feel  as  well  as  usual 

Caution,  very  close  observation,  and  careful  adjustment) 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  a ., 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thia  lf 
diuretics  are  administered  which  may  result  in  aggravatio  o 
diabetic  state  and  increased  tolbutamide  requirement,  ter  o- 
rary  loss  of  control,  or  even  secondary  failure;  treating  pat  iit!  .. 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  jal 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hflO 
glycemia  which  may  require  corrective  therapy  over  se  ra 
days;  and  treating  patients  with  severe  trauma,  infection,  or-Jf 
gical  procedures  where  temporary  return  to  insulin  or  adc  01 


of  insulin  may  be  necessary.  Response  to  tolbutamide  is  d in 


ished  in  patients  receiving  therapy  with  beta  blocking  ag  its 
As  some  diabetics  are  not  suitable  candidates,  it  is  ess<  I' 
that  the  physician  familiarize  himself  with  the  indications,  pit 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision! 


during  the  initial  test  period  should  communicate  with  the  r /s 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
)bably  had  quite  a bit  of  clinical  experience 
:h  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
about  it. 

On  the  one  hand,  you  know  that  diet 
1 w eight  control  are  the  initial  and  essential 
ndations  for  the  management  of  adult- 
let,  non-ketotic  diabetes.  When  these 
jasures  prove  satisfactory,  no  additional 
Irapy  is  indicated.  On  the  other  hand,  vou 
>w  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
louder  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  w hen  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  w ith,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbutam  ide,Upjoh  n) 


n daily,  and  during  the  first  month  report  at  least  once  weekly 
physical  examination  and  definitive  evaluation.  After  a month, 
minations  are  recommended  monthly  or  as  indicated.  Ap- 
tirance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
:ering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
ain  and  hold  clinical  improvement  indicate  nonresponsive- 
f s to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
: ntaining  standard  diet  regulation.  Uncooperative  patients 
i uld  be  considered  unsuitable  for  therapy.  Prescriptions  should 
1 refilled  only  on  specific  instruction  of  physician.  In  treating 
1 asymptomatic  diabetic  patients  with  abnormal  glucose 
nrance,  glucose  tolerance  tests  should  be  obtained  at  three- 
;ix-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
a for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
j'betes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
pin  is  indispensable. 

i f phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
priate  package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
s1/  occur  and  may  mimic  acute  neurologic  disorders  such  as 
ifebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
Id  ease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
t enal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
ginia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
tes, oxyphenbutazone,  salicylates,  probenecid,  monamine 
base  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
myramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
u rease  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
C-n  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 
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Upjohn 


Something  new 
in  ampicillin 
therapy: 


low  cost 


the  ampicillin  derival 


Each  capsule  contains  potassium  hetacillin  equiva 
225  mg.  or  450  mg.  ampicillin. 


BRISTOL 


BRISTOL  LABORATORIES 

Division  of  Bristol-Myersjn 
Syracuse,  New  York  1320 


Survival 
of  the  fittest 


Remarkably  well  tolerated. 
Highly  predictable. 

Prompt,  smooth,  gentle  action. 
Saves  your  patients  money. 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM® 


Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required  for  relief  of  symptoms  of 
anxiety  or  tension  resulting  from  emotional,  physical,  or  situational  stress. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  hangover”  and  systemic  disturbances  are  seldom  seen 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg,  to  30  mg  t.i.d.  or  q i d 

Also  available:  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg  , 
McNeil  Laboratories,  Inc  , Fort  Washington,  Pa  19034 

( McNEII  1 


A single-dose,  non-staining  anthelmt 


with  just  one  non-staining  dose 
of  Antiminth  (pyrantel  pamoate) 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn't  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  10  lbs. of  body  weight 
(1  tsp.  per  50  lbs.). 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Antiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
tivity against  Enterobius  vermicularis  (pinworm)  and  Ascaris  lumbricoides 
(roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
changed drug  are  low.  Peak  levels  (0.05-0.13  /ug/ml)  are  reached  in  1-3 
hours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of  the  drug  and  its  metabolites. 

Indications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
terobiasis (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
in  animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug. 
Precautions.  Minor  transient  elevations  of  SGOT  have  occurred  in  a small 
percentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
patients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg,  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg. /lb.);  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  of  body  weight.  (One  teaspoonful  =5  cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day;  and  purging  is  not  necessary 
prior  to,  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg  pyrantel  base  per  ml., 
supplied  m 60  cc.  bottles. 
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new  ANTIMINTH 
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(pyrantel  pamoate) 


A division  of  Rizer  Pharmaceuticals 
New  York.  New  York  1001 7 


equivalent  to  50  mg.  pyrantel/ml. 


ORAL  SUSPENSION 


Lofty 

Hemorrhoids 


Mr.  H.H.,55-  high  steel  construc- 
tion worker.  For  several  years, 
other  medications  provided  little 
or  no  relief  from  pain,  burning, 
and  itching  of  internal  and 
external  hemorrhoids.  Made 
worse  by  much  heavy  lifting 
which  increased  pressure  in  the 
intrahemorrhoidal  plexus. 

'It  wasn't  serious  enough,"  so  he 
procrastinated  in  consulting 
a doctor.  Was  also  afraid  the 
doctor  might  find  something 
really  serious.  Bright  blood 
appearing  in  the  toilet  bowl 
and  on  toilet  tissue  scared  him 
into  seeing  doctor.  Flowever, 
careful  history  and  examination 
disclosed  internal  hemorrhoids. 


atypical 

proctological 

patient 


to  help 

relieve  the  pain, 
itching, 

burning  associate 
with  this  and 
similar  anorectal 
conditions 

prescribe 


hemorrhoid) 
'suppository 
with  hydrocortisone 
acetate 


Each  suppository  contains  hydrocortisonel 
acetate  10  mg,  bismuth  subgallate  2.25% I 
bismuth  resorcin  compound  1.75%,  benzyl 
benzoate  1.2%,  Peruvian  balsam  1.8%,  zincl 
oxide  11.0%,  and  boric  acid  5.0%,  plus  the[ 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  colcl 
ing  in  a bland  hydrogenated  vegetable  [ 
oil  base. 

Precaution  Prolonged  or  excessive  use  cl 
Anusol-HC  might  produce  systemic  corticl 
steroid  effects.  Symptomatic  relief  shoulcl 
not  delay  definitive  diagnosis  or  treatmel 
Dosage  and  Administration  Anusol-HCj 
One  suppository  in  the  morning  and  onef 
bedtime  for  3 to  6 days  or  until  the  inflarr} 
motion  subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedtir| 
and  one  immediately  following  each 
evacuation. 

And  for  long-term  patient  comfort... 
recommend  Anusol® 

hemorrhoidal  suppositories 
Each  suppository  contains  the  ingredienj 
of  Anusol-HC  without  the  hydrocortisonel 


Warner-Chilcott 

Division.  Warner-Lambert  Compar| 
Morris  Plains.  New  Jersey  07950 


anc  N 


Mylanta 

24  million  hours 

a day. 

Through  the  day,  every  day, 
ulcer  patients  take 
one  million  doses  of  Mylanta 
for  relief  of  ulcer  pain. 


aluminum  and  magnesium  hydroxides  plus  simethicone 


Good  taste  = patient  acceptance 
Relieves  G.I.gas  distress* 
Non-constipating 

*with  the  defoaming  action  of  simethicone 


Stuart 


PHARMACEUTICALS  Pasadena,  Calif.  91 109 


Division  of  Atlos  Chemical  Industries,  Inc.,  Wilmington,  Del.  19899 


Though  Talwin®  can  be  compared 
to  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
for  prolonged  periods  face  fewer  of 
the  consequences  you’ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night— even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information. ) 


\ 


® 


brand  of 


(as  hydrochloride) 


a new  outlook  in 


Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  1-2 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 


chronic 

pain 

M*  of  moderate  to  severe  intensity 

of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  wil  I 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  trac  | 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonis  I 
Some  patients  previously  receiving  narcotics  have  experienced  mi 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administerc 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  sue 
patients  in  association  with  the  use  of  Talwin  although  no  cause  ar 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administratic 
of  Talwin  include  gastrointestinal : nausea,  vomiting;  infrequent! 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhe 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  hea 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syneof 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acu{ 
CNS  Manifestations  under  WARNINGS);  and  rarely  tremor,  iri 
tability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequent 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rare 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrea 
in  blood  pressure,  tachycardia.  Other : rarely  respiratory  depressio 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increas 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  n 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  ad< 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  wi 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  ch 
dren  under  12  years  of  age  is  limited,  administration  of  Talwin  i 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receiv 
Talwin  orally  for  prolonged  periods  have  not  experienced  wit 
drawal  symptoms  even  when  administration  was  abruptly  discc 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  1 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  a 
kidney  function  have  revealed  no  significant  abnormalities  aft 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  ov< 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  otl 
supportive  measures  should  be  employed  as  indicated.  Assisted 
controlled  ventilation  should  also  be  considered.  Although  nal 
phine  and  levallorphan  are  not  effective  antidotes  for  respiratt  i 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  p 
enteral  naloxone  (Narcan®,  available  through  Endo  Laboratories'! 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  p 
enteral  administration  of  the  analeptic,  methylphenidate  (Ritalin  I 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  conta  ■ 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  i I 
base.  Bottles  of  100. 


Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
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A maternal  death  is  a death  from  any  cause 
of  a woman  during  pregnancy  or  within  90 
days  of  termination  of  pregnancy  irrespective 
of  the  duration  of  pregnancy  at  the  time  of 
termination  or  the  method  by  which  it  is  ter- 
minated. 

Maternal  mortality  figures  in  a given  state 
are  important  reflections  of  the  overall  health 
care  received  by  women  during  their  preg- 
nancy in  that  particular  state.  Analysis  of  the 
maternal  mortality  figures  and  investigation 
of  maternal  deaths  often  show  us  ways  to  pre- 
vent maternal  deaths  and  improve  obstetrical 
care.  It  was  noted  years  ago  that  an  important 
factor  in  decreasing  maternal  deaths  and 
improving  obstetrical  care  in  a state  was  the 
establishment  of  the  Maternal  Health  Com- 
mittee. 

Each  year  since  1948  the  South  Carolina 
Medical  Association  has  appointed  a maternal 
health  committee  to  review  and  evaluate  the 
maternal  deaths  in  South  Carolina.  This  year 
the  committee  is  composed  of  ten  members,  all 
of  whom  are  physicians,  and  includes  two 
obstetricians,  three  general  practitioners,  one 
pathologist,  one  internist,  one  anesthesiologist, 
and  two  representatives  of  the  State  Board  of 
Health.  All  maternal  deaths  reported  to  the 
Bureau  of  Vital  Statistics  of  the  State  Health 
Department  are  reviewed  by  this  committee. 
The  involved  physician  is  asked  to  submit  a 
summary  of  the  case  to  the  Maternal  Health 
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Committee.  All  important  information  such  as 
hospital  discharge  summaries  and  autopsy  re- 
ports are  also  obtained.  The  physician  is  asked 
to  attend  the  Committee  Meeting  when  his 
case  is  reviewed.  It  is  not  the  purpose,  or  the 
authority,  of  the  Committee  to  censor  or 
reprimand  the  involved  physician.  When  indi- 
cated, especially  in  a preventable  death,  the 
Committee  will  make  recommendations  to  the 
physician  and  suggest  ways  of  improving  ob- 
stetrical care  and  preventing  maternal  deaths 
in  the  future.  The  Committee’s  main  purpose 
is  to  upgrade  the  maternal  care  in  our  state. 

In  1969  there  were  50,401  live  births  re- 
ported in  South  Carolina  and  26  maternal 
deaths.  In  comparison,  in  1955,  there  were 
63,520  live  births  and  66  maternal  deaths;  and 
in  1968,  there  were  49,158  live  births  and  32 
maternal  deaths.  This  presentation  will  review 
the  maternal  deaths  in  1969.  In  1969  of  the 
50,401  live  births,  there  were  31,626  white 
births  and  18,775  black  births. 

Table  I lists  the  1969  maternal  deaths 
according  to  race  and  legitimacy. 

TABLE  I 


Race  and  Legitimacy 


Race 

No. 

Married 

Single 

Black 

15 

12 

3 

White 

11 

11 

0 

26 

23 

3 
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Table  II  shows  the  age  and  parity  distribu- 
tion of  the  maternal  deaths. 

Age  and  Parity 


Age 

17-43 

Average 

30.5 

Prirni. 

6 

Secund. 

3 

Multi. 

16 

Unknown 

1 

As  the  cases  were  reviewed  for  1969,  a 
primary  cause  of  death  was  assigned  to  each 
case.  Table  III  lists  the  primary  cause  of  the 
maternal  deaths. 

TABLE  III 

Primary  Cause  of  Death 


Sepsis  8 

Hemorrhage  5 

CVA  3 

Heart  Disease  2 

Neoplasm  2 

Hepatic  Failure  2 

Asthma  1 

Anesthesia  1 

Renal  Failure  1 

Pulmonary  Embolus  1 


26 

These  deaths  may  be  classified  into  one  of 
three  groups  shown  in  Table  IV  - — Number  I, 
direct  obstetrical  deaths,  that  is  a death  due 
to  complications  of  pregnancy  or  the  elective 
treatment  of  pregnancy;  Number  II,  indirect 
obstetrical  deaths,  that  is  death  due  to  disease 
pre-existing  or  developing  during  pregnancy, 
and  that  may  be  aggravated  by  pregnancy; 
Number  III,  non-related  deaths,  that  is,  death 
in  which  pregnancy  was  incidental. 

TABLE  IV 
I — Direct  OB  Deaths 


Hemorrhage  5 

Infections  2 

Anesthesia  1 

Renal  failure 
2°  abruption  1 

9 

II  — Indirect  Causes 
Pulmonary  Embolus  1 

CVA  3 

Heart  Disease  2 


Hepatic  Failure  2 

Pyelonephritis  1 

9 

III  — Non-related  Causes 
Pneumonia  5 

Neoplasm  2 

Asthma  1 

8 

Eight  maternal  deaths  in  1969  were  due  to 
sepsis  and  infection  and  they  are  subdivided 
in  Table  V.  Sepsis  was  the  leading  cause  of 
maternal  mortality  in  1969  in  South  Carolina. 

TABLE  V 

Cause  of  Death  Due  to  Sepsis 


Pneumonia  5 

Pyelonephritis  1 

Septic  Abortion  1 

Puerperal  Sepsis  1 


8 

There  were  five  deaths  secondary  to  pneu- 
monia. The  first  case  involved  a 39  year  old 
gravida  vi  admitted  to  the  hospital  for  bron- 
chial pneumonia  who  began  spontaneous 
labor  while  under  treatment  and  delivered. 
The  patient  died  two  days  postpartum  with 
pneumonia  and  septic  shock.  The  second  case 
involved  a 29-year-old  gravida  ii  admitted  to 
the  hospital  for  treatment  of  pneumonia.  The 
patient  subsequently  had  premature  labor, 
delivered  and  died  36  hours  postpartum.  An 
autopsy  showed  left  lower  lobe  pneumonia 
and  pulmonary  edema.  The  third  case  was  a 
26-year-old  gravida  ii  who  was  treated  with 
antibiotics  for  upper  respiratory  infection  as 
an  outpatient.  Twenty-four  hours  after  begin- 
ning treatment,  she  was  admitted  with 
dyspnea,  cyanosis,  and  labor.  A Caesarean 
section  was  done  under  local  anesthesia  for 
cephalopelvic  disproportion,  and  despite 
vigorous  postoperative  treatment,  the  patient 
died  on  the  third  postpartum  day.  Cause  of 
death  was  attributed  to  pneumonia.  The 
fourth  case  was  a 25-year-old  primigravida 
who  had  a Caesarean  section  for  cephalopelvic 
disproportion  and  postoperatively  had  the 
onset  of  cyanosis  thought  to  be  secondary  to 
aspiration  pneumonia.  The  morning  after 
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delivery,  the  patient’s  temperature  went  to 
107,  and  she  died.  Autopsy  showed  acute 
pneumonitis  and  pulmonary  edema  without 
evidence  of  aspiration.  The  fifth  oase  is  a 36- 
year-old  gravida  vi  who  had  the  onset  of 
chest  pain  on  the  second  postpartum  day  and 
x-ray  examination  showed  infiltrate  compati- 
ble with  amniotic  fluid  embolus.  The  patient 
was  treated  with  Cortisone,  Digitalis,  and 
Atropine  but  died  the  third  day  postpartum. 
An  autopsy  showed  acute  bilateral  lobar  pneu- 
monia. 

The  next  case  of  death  due  to  sepsis  was  a 
22-year-old  gravida  vi  who  was  admitted  at 
tenn  to  the  hospital  for  treatment  of  pyelo- 
nephritis. The  patient  died  approximately  two 
hours  postpartum  despite  vigorous  treatment 
for  septic  shock  and  hemorrhage.  Death  was 
thought  to  be  secondary  to  pyelonephritis  with 
septic  shock  leading  to  a coagulation  defect. 

There  was  one  death  secondary  to  puerperal 
sepsis  in  a 43-year-old  gravida  vii  delivered 
at  home  by  a midwife.  The  patient  was  ad- 
mitted to  the  hospital  on  the  second  post- 
partum day  with  peritonitis  and  endometritis. 
The  patient  died  14  days  postpartum  and  an 
autopsy  showed  generalized  peritonitis. 

The  final  death  due  to  sepsis  was  a 25-year- 
old  gravida  iv  admitted  to  the  hospital  in 
shock.  An  emergency  laparotomy  was  done  for 
a suspected  ectopic  pregnancy.  The  lapa- 
rotomy was  negative  for  ectopic  pregnancy 
but  an  incomplete  septic  abortion  was  found. 
A D&C  was  done,  but  the  patient  died  of 
septic  shock. 

Five  maternal  deaths  in  1969  were  due  to 
hemorrhage  as  subdivided  in  Table  VI. 

TABLE  VI 

Cause  of  Death  Due  to  Hemorrhage 


Abruptio  Placenta  2 

Criminal  Abortion  1 

Ruptured  Uterus  1 

Trauma  1 


5 

Two  of  the  deaths  from  blood  loss  were 
secondary  to  abruptio  placenta.  The  first  case 
of  abruptio  placenta  was  in  a 32-year-old 
gravida  vi  who  consulted  her  physician  at 
term  for  vaginal  bleeding  and  was  sent  home. 


An  attendant  noted  the  patient  to  become  un- 
responsive and  delivered  a 9 lb.  breech  still- 
born. The  patient  was  taken  to  the  Emergency 
Room  bleeding  heavily  and  despite  therapy, 
the  patient  expired  shortly  after  reaching  the 
Emergency  Room.  Cause  of  death  was  prob- 
ably abruption  of  the  placenta,  but  ruptured 
uterus  could  not  be  excluded.  No  autopsy  was 
performed.  The  second  case  was  a 34-year-old 
gravida  x who  was  admitted  to  the  hospital 
with  vaginal  bleeding  and  a blood  pressure  of 
40/0.  Immediate  Caesarean  section  was  done 
with  delivery  of  a stillborn  infant.  Later  a 
subtotal  hysterectomy  was  done  for  uncon- 
trolled hemorrhage.  The  patient  had  multiple 
postoperative  complications  including  re- 
operation for  a pelvic  hematoma,  sepsis,  rising 
BUN,  suspected  pulmonary  embolus,  and 
finally  died  approximately  one  month  post- 
partum. 

There  was  one  case  of  death  due  to  hem- 
orrhage probably  secondary  to  criminal  abor- 
tion in  a 42-year-old  of  unknown  parity.  The 
patient  was  dead  on  arrival  at  the  Emergency 
Room  and  had  a red  rubber  catheter  in  the 
vagina.  An  autopsy  was  surprising  in  that  a 
placental  separation  with  hemorrhage  of  an 
extra  uterine  pregnancy  was  noted. 

A ruptured  uterus  was  suspected  as  the 
primary  cause  of  death  in  a 29-year-old 
gravida  vi  who  had  a history  of  Caesarean  sec- 
tion for  placenta  previa  with  her  first  child. 
The  patient  was  treated  for  incisional  pain 
during  the  early  part  of  her  pregnancy  and  at 
approximately  28-30  weeks  the  patient  began 
complaining  of  sudden  onset  of  severe  ab- 
dominal pain.  The  patient  was  taken  to  the 
Emergency  Room  and  when  her  doctor 
arrived,  no  blood  pressure  was  obtainable  and 
the  abdomen  was  rigid.  Despite  cutdown  and 
IV  fluids,  the  patient  died  and  the  death  was 
attributed  to  a ruptured  uterus. 

The  last  death  due  to  hemorrhage  was  a 17- 
year-old  primigravida  who  was  approximately 
28  weeks  pregnant  and  involved  in  an  auto 
accident.  The  patient  was  taken  to  the  Emer- 
gency Room  and  a physician  noted  the  patient 
to  be  in  shock  and  gave  emergency  treatment 
to  a leg  laceration.  In  spite  of  suturing  the 
laceration,  it  would  not  stop  bleeding  and 
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blood  drawn  at  this  time  would  not  clot.  The 
patient  was  treated  with  fibrinogen  and  blood 
but  died  before  she  reached  the  Referral 
Center.  An  autopsy  revealed  abruptio  placenta 
and  the  fibrinogen  level  was  10  and  the 
hematocrit  was  11.  The  abruptio  placenta  was 
thought  to  be  secondary  to  the  trauma  of  the 
automobile  accident. 

It  was  surprising  that  eclampsia  was  not 
listed  as  a primary  cause  of  a single  death  in 
South  Carolina  in  1969.  Table  VII  shows  the 
incidence  of  toxemia  in  the  maternal  death 
reviewed  in  1969. 

TABLE  VII 
Toxemia  of  Pregnancy 


Eclampsia 

0 

Pre-eclampsia 

4 

HVD 

3 

Unknown 

6 

No  Toxemia 

13 

26 

There  were  three  deaths  due  to  cerebral 
vascular  accident.  The  first  case  was  a 34-year- 
old  gravida  v who  during  labor,  just  prior  to 
delivery,  complained  of  a severe  headache. 
The  patient  became  comatose  after  delivery 
and  died  shortly  thereafter.  Death  was 
thought  to  be  secondary  to  an  intercerbral 
hemorrhage.  The  second  death  due  to  CVA 
was  a 42-year-old  gravida  ix  whose  only  sig- 
nificant past  history  was  a blood  pressure 
elevation  to  174/114  twelve  years  before 
according  to  her  old  medical  records.  Appar- 
ently the  patient  was  seven  months  pregnant 
and  came  to  the  Emergency  Room  complain- 
ing of  a bad  feeling  and  was  sent  home  by  her 
physician  who  would  not  come  to  check  her. 
Tire  patient  returned  by  ambulance  to  the 
Emergency  Room  a second  time  with  gasping 
respirations  and  died  shortly  after  arriving. 
Another  physician  pronounced  the  patient 
dead  and  felt  the  cause  of  death  was  probably 
cerebral  vascular  accident.  No  autopsy  was 
done.  The  final  death  secondary  to  cerebral 
vascular  accident  was  a 20-year-old  primi- 
gravida  who  was  referred  to  the  Medical  Uni- 
versity Hospital  for  possible  brain  tumor  after 
having  severe  nausea,  vomiting,  and  seizures 
during  her  pregnancy.  The  patient  was  found 


to  have  acute  porphyria  and  treated  with  a 
good  response.  Approximately  two  weeks  after 
admission  the  patient  suddenly  became  coma- 
tose and  died  shortly  thereafter.  Autopsy  re- 
vealed cerebral  hemorrhage  as  a complication 
of  acute  porphyria. 

There  were  two  maternal  deaths  due  to 
heart  disease  in  1969.  The  first  case  was  a 20- 
year-old  primigravida  who  had  rheumatic 
heart  disease  with  mitral  insufficiency  and 
atrial  fibrillation.  The  patient  died  in  pul- 
monary edema  despite  vigorous  treatment  ap- 
proximately two  and  a half  weeks  after  having 
an  uncomplicated  labor  and  delivery.  The 
second  case  is  a 40-year-old  gravida  ii  whose 
past  medical  history  included  rheumatoid 
arthritis  and  myocarditis.  Although  the  exact 
status  of  the  patient’s  heart  disease  during 
pregnancy  was  unclear,  the  patient  was  on 
daily  digitalis  and  hospitalized  at  least  once 
during  her  pregnancy  for  anemia  and  pneu- 
monia. The  patient  apparently  died  at  home, 
undelivered  and  the  impression  was  death  was 
secondary  to  heart  disease,  although  no 
autopsy  was  obtained. 

There  were  two  deaths  caused  by  neoplasm, 
or  malignancy,  in  1969.  The  first  death  was 
due  to  carcinoma  of  the  breast  with  meta- 
stases  to  the  liver  in  a 34-year-old  patient  who 
died  in  coma  with  jaundice  approximately 
four  weeks  postpartum.  The  second  case  is  a 
39-year-old  gravida  x whose  liver  biopsy 
showed  poorly  differentiated  carcinoma,  type 
uncertain  but  suggestive  of  primary  adrenal, 
pancreas  or  ovary.  The  patient  died  on  the 
third  day  postpartum  and  autopsy  was  refused 
and  death  was  attributed  to  carcinomatosis  of 
unknown  origin. 

There  were  two  cases  of  hepatic  failure 
causing  maternal  deaths  in  1969.  The  first  case 
is  a 33-year-old  gravida  iv  who  was  admitted 
to  the  hospital  for  pneumonitis  and  treated 
with  IV  tetracycline.  The  patient  died  ten 
days  later  in  hepatic  coma  and  autopsy 
showed  toxic  hepatitis.  Remember  tetracycline 
is  contraindicated  in  pregnancy  for  it  not  only 
causes  harmful  effects  on  the  unborn  infant, 
but  also  has  been  associated  with  severe 
hepatic  damage  in  pregnancy.  It  is  especially 
dangerous  when  given  in  high  doses  parenter- 
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ally  and  deaths  have  been  reported.  The  sec- 
ond case  of  hepatic  failure  is  a 28-year-old 
gravida  iii  who  was  admitted  to  the  hospital 
with  jaundice  and  confusion  and  thought  to 
have  hepatitis.  The  patient  died  the  second 
day  postpartum  and  autopsy  showed  acute 
yellow  atrophy  of  the  liver. 

There  was  one  maternal  death  due  to 
asthma  in  a 27-year-old  gravida  iii  who  ap- 
parently had  vigorous  treatment  for  her 
asthma  during  her  pregnancy.  The  patient 
arrived  DOA  at  the  Emergency  Room  ap- 
proximately four  months  pregnant  and  death 
was  attributed  to  acute  asthmatic  attack. 

One  anesthesia  death  was  noted  in  1969  and 
occurred  in  a 22-year-old  primigravida  who 
had  a D&C  for  incomplete  abortion.  The  pa- 
tient developed  an  anoxic  encephalopathy  sec- 
ondary to  laryngeal  spasm  postoperatively. 
The  patient  never  regained  consciousness  and 
finally  died  of  bronchial  pneumonia  and 
anoxic  encephalopathy. 

One  maternal  death  was  secondary  to  renal 
failure  in  a 17-year-old  primigravida  who  was 
admitted  to  the  hospital  with  heavy  vaginal 
bleeding  and  diagnosed  as  abrupto  placenta. 
During  the  first  24  hours  after  admission,  the 
patient  received  no  blood  and  only  1000  cc  of 
IV  fluids.  After  24  hours  in  the  hospital,  no 
fetal  heart  tones  were  heard,  and  finally  a 
stillborn  infant  was  delivered.  Over  the  next 
several  days,  the  urine  output  was  less  than 
100  cc  per  day  and  approximately  one  week 
postpartum  the  BUN  was  noted  to  be  90. 
Peritoneal  dialysis  was  begun  but  the  patient 
died  on  the  42nd  day  postpartum.  Cause  of 
death  was  attributed  to  renal  failure  secondary 
to  abruptio  placenta. 

The  last  maternal  death  was  a pulmonary 
embolus  in  a 37-year-old  gravida  vii  who  died 


TABLE  VIII 


Outcome  of  Pregnancy 

Abortions 

3 

No  Delivery 

6 

Delivery 

Live  Births 

7 

Stillbirths 

10 

26 

suddenly  at  home  ten  days  postpartum  and 
eight  days  post  tubal  ligation. 

Table  VIII  depicts  the  outcome  of  each 
pregnancy  that  was  a maternal  death  in  1969. 

Table  IX  depicts  the  time  of  death  relative 
to  labor  and  maternal  deaths  in  1969. 

TABLE  IX 

Time  of  Death  Relative  to  Labor 


Antepartum  4 

Intrapartum  2 

Postpartum  17 

Aborted  3 


Table  X depicts  prenatal  care  received  by 
the  maternal  deaths  reviewed  in  1969. 

TABLE  X 
Prenatal  Care 


Visits 

None  3 

1-2  3 

3-5  4 

Adequate  12 

Unknown  4 


Table  XI  shows  the  personnel  attending  the 
deliveries  of  maternal  deaths  in  1969.  Of  die 
17  patients  delivered,  14  were  delivered  by  an 
M.  D.  and  two  were  delivered  by  a midwife. 

TABLE  XI 

Attending  of  Those  Delivered 


Medical  Doctor  14 

Midwife  2 

None  1 

Not  Delivered  6 

Abortion  3 


26 

Table  XII  shows  the  maternal  deaths  by 
counties  in  1969.  It  should  be  noted  that  four 
of  the  six  maternal  deaths  in  Charleston 
County  were  referred  from  other  counties. 

TABLE  XII 


Charleston  6 

Greenville  4 

Dillon  2 

Marion  2 

Spartanburg  2 

Lee  1 

Colleton  1 

Chesterfield  1 

Anderson  1 
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Georgetown  1 

Sumter  1 

Darlington  1 

Dorchester  1 

Bamberg  1 

Orangeburg  1 


26 

It  is  to  be  noted  that  11  of  the  26  maternal 
deaths  had  autopsies  done.  Every  maternal 
death  should  have  an  autopsy  done,  especially 
if  there  is  any  question  about  the  cause  of 
death.  This  is  very  important  in  helping  us 
increase  our  knowledge  of  obstetrics  and  im- 
prove our  care  to  the  obstetrical  patient. 

Each  maternal  death  in  1969  was  cate- 
gorized as  preventable  and  non-preventable. 
The  term  preventable  does  not  necessarily 
mean  neglect  on  the  part  of  the  attending 
physician,  although  this  may  be  present,  but 
the  term  preventable  is  also  used  in  the  sense 
that  under  ideal  conditions,  adequate  facili- 
ties, trained  assistance,  and  with  consultation 
available,  better  results  would  probably  be 
obtained.  In  1969,  the  Committee  thought  ten 
of  the  26  maternal  deaths  were  preventable 
and  16  non-preventable. 

It  should  be  obvious  from  the  report  of 
maternal  deaths  from  1969  that  certain  deaths 
in  South  Carolina  are  preventable,  and  we,  as 
physicians,  should  take  steps  to  prevent  these 
deaths  from  occurring.  The  following  factors 
have  been  found  responsible  for  decreasing 
maternal  deaths  and  improving  obstetrical 
care: 


( 1 ) Better  trained  physicians  and  nurses 

( 2 ) Better  prenatal  care 

( 3 ) Availability  of  blood 

(4)  Better  anesthesia 

(5)  Availability  of  antibiotics 

( 6 ) Safer  obstetrical  surgery 

(7)  Hospital  care  in  the  place  of  home 
delivery 

( 8 ) Education  of  the  public 

(9)  Family  Planning 

( 10)  Active  Maternal  Health  Committee 

In  1969,  the  maternal  death  rate  in  South 
Carolina  was  approximately  5.2  deaths  per 
10,000  live  births.  The  national  average  for 
1967  was  2.8  deaths  per  10,000  live  births,  and 
South  Carolina  in  1967  ranked  #45  in  com- 
parison with  other  states  in  maternal  deaths. 
South  Carolina  must  improve  its  care  of  the 
pregnant  female.  Every  pregnant  patient 
should  have  prenatal  care,  be  delivered  in  a 
hospital,  and  be  offered  family  planning  tech- 
niques postpartum.  Every  physician  who  does 
obstetrics  should  have  available,  not  only  an 
adequate  hospital,  including  well-staffed  and 
well-equipped  delivery  and  operating  rooms, 
but  also  consultation  available  from  the  major 
specialties,  especially  obstetrics. 

Perhaps  these  recommendations  are  un- 
realistic for  South  Carolina.  I think  you  will 
all  agree  that  these  things  are  vitally  needed. 
I think  the  public  in  the  future  will  demand 
these  changes  and  I think  as  physicians  we 
should  strive  to  be  leaders  in  improving  ob- 
stetrical care  in  our  state.  I hope  I will  see  the 
day  in  South  Carolina  when  our  maternal 
death  rate  has  reached  an  almost  irreducible 
minimum. 
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BOWEL  HEMORRHAGE  WITH  “THUMB  PRINTING” 


SAMUEL  K.  MORGAN,  M.D.* 
ANN  M.  GROOMS,  M.D.00 
E.  Q.  SEYMOUR,  M.D.0"* 


Clinical  History 

This  11  year  old  white  boy  was  diagnosed  as 
having  acute  lymphoblastic  leukemia  in  Sep- 
tember, 1967.  He  was  maintained  in  sustained 
remission  on  cyclic  chemotherapy  until 
December,  1970.  Central  nervous  system  leu- 
kemia accompanied  terminal  hematological 
relapse.  Approximately  one  week  prior  to 
death,  the  patient  developed  Staph  aureus 
septicemia,  jaundice,  and  a large  palpable 
mass,  also  visible  on  inspection,  in  the  right 
lower  quadrant.  A roentgenogram  of  the  ab- 
domen was  obtained  (Figure). 

Denouement  and  Discussion 

Radiologic  findings  on  the  plain  abdominal 
film  demonstrated  prominent  mucosal  folds  in 
the  cecal  area.  This  most  frequently  is  the  re- 
sult of  submucosal  hemorrhage  which  pro- 
duces a “thumb-print”  sign.  At  autopsy,  there 
was  massive  intramural  cecal  hemorrhage 
which  ruptured  and  dissected  into  the  retro- 
peritoneal space.  This  was  associated  with 
extensive  intraluminal  bleeding.  The  sections 
of  cecum  from  this  area  of  hemorrhage 
showed  virtually  total  necrosis  of  the  cecal 
wall  with  myriads  of  bacteria.  Circulation  to 

“Associate  Professor  of  Pediatrics 
““Fellow,  Pediatric  Hematology 
“““Associate  Professor  Radiology 
Departments  of  Pediatrics  and  Radiology,  Medical 
University  of  South  Carolina,  80  Barre  Street,  Charles- 
ton, South  Carolina  29401 


this  part  of  the  bowel  was  impaired  by  the 
intramural  clot  and  this  was  followed  by 
secondary  infection  and  necrosis.  Hemorrhagic 
necrotizing  enteropathy  is  a well  known  com- 
plication of  leukemia  and  may  be  asso- 
ciated with  “thumb-printing”  on  abdominal 
roentgenograms. 


Supine  roentgenogram  of  the  abdomen. 
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ELECTROMYOGRAPHY  AS  A DIAGNOSTIC  AID 
IN  LUMBO-SACRAL  NERVE  ROOT 
IRRITATION* 


I.  BACKGROUND 

Electromyography  (EMG)  is  both  useful 
and  desirable  as  a method  of  diagnosis  for 
certain  orthopaedic  conditions.  This  test  is 
useful  in  obtaining  further  information  about 
suspected  lumbar  nerve  root  compression 
syndromes.  This  lesion  is  the  most  common 
orthopaedic  problem  for  which  electromyo- 
graphy is  used.’  The  frequency  of  use  of 
this  diagnostic  procedure  varies  according 
to  the  medical  environment,  the  referral  ser- 
vices available,  and  whether  or  not  the  physi- 
cian is  using  the  procedure  for  diagnostic  or 
screening  purposes.  Prior  successful  or  un- 
successful experience  with  electromyography 
influences  the  physician  as  to  his  confidence 
in  the  technique. 

Numerous  studies  do  emphasize  the  value 
of  electromyography  in  management  of  inter- 
vertebral disc  disease  in  the  low  back.  The 
diagnostic  findings  have  been  correlated  with 
myelography  and  with  the  observations  made 
at  the  time  of  the  back  operation. 2’3’i'6’6'7'8 
Table  I is  a summary  of  the  correlative  find- 
ings of  several  larger  studies. 

“Presented  at  North-South  Carolina  Combined 
Orthopedic  Meeting,  Hilton  Head  Island,  South 
Carolina,  September  1970. 

““Partial  support  by  grant  from  Orthopaedic  Research 
and  Education  Foundation  Duke  University  and 
Affiliated  Institutions  Orthopaedic  Training  Pro- 
gram, Currently  The  Miller  Clinic,  Incorporated, 
Charlotte,  North  Carolina. 


ANGUS  M.  McBRYDE,  JR.,  M.D.,00 
JAMES  R.  URBANIAK,  M.D., 
FRANK  W.  CLIPPINGER,  M.D., 
EVERETT  BUGG,  M.D. 


Our  experience  has  shown  that  electromyo- 
graphy is  useful  in  assessing  lumbar  inter- 
vertebral disc  conditions  in  several  ways: 

(1)  To  determine  if  new  and/or  old  nerve 
root  irritation  exists. 

(2)  To  verify  subtle  clinical  complaints. 

(3)  To  aid  in  selecting  patients  for  myelo- 
graphy. 

(4)  To  assist  in  differentiating  nerve  root 
compression  from  acute  infectious  poly- 
neuritis, mononeuropathy,  muscular  dys- 
trophy, and  degenerative  disorders  and 
atrophy  of  disuse  associated  with  peri- 
pheral nerve  lesions. 

The  test  is  useful  when  myelography  is 
desirable,  but  for  one  of  many  reasons  cannot 
be  done.  Such  as: 

( 1 ) Patient  refusal  because  of  fear  or  anxiety. 

( 2 ) Suspected  low  back  infection 

(3)  Iodide  allergy 

( 4 ) Suspected  arachnoiditis 

(5)  Failed  myelogram  with  extradural  in- 
jection 

II.  CLINICAL  MATERIAL 

Only  patients  that  have  actually  been 
operated  upon  are  included  in  this  study. 
Eighty  patients  ( thirty-eight  females  and 
forty-two  males)  with  91  nerve  root  explora- 
tions have  been  reviewed.  The  symptoms 
were  present  for  a minimum  of  six  weeks  prior 
to  hospitalization.  Eight  patients  had  under- 
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TABLE  I 


1.  Shea,  Woods,  and  Werden  1950 

2.  Shea  and  Woods  1956 

3.  Crue,  Pudenz , and  Shelden  1957 

4.  Marinacci  1956 

5.  Kambin  etal.  1962 

6.  Knuttson  1961 

7.  Brady  etal.  1969 

8.  Present  Study 


EMG  MYELOGRAM 


90  % (60  pts) 

87.3% 

(55  pts) 

91.8%  (354  pts) 

79.8% 

(287  pts) 

73%  (136  pts) 

79%  (136  pts) 

86.4%  (722  pts) 

7 7.6% 

(722  pts) 

62%  (40  pts) 

80%  (40  pts) 

77.6%  (206  pts) 

76.1% 

(206  pts) 

92.3%  (131  pts) 

72.2% 

(132  pts) 

87.1%  (80  pts) 

89.0% 

(80  pts) 

gone  surgery  previously.  Seven  patients  had 
multiple  level  involvement,  and  four  had 
bilateral  root  involvement  clinically.  The 
electromyogram  was  done  at  the  time  the 
patients  were  admitted  and  prior  to  myelo- 
graphy. All  involved  patients  underwent 
operations  for  a suspected  lumbo-sacral  nerve 
root  compression  syndrome.  The  findings  at 
the  time  of  surgery  have  been  correlated  and 
included.  In  essentially  all  instances,  the 
electromyographic  test  was  done  by  the  first 
two  authors  but  under  the  supervision  of  a 
member  of  the  Senior  Orthopaedic  Staff. 
Complete  cooperation,  however,  existed 
among  other  services  such  as  neurosurgery, 
physiatry,  neurology,  and  physical  therapy. 
This  consistency  of  test  performance  and 
interpretation  is  important  as  a split  re- 
sponsibility confuses  the  important  factors  of 
judgment  and  interpretation  and  amplifies 
individual  differences  in  technique.  Other 
reports,  except  for  that  of  Kambin  et  al., 4 have 
not  had  the  same  continuity  of  personal  fol- 
low-up. 

Operation  was  done  one  to  three  days 
after  electromyography  and/or  myelography. 
Myelography  was  used  in  order  to  diagnose 
the  level  and  site  of  the  lesion.  Surgery  was 
usually  anticipated  prior  to  myelography.  If 
the  myelogram  was  positive,  the  back  opera- 
tion was  done. 


Using  a standard  electromyograph  and  a 
double  co-axial  needle  electrode  in  a quiet  air 
conditioned  room,  both  (preferably)  lower 
extremities  of  the  supine  patient  were  ex- 
amined. The  muscles  tested  routinely  were: 

( 1 ) Quadriceps 

( 2 ) Anterior  tibial  and  extensor  hallucis 
longus 

( 3 ) Peroneals 

(4)  Medial  gastrocnemius 

(5)  Lateral  gastrocnemius 

Other  muscle  groups,  such  as  adductors, 
hamstrings,  paraspinal,  interossei,  are  tested 
if  the  diagnosis  is  equivocal  or  if  unusual  level 
nerve  root  compression  is  suspected.  The 
entire  test  requires  five  to  ten  minutes. 

The  most  frequent  and  primary  abnormali- 
ties found  are  polyphasic  action  potentials. 
Contrary  to  certain  other  studies  these  ab- 
normal motor  unit  potentials  are  our  most 
reliable  index  of  disturbance  in  the  integrity 
of  the  motor  units.  Polyphasics  may  comprise 
up  to  12%  of  the  action  potentials  in  normal 
muscle. 

Polyphasics  are  asynchronously  firing  or 
abnormally  innervated  motor  unit  contractions 
( Figure  1 ). 

These  asynchronous  potentials  occur  during 
degeneration  or  regeneration  of  peripheral 
nerve  fibers  and  consist  of  wave  potentials 
with  four  or  more  phases,  a phase  being  a 
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NORMAL  POLYPHASIC 

ACTION  POTENTIAL  ACTION  POTENTIAL 


FIGURE  1 


single  positive-negative  deflection  which  re- 
turns to  the  baseline.  Polyphasics  may  include 
small  polyphasic  motor  unit  potentials 
(nascent  potentials)  which  are  the  first 
definite  signs  of  regeneration,  or  giant  poly- 
phasic action  potentials  indicating  late  re- 
generative phenomenae.  In  an  attempt  to 
quantitate  or  standardize  the  percentage  of 
polyphasicity,  the  nomenclature  as  outlined 
in  Table  II  has  evolved.  Care  should  be  taken 

(1)  not  to  overreac 1 the  TMG  and  (2)  to 
interpret  the  EMG  as  either  positive  or  nega- 
tive. 

TABLE  II 


None 

Occasional 

Few 

Frequent 

Many 


0%-5% 
5%-10% 
10% -20% 
20%-30% 
30% -50% 


Other  rough  equivalents  no  longer  used  as 
terms  are  “scattered”,  “diffuse”  and  “some.” 
The  polyphasics  are  best  reported  in  per- 
centages. 

Fibrillation  potentials  are  of  paramount 
importance.  Their  presence  verifies  degener- 
ated muscle.  In  addition  to  fibrillation  of  de- 
nervation, weak  recruitment  phenomenae,  ab- 
normal insertional  potentials  and  positive 
waves  can  be  found  and  are  supplementary 
indicative  signs. 

Potential  causes  of  confusion  in  needle 
electromyography  as  applied  to  nerve  root 
compression  include: 

( 1 ) Myotomal  innervation  variation  or  ano- 
malous nerve  roots. 

(2)  Electromyographers  interpretation. 

(3)  Multiple  or  unique  root  involvement  due 


to  disc  protrusion  direction  and/ or  several 
level  disc  involvement. 

(4)  Failure  to  separate  HNP  from  spur  en- 
croacliment,  spondylosis,  or  root  sleeve 
fibrosis. 

Long  term  clinical  follow-up  either  for  disc 
recurrence  or  persistent  EMG  changes  have 
not  been  carried  out  in  this  study.  Giant  poly- 
phasics are  indicative  of  old  regenerated  axons 
causing  overlapping  innervation  of  motor  units 
and  are  seen  in  most  postoperative  cases. 
These  persistent  postoperative  EMG  changes 
were  found  twelve  months  after  surgery  in 
forty-two  of  one  hundred  eighty-five  patients 
in  one  study.6  New  polyphasics  remain  a re- 
liable indication  of  root  irritation. 

III.  RESULTS 

A group  of  muscles  commonly  innervated 
from  a single  nerve  root  is  called  a myotome. 
The  graphs  opposite  (Table  III)  summarize 
the  electromyographic  myotomal  distribution 
or  primary  muscle  involvement  in  the  eighty 
patients  explored  and  found  to  have  L-4,  L-5, 
or  S-l  nerve  root  compression.  The  results 
coincide  with  our  previous  and  subsequent 
patient  experience.  The  usual  pattern  is  for  the 
quadriceps  to  show  polyphasic  action  potential 
in  L-4  nerve  root  compressions;  the  anterior 
tibial  and  often  the  medial  gastroc  and 
peroneals  in  L-5  nerve  root  compression. 
Though  the  peroneals  were  positive  in  L-5 
and  S-l  nerve  root  involvement,  they  alone 
were  often  positive  in  S-l  root  involvement. 

Table  IV  analyzes  the  electromyographic 
and  myelographic  results  of  the  eighty  cases 
with  ninety-one  root  explorations.  The  positive 
and  negative  correlations  generally  agree  with 
those  previously  reported.  There  were  no 
mutual  false  negative  EMG’s  and  myelograms. 
Two  of  the  false  positives  were  mutual.  In 
eight  cases  EMG  alone  was  correctly  positive. 


TABLE 

IV 

Positive 

Negative 

Surgery 

Surgery 

+ EMG 

74 

3 

— EMG 

11 

3 

-j-  Myelogram 

73 

2 

— Myelogram 

9 

4 

Clinical  neurological  involvement  or  positive 
straight  leg  raising  or  femoral  stretch  test  was 
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TABLE  III 


L 3-4  HNP  with  L-4  root  compression:  positive  quad  involvement  (3  cases) 
L 4-5  liNP  with  L-5  root  compression  (41  cases) 


L 5-S  1 HNP  with  S-l  root  compression  (30  cases) 


QUADRICEPS  ANTERIOR  PERONEALS  MEDIAL  LATERAL 


TIBI AL 


GAS'i’ROC  CAST  ROC 


present  in  forty-four  of  forty-six  L-4,  5 disc 
protrusions  and  in  twenty  of  thirty-five  L-5, 
S-l  disc  protrusions.  Of  these  sixty-four  pa- 
tients with  neurologic  change  or  positive  nerve 
stretch  test  involvement  sixty-two  had  posi- 


tive electromyography  and  sixty  positive 
myelography.  Left  sided  involvement  was 
present  in  forty-five  patients,  right  sided  in 
thirty-five  patients. 
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IV.  DISCUSSION 

Marinacci6  has  stated  that  polyphasic  motor 
units  without  the  presence  of  fibrillation  in  the 
distribution  of  the  spinal  segment  do  not 
indicate  true  root  lesion  and  may  occur  in 
numerous  metabolic  and  infectious  problems. 
This  statement  is  correct  but  in  the  presence 
of  suspected  lumbar  nerve  root  compression 
polyphasic  action  potentials  have  proved  to  be 
the  most  reliable  index  of  disturbance  of  the 
neuromotor  unit. 

Although  these  eighty  cases  represent  the 


single  reported  study  from  Duke  and/or  Duke 
affiliated  institutions,  the  principle  of  using 
polyphasics  predominantly  as  a diagnostic 
indication  of  nerve  root  irritation  is  being  and 
has  been  used  in  over  two  thousand  patients 
with  results  essentially  as  described  in  this 
paper.  The  EMG  as  described,  performed  and 
interpreted  meets  the  busy  orthopaedists  re- 
quirements of  a simple,  brief,  reliable  and 
valuable  diagnostic  aid  in  the  lumbar  disc 
syndrome. 
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VIABLE  ORGAN  PROCUREMENT* 

FRANK  B.  FREEDMAN,  Ph.D.*° 


I,  INTRODUCTION 

Work  relating  to  organ  transplantation  is 
proceeding  along  three  lines  of  investigation: 
surgical  techniques,  procurement  of  viable 
organs  and  the  rejection  phenomenon.  The 
primary  emphasis  of  this  paper  will  deal  with 
the  various  problems  associated  with  viable 
organ  procurement  and,  in  particular,  organ 
preservation  techniques. 

A large  number  of  organ  storage  variables 
have  been  assessed.110’12-68  These  include: 
temperature,  environmental  pressure,  environ- 
mental gaseous  composition,  vascular  medium, 
surgical  preparation  and  pretreatment,  per- 
fusion flow  profiles,  perfusion  flow  rates, 
storage  duration  and  storage  modes.  Among 
the  various  modes  of  storage  include  schemes 
ranging  from  the  very  elementary  to  the  very 
complex.  An  organ  placed  in  an  ice  slurry  or 
a pressurized  vessel  is  an  example  of  the  for- 
mer. The  various  extracorporeal  storage  tech- 
niques represent  a somewhat  more  complex 
approach  to  this  problem.  Ex-vivo  and  cada- 
ver maintenance  schemes  represent  perhaps 
the  most  complex  attempts  of  storing  organs. 

Vital  organs  have  been  stored  in  buckets, 
plastic  bags,  saline  soaked  sponges,  rubber 
gloves,  pressure  vessels  and  in  conjunction 
with  living  organisms.  The  primary  emphasis 
has  been  directed  toward  renal  preservation. 
8-8,13-40,60,61,53,56,67  rj, q a jesser  degree,  attempts 

at  storing  the  heart,  lungs,  liver  and  intestine 
have  also  been  reported.  Two  recent  publica- 
tions review  the  current  state  of  the  art.1’2 
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II.  TECHNIQUES  OF  ORGAN  PRESERVA- 
TION 

1.  In-vitro 

In-vitro  storage  is  the  technique  most  often 
employed  in  organ  preservation  studies. ,'9’ 
1 3-44,46.63,56,68  perfusjon  (either  continuous  or 

intermittent)  is  being  utilized  in  more  recent 
studies;  and,  low  flow  rates  employed.  Hypo- 
thermia, when  included  in  the  experimental 
plan,  is  achieved  by  incorporating  a heat  ex- 
changer in  to  the  system  or  by  housing  the 
entire  system  in  a refrigerator.  Oxygen,  carbon 
dioxide,  and  other  gas  levels  in  solution  are 
maintained  using  membrane  oxygenators. 

Hyperbaria  is  also  employed  in  many 
studies  in  an  attempt  to  extend  the  range  of 
storage  duration.  Commercially  available  or 
custom  built  pressure  vessels  are  used  for  these 
studies.  More  often  than  not,  physiological 
variables  (weight  gain,  flow  rates,  perfusion 
pressures,  etc.)  rather  than  biochemical  vari- 
ables in  combination  with  the  former  are 
used  to  assess  organ  viability  after  storage  is 
terminated.  Rarely  are  on-line  biochemical 
organ  assessments  utilized  to  assess  the  qual- 
ity organ  storage.  In  some  schemes,  such 
assessments  are  not  physically  possible. 
Typically,  “successful”  organ  preservation 
durations  range  between  8 to  72  hours  utiliz- 
ing extracorporeal  methods. 

2.  Ex-vivo  Perfusion 

Ex-vivo  perfusion  employs  a “normal” 
organism  to  perfuse,  and  hence  maintain,  the 
stored  organ  outside  the  host’s  body.*’6  This 
type  of  storage  provides  the  stored  organ  with 
an  almost  “normal”  physiological  environment. 
The  organ  is  usually  housed  in  a relatively 
simple  container;  and,  perfusion  is  achieved 
through  vascular  connections  made  at  appro- 
priate cannulation  sites. 

Perhaps  the  most  successful  organ  storage 
scheme  was  achieved  using  ex-vivo  perfusion.4 
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A donor  kidney,  mounted  in  a chamber  and 
positioned  on  the  forearm  of  an  anephretic 
male  was  capable  of  providing  good  renal 
function  for  approximately  27  days.  Pre- 
viously the  patient  was  being  maintained  by 
dialysis;  and  rejection  drugs  were  employed 
during  the  study.  A ureter  cannula  enabled 
urine  flow.  The  host  benefitted  from  the 
functioning  stored  organ. 

Another  example  of  this  technique  em- 
ployed short-term  perfusion.  (4-6  hours)  of 
the  heart  by  cannulation  to  the  cartoid  artery 
and  jugular  vein.6  A number  of  other  organs 
have  been  stored  in  this  manner,  each  em- 
ploying an  animal  to  provide  both  the  per- 
fusion and  perfusion  medium. 

3.  Intermediate  Host 

Another  type  of  organ  storage  employs  the 
principal  of  an  intermediate  host.6'6’67  An 
organ  is  implanted  into  an  otherwise  intact 
animal;  and,  some  immulogical  suppressive 
technique  employed  to  maintain  the  organ. 
Typically,  a heterologous  host  is  employed. 
In  one  study,  primate  kidneys  function  in 
humans  for  up  to  7 months;  and,  the  host 
relied  on  this  kidney  for  renal  function.67 

In  another  study,  total  body  lethal  radiation 
was  employed  to  suppress  the  rejection 
mechanism.  This  resulted  in  the  death  of  the 
host  organism  within  approximately  ten  days; 
however,  the  latter  provided  a good  environ- 
ment for  the  stored  organ.  This  technique 
was  termed  xenobanking,  and  stored  Rhesus 
monkey  kidneys  in  baboons.6 

4.  Whole  Body  Storage 

Circulatory  support  by  mechanical  cardiac 
massage,  artificial  respiration,  and  various 
other  physical  devices  have  been  employed 
to  maintain  the  respiration  and  circulation  of 
cadavers  for  up  to  ten  days.60  A mechanical 
massage  system  has  maintained  the  circula- 
tion of  dogs  with  induced  ventricular  fibrilla- 
tion11 for  up  to  24  hours.  Other  approaches  to 
maintain  or  support  the  circulation  employ 
whole  body  pressurization11  (alternate  com- 
pression and  decompression)  and  counter- 
pulsation.12 Although  still  in  the  experimental 
stages,  these  methods  can  in  theory  be  applied 
to  whole  body  storage. 


5.  Freezing 

Organ  freezing  is  currently  being  ex- 
amined due  to  past  success  with  blood  and 
skin  preservation  coupled  with  the  apparent 
simplicity  of  any  resulting  storage  system. 
io,6i,6«.6D  yarjous  temperature  patterns,  per- 
fusate additives  and  techniques  for  achieving 
low  temperatures  have  been  investigated. 
The  results  are  generally  poor,  currently 
offering  little  possibility  for  long-term  stor- 
age. 

6.  Autoperfusion 

“Autoperfusion”  involves  the  reconstruc- 
tion of  an  organ— organ  system  outside  the 
body.46  The  two  basic  components  are  the 
heart  and  the  lungs.  This  two  organ  system 
was  apparently  successful  for  approximately 
17  hours.  It  is  interesting  to  speculate  what 
effect  adding  other  vital  organs  (kidney, 
liver,  intestine)  would  have. 

III.  DISCUSSION  (ORGAN  STORAGE 
TECHNIQUES) 

Complex  in-vitro  preservation  techniques 
have  not  significantly  increased  organ  stor- 
age durations  relative  to  the  most  elementary 
schemes  (organ  in  ice  slurry  or  pressure 
vessel).  Although  this  approach  may  provide 
techniques  for  very  short  term  storage  ( a 
few  days  at  the  most),  other  approaches 
appear  more  promising  for  long  term  stor- 
age. Long  term  storage  will  probably  be  de- 
fined somewhere  near  21  days,  the  duration  of 
blood  storage.60 

The  success  with  the  limited  number  of 
reported  ex-vivo  and  intermediate  host  studies 
seem  to  indicate  that  physiological  conditions 
provide  one  suitable  environment  for  storing 
organs.  This  conclusion  should  naturally  sur- 
prise no  one.  The  primary  problems  resulting 
from  application  of  this  approach  are  logisti- 
cal if  animals  are  used  and  ethical  if  humans 
are  used  as  storage  systems.  Long  term  prob- 
lems associated  with  continued  use  of  rejec- 
tion drugs  are  currently  being  documented 
by  several  research  groups.60 

Intermediate  host  techniques  for  long  term 
organ  storage  offers  a good  trade-off  between 
logistical,  medical  and  ethical  problems. 
Although  this  concept  is  not  currently  very 
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popular,  it  should  be  considered  strongly  for 
its  potential  in  providing  viable  organs. 

Whole  body  storage,  using  mechanical 
support  to  maintain  respiration  and  the  circu- 
lation, offers  another  sound  technique  for 
organ  preservation.  Storage  for  up  to  ten  days 
or  more  is  possible,  however,  utilization  of 
this  technique  requires  a more  acceptable 
criterion  of  death  (or  life).  If  an  adequate 
definition  were  available,  then,  whole  body 
storage  would  be  a satisfactory  technique  for 
storing  viable  organs. 

The  two  other  techniques  of  organ  storage, 
autoperfusion  and  freezing,  do  not  presently 
offer  much  possibility  for  long  term  storage. 
No  other  techniques  were  reported  in  the 
literature  examined. 

IV.  VIABLE  ORGAN  PROCUREMENT 

The  number  of  researchers  and  amount  of 
funding  being  devoted  to  this  effort  would 
indicate  a potential  wide  scale  application  of 
organ  storage  (as  it  relates  to  organ  trans- 
plantation). There  are  only  several  dozen 
institutions  in  this  country  where  transplanta- 
tion might  be  done  routinely.  Ideally  the 
organ  storage  centers  would  be  closely  located 
to  the  site  of  utilization. 

The  complex  flow  of  materials  and  person- 
nel involved  in  viable  organ  procurement  has 
yet  to  be  rigorously  assessed  from  an  eco- 
nomic, social  and  technical  point  of  view. 
For  example,  a critical  accident  patient  might 
be  a potential  organ  donor.  His  family  has  to 
be  contacted,  the  situation  explained,  and  a 
decision  rendered.  They  might  in  turn  request 
to  seek  out  their  family  physician  or  clergy 
for  advice  before  making  a decision.  The  de- 
cision would  naturally  rest  upon  whether  the 
victim  dies.  Our  present  definition  of  death 
is  lacking  and  lawyers  and  physicians  are 
looking  toward  each  other  for  the  solution. 

This  uncertainty  might  place  the  family  or 
attending  physician  in  a dilemma.  A pro- 
nouncement of  death  might  be  disputed  by 
another  physician,  say  a neurologist. 

If  permission  were  obtained  to  enable 
organ  removal  (or  harvesting),  rapid  trans- 
port of  the  surgical  team  to  the  victim  or 
vice  versa  is  necessary.  The  smaller  hospitals 
are  usually  not  equipped  to  facilitate  such  a 


removal.  Surgical  removal  would  probably 
be  done  in  the  organ  storage  center;  and, 
specially  trained  personnel  and  equipment 
would  be  required  to  retrieve  the  donor 
organism. 

Organ  removal  tissue  typing  and  organ 
assessment  precede  the  decision  to  store, 
transplant,  or  discard  the  various  vital  organs. 
Tissue  typing  presently  requires  sending  blood 
samples  to  Los  Angeles  since  the  eight  or  so 
regional  tissue  typing  centers  do  not  meet  the 
standards  by  Dr.  Terasaki  (Los  Angeles). 

If  transplantation  is  indicated,  then  the 
candidate’s  health  and  travel  time  to  the  trans- 
plantation center  becomes  important  factors. 
A significant  delay  between  organ  removal 
and  transplantation  is  undesirable,  the  delay 
being  limited  by  the  maximum  duration  of 
organ  storage.  The  renal  transplant  candidate 
can  presently  be  maintained  in  good  health 
at  the  transplant  center  if  placed  on  artificial 
dialysis. 

Record  keeping,  surgical  and  technical  per- 
sonnel, hospital  space,  supporting  equipment 
and  facilities  and  human  factors  must  also  be 
considered.  No  one  has  seriously  questioned 
whether  we  can  meet  this  potential  demand, 
and  still  attend  to  the  existing  load  on  the 
medical  care  system! 

Approximately  slx  regional  (and  independ- 
ent) organ  procurement  centers  are  currently 
being  funded.  Valuable  information  relating 
to  the  feasibility  of  providing  wide-scale 
viable  organ  procurement,  and  hence  wide- 
scale  transplantation,  should  be  available  in 
the  near  future. 

V.  A REVIEW  OF  THE  ’’STATE  OF  THE 
ART” 

Carrell  and  Lindberg  examined  the  pos- 
sibility of  in-vitro  organ  storage  over  thirty 
years  ago.68  Within  the  last  ten  years,  a 
renewed  interest  in  this  area  resulted  from 
the  “apparent”  break-throughs  in  organ  trans- 
plantation. At  this  point  in  time,  it  is  worth- 
while examining  why,  after  sacrificing  thou- 
sands of  animals  and  expenditures  of  hun- 
dreds of  thousands  of  man  hours  and  tens  of 
millions  of  dollars,  the  present  techniques  of 
organ  preservation  are  either  of  limited 
value,  lacking  in  scientific  merit,  or  lacking 
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in  technical  feasibility. 

In  an  area  of  study  as  broad  as  organ 
preservation,  three  elements  must  share  the 
responsibility  for  progress  (or  lack  of  prog- 
ress): the  individual  researcher,  the  scientific 
community  and  the  funding  agencies.  Organ 
preservation  has  been  researched  primarily 
by  the  academic  surgeon.  A team  effort, 
employing  say  a surgeon,  physiologist,  bio- 
chemist and  a biological  engineer,  is  the 
exception  rather  than  the  rule. 

Since  organ  preservation  encompasses  areas 
of  knowledge  spanning  many  traditional  dis- 
ciplines of  basic  medical  and  clinical  sciences, 
exclusion  of  the  appropriate  disciplines  is 
self-defeating.  Perhaps  even  more  imporatnt 
in  explaining  the  present  slow  rate  of  progress 
is  the  failure  of  many  researchers  to  under- 
stand or  utilize  the  “scientific  method.” 

The  scientific  method  describes  the  concept 
of  stating  a hypothesis  and  proving  (or  dis- 
proving) it  with  appropriate  experimentation. 
The  experimental  data  in  turn  suggests  a 
modification  of  the  hypothesis  which  may 
involve  an  extension  or  an  alteration  of  the 
original  hypothesis.  Each  hypothesis  suggests 
goal  oriented  research;  and,  ideally,  the  re- 
iterative process  of  hypothesis-data-hypothe- 
sis-data-etc.  continues  until  the  original 
objectives  are  fulfilled. 

Formulation  of  the  hypothesis  and  estab- 
lishment of  the  appropriate  experimentation 
are  the  two  most  important  features  of  scien- 
tific discovery.  Both  require  the  ability  to 
recognize  and  understand  basic  mechanisms 
and  common  properties.  Training  the  clinical 
researcher  to  observe  empirical  trends  and/or 
patterns  does  not  automatically  establish  his 
ability  in  scientific  discovery. 

In  lieu  of  research  directed  toward  answer- 
ing specific  questions  ( posed  by  the  hypothe- 
sis), typically,  the  “shot  gun”  experimental 
approach  is  employed.  The  shot  gun  ap- 
proach characterizes  experiments  in  which, 
for  example,  several  dozen  animals  or  more 
are  utilized— five  subjected  to  condition  one, 
six  to  condition  two  and  so  forth,  and  finally, 
five  animals  serve  as  controls. 

The  several  dozen  animals  utilized  in  the 
manner  described  previously  provide  very 


little,  if  any  at  all,  new  scientific  information. 
To  narrow  the  scope  of  the  experimentation, 
say  by  examining  the  effect  of  one  experi- 
mental parameter,  might  provide  definitive 
information  on  one  specific  question.  By  re- 
peating this  process,  all  questions  can  usually 
be  resolved;  however,  a much  greater  ex- 
penditure of  resources  may  be  required. 
Utilization  of  the  shot  gun  approach  rather 
than  the  scientific  method  is  too  often  the 
case  with  people  from  all  areas  of  sicence  and 
engineering. 

The  medical  scientific  community  as  a 
whole  must  share  some  of  the  responsibility 
for  the  present  state  of  organ  preservation 
for  two  reasons.  First  of  all,  it  is  entirely  pos- 
sible that  sufficient  information  suggesting 
the  feasibility  of  storing  organs  (in  some 
modes)  is  lacking.  If  a living  organism  can- 
not be  maintained  safely  by  a heart-lung 
machine  for  more  than  several  hours,  how 
can  we  expect  to  perfuse  an  organ  for  days? 
If  we  do  not  fully  understand  the  informa- 
tion contained  in  a tissue  preparative  slide, 
then,  how  can  we  expect  to  employ  histology 
as  a means  of  assessing  long-term  effects  of 
organ  storage.  If  we  do  not  have  a good 
understanding  of  cellular  metabolism,  how 
can  we  expect  that  inhibition  of  metabolism 
to  prolong  storage  durations  will  not  result 
in  cellular  damage. 

These  are  but  a few  examples  of  gaps  of 
knowledge  missing  but  necessary  to  ensure 
the  goal  of  successful  organ  preservation. 
Organ  storage  is  not  the  only  area  of  investiga- 
tion where  such  information  is  lacking. 

The  scientific  community  has  never  sup- 
ported the  concept  of  centralized  or  directed 
research,  although  they  readily  embrace 
centralized  funding  agencies.  For  major 
problems  having  high  priority,  centralized 
research  should  be  employed  more  often 
since  it  is  apparent  that  our  resources  are 
finite.  The  space  effort  by  NASA  is  a good 
example  of  centralized  research  with  specific 
goals,  subgoals  and  information  requested 
by  one  agency.  If  any  area  of  major  research 
is  deemed  worthwhile,  (e.g.,  established  as  a 
national  goal),  then  all  interested  individuals 
and  groups  should  determine  the  long-term 
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25 
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33 
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49 

Chicken  Gumbo 

55 

Chicken  Noodle 

62 

Chicken  Vegetable 

68 

Turkey  Noodle 

72 

Vegetable  Beef 

75 

Vegetable 

77 

Tomato 

79 

Cream  of  Asparagus 

80 

Cream  of  Chicken 

87 

Beef 

99 

Cream  of  Potato 
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Cream  of  Mushroom 

131 

Green  Pea 
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Campbell’s  Soups  contain  a wide  variety  of  ingredients  that 
can  serve  as  supplementary  sources  of  many  essential 
nutrients. 

* From  “Nutritive  Composition  of  Campbell’s  Products”  which 
gives  values  of  important  nutritive  constituents  of  all  Campbell’s 
Products.  For  your  copy,  write  to  Campbell  Soup  Company, 
Dept.  536,  Camden,  New  Jersey  08101. 
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All  women  are  not  equal  in  their  endogenous 
hormonal  output.  And,  while  all  oral  contracepti 
are  fundamentally  effective,  they  exhibit  differences 
in  their  activity  levels  and  estrogen-progestogen 
ratios  that  affect  different  women  differently— in 
both  short  and  long-term  use.  Some  brands 
may  be  insufficient  for  the  woman’s  needs  or  else 
may  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
the  range  of  women’s  needs  to  help  you  provide 
the  right  pill  for  the  right  woman  at  the  right  time. 


the  Ovulen  phase 

Most  women*  with  a balanced  hormone  profile  an 
normal  menses  do  best  on  a middle-of-the-road  pi 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

("'Typical  clues  — normal  body  build  and  breasts,  | 
feminine  appearance,  healthy  skin  and  hair.  Vagine 
cytology  slide— balanced  “pink  and  blue’.’) 

Some  women  having  problems  on  other  O.C.s  j 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that  . 
combines  moderate  estrogenic  activity  with  a slig' 
progestogen  dominance.  It  has  an  excellent  recorc 
of  patient  acceptance. 

Ovulen 


Each  white  tablet  contains,  ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


SEARLE 


r or  DrieT  summary  or  prescriDing  information, 
see  following  page. 


the  Enovid-E  phase 

Some  women*  who  secrete  less  estrogen  than  most 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

("Typical  clues— oily  complexion,  acne,  hirsutism, 
masculinity,  flat  chest.  Vaginal  cytology  slide— 
“blue’.’) 

Patients  with  estrogen  deficiency  may  show: 
premenopausal  syndrome  intermittent  depression 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogenic 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 


the  Demulen  phase 

Many  women*whosecretemore  estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

("Typical  clues  — shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  ‘‘pink’.’) 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 

It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
• early  breakthrough  bleeding  is  often 


Each  white  tablet  contains;  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg 
Each  pink  tablet  in  Ovulen-28'and  Demulen'-28  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 


Each  tablet  contains;  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


for  the  3 phases  of  Eve: 

a family  of  O.C.  products 

Ovulen  Demulen 

Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®and  Demulerf-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multi plesof  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications-Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  U nited  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one"  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len.  Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


thedrugdiscontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
The  age  of  the  patient  constitutes  no  absolute  limitingfactor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactionsobserved  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g.,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function,  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners;  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 267-279  (May)  1967. 
2.  Inman,  W.  H,  W.,  and  Vessey,  M.  P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199 (April  27)  1968. 3.  Vessey,  M.  P,  and  Doll,  R.:  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med.  J.  2651-65/  (June  14)  1969  4.  Sartwell, 
P.  E.,  Masi,  A.  T.;  Arthes,  F.  G.;  Greene,  G.  R,  and  Smith,  H.  E.:  Thromboem- 1 
bolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 
J.  Epidem.  90:365-380  (Nov.)  1969. 

Products  of  SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Enovid-E 

norethynodrel  2.5  mg./mestranol  0.1  mg 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  ot 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  both  ; 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Indication  -Enovid-E  is  indicated  for  oral  contraception 

The  Special  Note,  Contraindications,  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  anc 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E 

brand  of  norethynodrel  with  mestranol 

Product  of  G.  D.  Searle  & Co. 

PO.  Box  5110,  Chicago,  Illinois  60680 
Where  "The  Pill"  Began 
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plan  or  plans  of  study;  periodically  review 
the  results;  and,  suggest  changes  that  would 
ensure  ultimate  accomplishment  of  the  pro- 
posed research  goals.  This  concept  would  not 
stifle  the  individual  effort,  in  fact,  it  would 
enhance  the  individual  effectiveness. 

The  funding  agencies  also  share  the  re- 
sponsibility for  progress  supported  research; 
and,  apparently  are  satisfied  with  the  rate  of 
progress  in  this  field.  Since  they  do  not 
specify  the  experimental  objectives  and  con- 
ditions, the  researcher  is  free  to  choose  both. 
What  results  is  a lack  of  systematic  investi- 
gation of  any  variable  or  combination  of 
organ  storage  variables.  It  becomes  difficult 
to  pool  information  from  reports  of  various 
researchers  and  very  little  specific  knowledge 
results.  There  also  tends  to  be  a lack  of  uni- 
versal agreement  and  sometimes  even  mutual 
distrust.  At  the  very  least  agencies  should 
reject  those  proposals  suggesting  quick  solu- 
tions in  lieu  of  long  term  goals. 


In  conclusion,  organ  storage  research  is 
being  conducted  along  several  lines  of  ap- 
proach. Attention  is  presently  being  directed 
toward  the  more  general  aspects  of  viable 
organ  procurement.  If  procurement  systems 
prove  to  be  both  economically  and  technically 
feasible,  then,  sufficient  direction  should  be 
focused  upon  improving  the  quality  of  organ 
preservation.  The  latter  must  conform  with 
acceptable  moral,  religious,  social  and  medi- 
cal standards.  If  not  possible,  the  research 
funds  and  talents  should  be  redirected. 


The  author  wishes  to  thank  Herman  Moench,  Vice 
President  for  Academic  Affairs,  and  Josephus  Collett, 
Distinguished  Professor  of  Engineering,  Rose  Poly- 
technic Institute,  for  critically  reviewing  this  manu- 
script. 

This  work  was  funded  by  the  Applied  Science 
Division  of  Litton  Industries  (I.R.A.D.  project  num- 
ber 18612-05). 

References  may  be  obtained  upon  reqmest 
through  the  office  of  the  Journal  of  the  South 
Carolina  Medical  Association,  Post  Office  Box 
1461,  Columbia,  S.  C.  29202. 


Chiropractor  Allowed  to  Testify 
in  Personal  Injury  Case 

A chiropractor  licensed  to  practice  physical  therapy 
by  the  Board  of  Chiropractic  Examiners  was  com- 
petent to  testify  as  to  diagnosis  and  treatment  of  an 
accident  victim,  a Maryland  appellate  court  ruled. 
The  chiropractor  required  no  further  license  from  the 
Board  of  Physical  Therapy  Examiners. 

In  a personal  injury  suit  brought  by  victims  of 
an  automobile  accident,  the  chiropractor  testified  as 
to  his  examination  and  treatment  of  the  victims. 
He  estimated  the  patients’  disabilities  and  gave  his 
opinion  that  the  accident  was  the  cause  of  such  dis- 
abilities. He  was  the  victims’  only  medical  witness. 

The  opposing  party  alleged  that  “chiropractic” 
was  defined  by  state  law  as  manipulation  of  the 
spine.  As  the  chiropractor’s  treatment  did  not  involve 
correction  of  spinal  dislocation,  he  claimed  that  it 
was  not  chiropractic  but  physical  therapy.  For  this 
reason,  the  party  contended  that  the  chiropractor’s 
testimony  was  incompetent  and  moved  that  it  be 
stricken. 

The  trial  court  granted  the  motion  to  strike  the 
testimony.  The  court  held  that  the  law  required  the 


chiropractor  to  be  licensed  to  practice  physical  therapy 
by  both  the  Chiropractic  Board  and  the  Physical 
Therapy  Board.  Because  he  was  not  so  licensed  by 
the  Physical  Therapy  Board  and  because  his  treat- 
ment of  the  accident  victims  was  physical  therapy,  the 
trial  court  ruled  that  his  testimony  should  be  stricken. 
The  court  then  granted  the  opposing  party’s  motion 
for  a directed  verdict  because  there  was  no  medical 
testimony  that  could  be  properly  submitted  to  the 
jury. 

On  appeal,  the  court  did  not  agree  with  the  trial 
court’s  interpretation  of  the  law.  The  court  said  that 
the  words  “said  Board”  in  the  chiropractice  licensing 
statute  referred  to  the  Board  of  Chiropractic  Ex- 
aminers. It  pointed  to  the  fact  that  the  Board  of 
Physical  Therapy  Examiners  was  not  mentioned  in 
the  statute.  Because  the  chiropractor  was  licensed  to 
practice  physical  therapy  by  the  Board  of  Chiro- 
practic Examiners,  and  because  he  required  no  fur- 
ther license,  the  court  ruled  his  testimony  should 
not  have  been  stricken.  The  court  reversed  the 
judgment  of  the  trial  court,  remanding  the  case  for 
a new  trial— Elliott  o.  Patterson,  278  A. 2d  431  (Md. 
Ct.  of  Special  App.,  June  23,  1971) 
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Recently,  after  the  Governor  had  chosen  to  ignore  the  opinion  of  the  Higher  Education 
Commission  and  had  come  out  emphatically  for  a second  medical  school  as  part  of  the  Univer- 
sity of  South  Carolina,  I was  called  by  a reporter  from  a Columbia  newspaper  asking  if  the 
South  Carolina  Medical  Association  would  take  sides  in  the  embroiligo  which  was  sure  to  develop 
between  those  who  favor  a second  medical  school  and  those  who  think  a second  medical  school 
would  prove  to  be  a catastrophe.  I told  the  inquiring  reported  that  the  South  Carolina  Medical 
Association  would  take  no  side  in  the  argument  since  the  Association  is  the  haven  of  all  the 
doctors  — some  of  whom  are  strong  proponents  of  a new  school  and  others  who  are  just  as 
strongly  opposed.  I do  not  intend  in  these  pages  to  be  anything  more  than  strictly  neutral.  At 
this  writing  I do  not  know  who  will  comprise  the  Legislative  Committee  which  will  decide  the 
issue,  but  there  most  certainly  will  be  several  doctors  and  they  will  be  men  of  high  character 
who  will  be  striving  to  do  their  best  to  arrive  at  an  honest  decision  and  one  which  is  best  for 
the  state.  It  behooves  every  doctor  from  Oconee  to  Horry,  however,  to  shout  out  in  un- 
mistakable language  that  we  will  tolerate  nothing  less  than  first  class  medical  education  in 
South  Carolina.  The  legislature  should  be  reminded  that  they  must  assume  a great  amount  of 
responsibility  for  the  slow  progress  of  the  Medical  University  toward  greatness  because  in  years 
past  they  have  been  anything  but  generous  in  allocating  necessary  funds  for  expansion.  Since 
1966  when  the  legislature  became  more  generous,  the  Medical  University  has  made  spectacular 
progress.  If  we  are  to  have  a second  medical  school,  the  legislature  must  have  the  guts  to 
supply  money  enough  to  support  two  top  notch  schools  and  let  neither  deteriorate  into  medioc- 
rity. Let  no  one  think  that  it  won’t  be  costly  and  let  no  one  be  deluded  into  thinking  that  we  are 
going  to  get  something  for  nothing. 

J.  P.  Booker,  M.  D. 

President,  South  Carolina  Medical  Association 
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April,  1922 

In  retrospect  the  meeting  at  Rock  Hill  was 
acknowledged  to  have  been  a great  success. 
Dr.  C.  F.  Williams  of  Columbia  had  been 
elected  president.  A paper  by  Dr.  Wm.  P.  Cor- 
nell on  the  “Types,  Causes,  Prevention  and 
Treatment  of  Diarrheas  in  Infancy”  was  pre- 
sented in  this  issue  of  the  Journal. 
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Medical  Education  Armistice 

The  issues  and  battle  regarding  establish- 
ment of  a second  medical  school  for  South 
Carolina  do  not  appear  resolved;  however,  at 
least  an  armistice  seems  to  have  been  reached. 
It  still  seems  quite  difficult  to  evaluate  the 
various  approaches  and  solutions  proposed  for 
the  problem,  particularly  when  the  various 
studies  appear  to  be  somewhat  contradictory. 
Contradictions  still  seem  to  be  present,  par- 
ticularly regarding  the  key  issues— i.e.  Is  there 
a need  for  a second  school,  and  can  the  State 
afford  such  an  institution.  It  seems  that  the 
various  studies,  proposed  approaches,  and 
solutions,  if  anything,  have  created  more  con- 
fusion regarding  the  key  issues  and  it  would 
appear  most  difficult  to  make  a rational  de- 
cision at  the  present  time. 

In  view  of  this,  it  does  appear  that  the 
moratorium  which  has  been  established  at  the 
present  time  may  be  the  most  prudent  ap- 
proach, particularly  if  federal  funding  thought 
to  be  available  is  in  actuality  not  available, 
which  would  reduce  the  urgency  of  making  a 
decision  under  the  pressure  of  a time  factor. 
Despite  this,  I feel  it  would  be  a matter  of 
gross  negligence  if  the  issues  are  allowed  to 
die  in  terms  of  future  overall  planning  for 
medical  education  in  South  Carolina. 

Despite  this,  it  would  seem  only  appropriate 
that  full  support  be  given  to  the  Medical  Uni- 
versity and  other  involved  facilities  for  the 
development  of  the  best  quality  of  medical 
education  under  the  current  consortium  sys- 
tem which  is  an  actuality  at  the  present  time. 
This  has  been  demonstrated  to  be  a prom- 
ising approach  in  some  states,  however  in 
itself  should  not  necessarily  negate  the  pos- 
sible establishment  of  a second  school. 


Customers  Please  Notice!* 

In  compliance  with  regulations  announced 
by  the  federal  government,  wherein  all  physi- 
sicians,  presumably  designated  as  merchants 


engaged  in  the  sale  of  commodities,  are  re- 
quired to  post  price  lists,  the  following  notice 
is  herewith  published: 

YE  LITTLE  OLDE  HEALTH  SHOPPE 
(A  Division  of  Cottage  Industries,  Uninc. ) 
Ewell  Gettit,  M.D.,  Owner  and  Proprietor, 
announces  the  following  prices  to  remain  in 
effect  until  changed  by  Medicare,  Medicaid, 
health  insurance  companies,  H.E.W.,  D.P.W., 
I.R.S.,  the  State  Legislature  or  the  Congress 
of  the  United  States. 

Consumption  of  owner’s  time  $45.00  per  hour 
(Whether  spent  in  performance  of  surgery 
or  examinations;  talking  on  telephone;  driv- 
ing to  and  from  hospital,  nursing  home  or 
purchaser’s  home;  preparation  of  claims,  ex- 
amination reports  or  insurance  question- 
naires; evaluation  of  information  obtained 
from  history,  physical  examination,  labora- 
tory tests,  x-ray  and  special  diagnostic  pro- 
cedures; case  study;  writing  prescriptions; 
talking  with  purchaser’s  relatives  and 
friends;  instruction  of  aides  and  assistants 
in  the  care  and  education  of  purchaser;  or 
whatever  other  activity  is  necessary  to 
satisfy  the  demands  and  needs  of  the  pur- 
chaser. ) 

Rate  for  consumption  of  time  increases  50 
percent  between  the  hours  of  5:00  P.M.  and 
8:00  A.M.  on  standard  working  days,  and 
doubles  on  weekends  and  all  legal  holidays. 
Rate  for  consumption  of  time  is  pro-rated 
for  amounts  less  than  one  hour. 

Laboratory  Services;  no  liability00  and  no 
interpretation  of  results  $2.00  per  test 

With  liability  and  interpretation 

of  results  ...  $5.00  per  test 

Explanation  of  need  for  test  and  instruction 
of  purchaser  in  preparation  for  test  $45.00 
per  hour  as  above  described. 

X-ray  Films;  no  liability00  and  no  interpreta- 
tion of  results— $00.01  per  sq.  inch  of  film 
plus  $2.00  per  hour  of  technician’s  time 
( pro-rated ) . 
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With  liability  and  interpretation  of  results— 
$00.05  per  sq.  inch  of  film  plus  $6.00  per 
hour  of  technician’s  time  (pro-rated). 
Explanation  of  need  for  study  and  instruc- 
tion of  purchased  in  preparation  for  test— 
$45,000  per  hour  as  described  above. 

E.C.G.;  no  liability00  and  no  interpretation 

of  results  _ $5.00 

With  liability  and  interpretation 

of  results  ....$15,00 

Injections;  no  liability00  and  no  determination 
of  need— $1.00  plus  cost  of  agent  injected, 
adjusted  for  storage,  handling,  cooperage 
and  dated  inveentory  costs.  With  liability 
and  determination  of  need— $6.00  plus  cost 
of  agent  injected  as  described  above. 

Treatments  and  diagnostic  studies  requiring 
special  equipment  and  trained  assistants;  no 
liability00  and  no  determination  of  need— 
$3.00  per  treatment  or  study  plus  thee  pro- 
rated hourly  wage  of  assistant.  With  liability 
and  determ ination  of  need— $9.00  per  treat- 
ment or  study  plus  three  times  the  pro-rated 
hourly  wage  of  assistant. 


Travel  of  owner  and  proprietor  in  his  own 
vehicle  to  make  any  of  the  above  commodi- 
ties available  to  an  individual  purchaser— 
$0.50  per  mile  or  any  portion  of  mile. 

• Services  and  commodities  not  shown 
above  will  require  negotiated  fees. 

• Fees  shown  apply  only  to  direct  cash  pay- 
ments made  by  purchaser  at  time  of  pur- 
chase. Deferred  payments  by  purchaser  or 
third  party  must  be  negotiated  and  will  re- 
quire payment  of  lawful  interest  as  described 
in  the  documents  executed  at  the  time  of 
negotiation. 

• Approved  credit  cards  are  accepted. 

• Our  rock-bottom  prices  prohibit  the 
award  of  trading  stamps. 

• Ask  any  of  our  sales  ladies  about  our 
exciting  ‘discount  plan’  for  groups  of  100  or 
more.  It  eliminates  the  fancy  but  expensive 
‘freedom  of  choice’  and  ‘personal  service’  con- 
cepts. A real  saving!—  MRJ 

“Published  with  the  permission  of  the  Oklahoma 
State  Medical  Association  Journal. 

““Since  the  law  prohibits  the  owner  from  selling 
commodities  and  services  without  assumption  of 
liability,  these  items  are  not  available. 


NEW  MEMBERS  — S.C.M.A. 


Dr.  Wm.  H.  Davis 
Myrtle  Beach,  S.  C.  29577 
Dr.  Donald  K.  Dudderar 
557  Carolina,  NE 
Orangeburg',  S.  C.  29115 
Dr.  James  Edwards 
Georgetown,  S.  C.  29440 
Dr.  E.  Cantey  Haile,  Jr. 
1707  Brabham 
Columbia,  S.  C.  29204 
Dr.  Robert  J.  McCardle 
2753  Laurel  St. 

Columbia,  S.  C.  29204 
Dr.  John  A.  Wells,  Jr. 

1516  Gregg 
Columbia,  S.  C.  29201 
Dr.  Thomas  S.  Whittle,  Jr. 
237  Lexington  Med.  Mall 
West  Columbia,  S.  C.  29169 
Dr.  David  C.  Burdge 
P.  O.  Box  157 
Simpsonville,  S.  C.  29681 


Dr.  William  Eckstein 

1003  Grove  Rd. 

Greenville,  S.  C.  29605 

Dr.  Rodney  E.  Frothingham 

115  Mallard  St. 

Greenville,  S.  C.  29601 

Dr.  W.  Richard  Hearne 

Greenwood,  S.  C.  29646 

Dr.  Thomas  Edward  House 

Bell  Tower  Shopping  Center 
Greenville,  S.  C.  29601 

Dr.  Cecil  L.  Quattlebaum,  Jr. 

15  Medical  Court 
Greenville,  S.  C.  29601 

Dr.  William  V.  Relyea 

308  79th  Ave. 

Myrtle  Beach,  S.  C.  29577 

Dr.  Lewis  N.  Terry,  Jr. 

100  Mallard  St. 

Greenville,  S.  C.  29601 
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Current  G.U.  Research 


3antanol  in  animals 

sulfamethoxazole) 


Tissue  slice  technique  maps 
renal  distribution  in  animal  studies 

Please  note  that  while  the  method  described  may  add  to 
the  knowledge  of  how  antibacterial  agents  are  distrib- 
uted in  the  kidney  of  this  animal,  no  conclusions  can  be 
drawn  from  this  study  relative  to  the  drug’s  distribution, 
effect  or  use  in  humans,  as  it  is  not  possible  to  extrapo- 
late animal  data  to  humans. 


Gantanol®  (sulfamethoxazole)  administered  to 
Macaca  speciosa  monkeys 

Working  with  Macaca  speciosa  monkeys,  researchers  at 
the  University  of  Arkansas  Medical  Center  administered 
sulfamethoxazole  at  doses  of  12.5  mg,  50  mg  and  100  mg/kg 
of  body  weight.  Each  dosage  level  was  given  to  three  animals 
while  three  were  left  untreated  as  controls.* 

Kidneys  inoculated  with  Staphylococcus  aureus 

After  2Vz  hours,  the  1 2 monkeys  were  sacrificed  and  their 
kidneys  frozen  with  C02.  Sagittal  tissue  slices  were  prepared 
and  placed  on  blood  agar  bacteriological  plates  They  were 
incubated  at  37°C.  for  1 Vz  hours.  Staphylococcus  aureus  broth 
culture  was  then  used  to  inoculate  the  tissue  and  slices  were 
reincubated.* 

Dark  staining  reveals  heavy  bacterial  growth 

A solution  of  triphenyltetrazolium  chloride,  which  turns  a 
reddish  purple  in  the  presence  of  bacteria,  was  added  to  the 
plates  after  6 hours.  Renal  slices  from  the  untreated  control 
animals  consistently  demonstrated  heavy  bacterial 
growth,  as  evidenced  by  dark  staining.* 

Distribution  throughout  Macaca  speciosa 
renal  parenchyma 

At  the  dosage  of  1 2.5  mg/kg  of  body  weight,  a diffuse 
stain  pattern  indicated  partial  inhibition  of  bacterial  growth. 
Renal  slices  from  monkeys  given  the  50  and  1 00  mg/kg 
doses  showed  no  staining,  indicating  complete  bacterial 
inhibition  and  suggesting  antibacterial  distribution 
throughout  the  parenchyma.* 


*Mobley,  J.  E.;  Redman.  J F , and  Robbins,  R.  P Surg.  Gynec. 
Obstet..  131 :1 122,  1970. 
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stablishes  antibacterial  levels  in  blood 
id  urine  in  from  2 to  3 hours 

from  2 to  3 hours  of  the  initial  2-Gm  adult  dose,  effective 
itibacterial  levels  of  Gantanol®  (sulfamethoxazole)  are 
thieved  in  both  blood  and  urine.  This  prompt,  early  treatment 
acute  nonobstructed  pyelonephritis  may  help  avert  possible 
(ironic  sequelae. 

ontrols  primary  bacterial  offenders 

tibacterial  Gantanol  (sulfamethoxazole)  controls  susceptible 
coli,  the  most  common  cause  of  urinary  tract  infections.  It  is 
Iso  effective  against  other  susceptible  gram-negative  and  gram- 
.bsitive  urinary  pathogens  such  as  Klebsiella- Aerobacter,  Staph, 
ureus  and  Proteus  mirabilis. 

so  effective  in  nonobstructed  chronic 
d recurrent  urinary  tract  infections 

|s  also  common  for  the  elderly  and  debilitated  to  develop 
ronic  nonobstructed  urinary  tract  infections,  primarily  pyelo- 
phritis  and  cystitis.  Such  cases  often  respond  satisfactorily  to 
rapy  with  Gantanol. 

I.D./T.I.D.  schedule  gives 
und-the-clock  coverage 

bsequent  1 -Gm  doses  can  provide  up  to  1 2 hours  of  antibacte- 
I activity.  The  b.i.d.  dosage  is  recommended  for  mild  to 
derate  infections;  the  t.i.d.  for  the  more  severe  u.t.i.  Gantanol 
:ovides  coverage  around  the  clock  — coverage  that  is  especially 
portant  during  the  hours  of  sleep,  when  urinary  retention 
/ors  bacterial  proliferation. 

)ur  option:  tablets  or  suspension 

(antanol  is  available  in  two  convenient  dosage  forms— tablets  or 
c)leasant-tasting  suspension.  It  is  generally  well  tolerated  with 
r ative  freedom  from  complications.  The  usual  precautions  with 
Ifonamide  therapy  should  be  observed,  including  adequate  fluid 
ake,  frequent  c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ation.  The  most  common  side  effects  reported  are  nausea, 
miting  and  diarrhea.  (It  should  also  be  noted  that  the  increasing 
quency  of  resistant  organisms  is  a limitation  of  usefulness  of 
tibacterial  agents,  including  sulfonamides,  especially 
hronic  or  recurrent  u.t.i.) 
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nonobstructed  pyelonephritis 
je  to  susceptible  organisms 

gantanol 

Sulfamethoxazole) 
llasic  therapy 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  acute,  recurrent  or 
chronic  urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella- Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  and  in  the  ab- 
sence of  obstructive  uropathy  or  foreign  bodies. 
Note:  Since  in  vitro  sulfonamide  sensitivity 
tests  are  not  always  reliable,  carefully  coordi- 
nate in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response.  Add 
aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  The  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents,  including 
sulfonamides,  especially  in  chronic  or  recur- 
rent urinary  tract  infections. 

Blood  levels  should  be  measured  in  patients  re- 
ceiving sulfonamides  for  serious  infections,  since 
there  may  be  wide  variations  with  identical 
doses;  20  mg/100  ml  should  be  the  maximum 
total  sulfonamide  level,  as  adverse  reactions  oc- 
cur more  frequently  above  this  level. 
Contraindications:  Sulfonamide  hypersensitivity; 
infants  less  than  2 months  of  age  (except  adjunc- 
tively  with  pyrimethamine  in  congenital  toxoplas- 
mosis); pregnancy  at  term  and  during  nursing 
period. 

Warnings:  Safe  use  in  pregnancy  has  not  been 
established,  and  teratogenicity  potential  has  not 
been  thoroughly  investigated.  Sulfonamides  will 
not  eradicate  or  prevent  sequelae  to  group  A 
streptococcal  infections,  i.e.,  rheumatic  fever, 
glomerulonephritis.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and 
other  blood  dyscrasias  have  been  reported;  early 
clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis 
with  careful  microscopic  examination  are  recom- 
mended frequently  during  sulfonamide  therapy. 
Clinical  data  are  insufficient  on  prolonged  or  re- 
current therapy  in  chronic  renal  diseases  of  chil- 
dren under  6 years. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulo- 
cytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia;  aller- 
gic reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injec- 
tion, photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea, 
anorexia,  pancreatitis  and  stomatitis;  C.N.S.  re- 
actions: headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo  and  insomnia;  and  miscellaneous 
reactions : drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E 
phenomenon.  Due  to  certain  chemical  similar- 
ities with  some  goitrogens,  diuretics  (acetazol- 
amide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia. 
Cross-sensitivity  with  these  agents  may  exist. 
Dosage:  Systemic  sulfonamides  are  contraindi- 
cated in  infants  under  2 months  of  age,  except 
adjunctively  with  pyrimethamine  in  congenital 
toxoplasmosis.  Usual  dosage  is  as  follows: 
Adults  — 2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  (2  tabs  or  teasp.)  b.i.d.  or  t.i.d.  depending 
on  severity  of  infection.  Children  — 0.5  Gm  (1  tab 
or  teasp. )/20  lbs  of  body  weight  initially,  fol- 
lowed by  0.25  Gm/20  lbs  (I/2  tab  or  teasp.)  b.i.d. 
Maximum  dose  for  children  should  not  exceed 
75  mg/kg/24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Sus- 
pension, 0.5  Gm  sulfamethoxazole/teaspoonful. 
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TETRACYN500 

(TETRACYCLINE  HCI,  500-mg  capsules 


GETS  POINTS  FOR  LOW  COST... 

Scores  high  in  ro6rig<& 

CONVENIENCE 


A division  of  Pfizer  Pharmaceutic 
New  York,  New  York  10017 


AMA  CLINICAL  CONVENTION,  NEW  ORLEANS,  LOUISIANA 
NOVEMBER  28  TO  DECEMBER  1,  1971 

JOHN  C.  HAWK,  JR.,  M.  D.,  CHARLESTON 


There  can  be  little  doubt  in  anyone’s  mind 
as  to  the  most  important  topic  before  the 
House  of  Delegates  at  the  Clinical  Convention 
of  the  AMA  held  in  New  Orleans  November 
28  to  December  1,  1971.  It  had  started,  of 
course,  with  President  Wesley  Hall  s inaugural 
address  at  the  Annual  Convention  at  Atlantic 
City  in  June,  when  he  called  for  a Constitu- 
tional Convention  to  reorganize  the  entire 
structure  of  the  A M A.  At  that  time  the  Board 
of  Trustees  recommended  that  the  whole  idea 
be  rejected  out  of  hand,  considering  it  un- 
necessary and  expensive,  but  the  House  of 
Delegates  gave  it  a temporary  lease  on  life  by 
deferring  final  action  until  the  Clinical  Con- 
vention. During  the  six  months’  interval  be- 
tween the  two  meetings,  there  was  certainly 
plenty  of  speculation  as  to  how  big  a rift  was 
developing  between  President  Hall  and  the 
Board  of  Trustees,  and  just  what  the  action  of 
the  House  would  probably  be. 

We  did  not  have  to  wait  long  at  New 
Orleans  to  find  out  that  the  rift  is  a deep 
chasm.  Dr.  Hall,  addressing  the  House  early  in 
the  meeting  on  Sunday  afternoon,  entitled  his 
message  “The  Will  to  Win’’.  He  quoted,  with- 
out specific  identification,  from  Tom  Parker’s 
report  in  this  journal  of  the  Annual  Meeting  in 
which  he  stated,  “It  is  only  fair  to  say  that 
there  is  a serious  struggle  for  power  in  the 
ranks  of  the  A M A.  The  struggle  exists  not 
only  between  the  elected  officers  but,  in  the 
opinion  of  your  writer,  between  the  elected 
officers  and  the  staff.  It  involves  personalities 
and  principles.  Moreover,  it  does  no  good  to 
blame  outside  troubles  for  the  A M A’s  present 
division.  It  is  sui  generis.”  Dr.  Hall  added  the 
comment,  “I  might  simply  add  that  I believe 
that  this  particular  delegate  is  exactly  on 
target”. 

Dr.  Hall  reemphasized  the  problems  facing 
the  A M A,  both  from  within  and  from  without 


and  again  called  for  restructuring  of  the 
A M A,  although  not  insisting  upon  a Constitu- 
tional Convention  to  effect  these  changes. 

I will  not  try  to  record  in  any  detail  what 
transpired  as  a result  of  Dr.  Hall’s  further 
challenge.  It  was  reported  fully  in  both  the 
lay  and  the  medical  press,  generally  with 
accuracy.  The  whole  topic  was  referred  to  a 
special  Reference  Committee  where  there  was 
a heated  discussion  in  a packed  hearing  room. 
It  was  obvious  that  the  Board  of  Trustees  was 
lined  up  against  Dr.  Hall’s  report.  This  com- 
mittee also  had  referred  to  it  a report  of  the 
Council  on  Constitution  and  By-Laws  in  re- 
gard to  the  suggestion  for  a constitutional 
convention  and  also  a report  of  the  Council 
on  Long-Range  Planning  and  Development  on 
the  same  subject. 

Dr.  Hall  spoke  again  to  the  House  of  Dele- 
gates on  the  final  day  of  the  Convention.  His 
talk  was  correctly  described  in  the  press  as 
“highly  emotional”.  Most  members  of  the 
House  felt  that  Dr.  Hall  did  his  own  cause, 
and  that  of  restructuring  the  AMA,  little  good 
and  perhaps  much  harm  with  this  presenta- 
tion. 

The  Reference  Committee’s  report  at- 
tempted to  pour  some  oil  on  the  troubled 
waters.  It  generally  backed  the  Board  of 
Trustees  by  reiterating  previous  actions  of  the 
Board  in  “vigorously  pursuing”  the  problems 
of  membership  and  of  planning,  and  felt  that 
some  of  the  problems  would  be  alleviated  by 
recent  changes  in  the  Constitution  and  By- 
Laws.  It  stated  that  many  of  the  problems 
faced  by  medicine  stem  from  social  unrest, 
common  to  all  society,  and  stated  that  Dr. 
Hall,  “in  his  tireless  efforts  and  appearances 
throughout  the  country  has  seen  this  unrest 
and  is  to  be  commended  for  bringing  this  to 
the  attention  of  the  House  of  Delegates”.  The 
Committee  recommended  that  Dr.  Hall’s  re- 
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marks  and  Resolution  50  be  referred  to  the 
Council  on  Long-Range  Planning  and  De- 
velopment. However,  the  House  of  Delegates 
went  considerably  further  by  instructing  the 
council  to  hold  open  hearings  for  the  member- 
ship at  the  Annual  Meeting  in  San  Francisco 
in  June  1972,  and  again  at  the  Clinical  Meet- 
ing in  Cincinnati  in  November  1972,  and  to 
provide  the  House  with  progress  reports  and  a 
final  summary  on  its  recommendations  and 
findings  in  June  1973  in  New  York. 

The  issue  of  reorganization  of  the  A M A is 
still  a very  live  one  and  will  consume  much 
time  before  it  is  finally  acted  upon  or  laid  to 
rest! 

S.  C.  Delegation 

The  South  Carolina  Delegation  sorely 
missed  the  presence  of  its  senior  delegate,  Dr. 
Tom  Parker,  who  was  taken  ill  shortly  before 
the  convention  date  and  could  not  attend. 
There  were  many  inquiries  about  him  from 
leaders  of  the  A M A and  delegates  from  many 
states,  indicating  the  high  esteem  in  which  he 
is  held.  We  were  happy  to  be  able  to  report 
that  he  was  recovering  rapidly  and  that  his 
illness  was  of  a minor  infectious  nature. 

His  seat  in  the  House  of  Delegates  was 
filled  by  Dr.  Harrison  Peeples  of  Estill  on  the 
first  two  days,  and  Dr.  Tucker  Weston  on  the 
last  day. 

The  official  delegation  again  welcomed  the 
presence  of  other  influential  members  of  the 
S C M A attending  the  convention,  who  met 
with  us  in  caucus  and  aided  in  appearances 
before  the  Reference  Committees.  These  in- 
cluded Dr.  Jake  Booker,  President,  and  Dr. 
William  Peny.  We  “basked  in  the  reflected 
glory”  of  having  Jack  Meadors  serve  as  Presi- 
dent of  the  American  Association  of  Medical 
Society  Executives,  and  we  called  upon  Rich- 
ard Pugh,  our  Executive  Assistant,  for  needed 
“legwork”.  It  was  our  pleasure  to  have  Mes- 
dames  Booker,  Peeples,  Weston,  and  Perry 
join  us  for  the  social  delights  of  New  Orleans 
and  also  Harrison  Peeples’  daughter  Elizabeth 
and  her  husband  Henry  Laffitte  (a  powerful 
name  in  N.O.! ). 

We  had  the  refreshing  experience  of  being 
joined  for  one  pleasant  evening  by  four  Tulane 
medical  students,  whom  we  met  through  a 
charming  young  lady  from  Marion,  who  is  a 


freshman  there. 

S.  C.  Resolution 

The  only  resolution  submitted  by  the  South 
Carolina  delegation  pertained  to  the  Brade- 
mas  Amendment  to  OEO  legislation  passed 
by  the  U.  S.  House  of  Representatives.  Our 
resolution  called  upon  the  House  of  Delegates 
of  the  A M A to  “petition  the  President  of  the 
United  States  to  veto  the  OEO  bill  if  its  final 
form  contains  any  portion  of  the  Child  Wel- 
fare / Child  Advocacy  Program  contained  in 
the  Brademas  Amendment,  both  because  of 
the  prohibitive  financial  expense  of  the  pro- 
gram, but  even  more  particularly  because  of 
the  destructive  effect  which  its  implementa- 
tion would  have  upon  the  authority  and  unity 
of  the  traditional  American  family ” 

The  Reference  Committee  noted  that  the 
OEO  bill  was  at  that  time  under  consideration 
by  a House  - Senate  Conference  Committee 
and  that  it  was  not  known  at  that  time  what 
provisions  contained  in  any  OEO  bill  would 
be  recommended  by  the  Conference  Com- 
mittee. The  Reference  Committee  felt  there- 
fore that  the  Board  of  Trustees  and  its  Council 
on  Legisaltion  should  have  the  latitude  to 
respond  appropriately  when  the  legislation 
came  out  of  Conference  and  therefore  recom- 
mended referral  to  the  Board  of  Trustees  for 
appropriate  action.  This  was  accepted  by  the 
House  of  Delegates.  It  is  noteworthy  that  the 
President  subsequently  vetoed  the  Bill  because 
of  the  sweeping  Child  Welfare  provisions. 

AMPAC  Addressed  by  Agnew 

The  tenth  anniversary  of  the  founding  of 
the  American  Medical  Political  Action  Com- 
mittee was  celebrated  by  a well-attended  din- 
ner featuring  Vice-President  Spiro  T.  Agnew 
as  the  speaker.  He  spoke  in  some  detail  about 
the  vast  amount  of  legislation  in  Congress  con- 
cerned with  health  care  and  particularly  its 
delivery.  He  emphasized  that  organized  medi- 
cine’s involvement  is  crucial  to  any  program 
which  will  ultimately  be  formulated,  and  com- 
mended AMPAC  members’  willingness  to 
become  involved  in  politics.  He  emphasized 
repeatedly  that  any  shortcomings  in  pro- 
viding every  American  with  good  health  care 
should  be  answered,  not  by  scrapping  the 
entire  present  system,  but  by  improving  on  it 
and  eliminating  deficiencies.  Needless  to  say, 
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he  spoke  in  favor  of  the  Nixon  Administra- 
tion’s Health  Care  proposals. 

It  was  interesting  to  note  the  stringent  secu- 
ity  precautions  taken  in  regard  to  Mr.  Agnew’s 
appearance.  After  the  close  of  the  dinner, 
which  was  attended  by  about  1,000  physicians 
and  guests,  he  made  a brief  appearance  at  a 
reception  for  a smaller  group,  where  he  spoke 
“off-the-cuff”  and  it  was  possible  to  get  a 
more  direct  impression  of  his  dynamic  per- 
sonality. It  was  also  possible  to  note  the 
fatigue  from  his  rigorous  schedule  which 
showed  through  at  close  range. 

Important  Actions 

Picking  out  the  most  significant  actions  of 
the  House  of  Delegates  is  difficult  and 
fraught  with  pitfalls.  Although  only  72  resolu- 
tions were  considered,  a small  drop  from  75 
considered  at  the  1970  Clinical  Convention, 
there  were  38  reports  of  the  Board  of  Trustees 
and  the  various  Councils,  many  of  them  quite 
lengthy  and  involved,  as  compared  with  32 
reports  in  1970.  The  House  and  its  Reference 
Committee  certainly  had  plenty  to  do.  I will 
mention  only  a few  items  and  not  attempt  to 
be  inclusive: 

The  need  for  increased  participation  in  the 
affairs  of  the  A M A by  medical  students,  in- 
terns, and  residents  was  clearly  recognized. 
This  topic  was  discussed  at  length,  both  in  the 
Reference  Committee  and  on  the  floor  of  the 
House.  The  Reference  Committee’s  substitute 
resolution  which  would,  in  effect,  have  placed 
the  matter  back  in  the  hands  of  the  Board  of 
Trustees,  was  rejected  in  favor  of  a California 
substitute  resolution,  presented  by  Dr.  Joseph 
Boyle.  By  this,  the  House  of  Delegates  ap- 
proved the  creation  of  a special  section  on 
medical  students,  in  addition  to  the  one  on 
interns  and  residents,  and  referred  this  matter 
to  the  Council  on  Constitution  and  By-Laws 
for  appropriate  implementation,  in  cooperation 
with  S A M A,  and  the  organization  of  interns 
and  residents. 

The  problem  of  the  late  submission  of 
Resolutions  to  the  House  again  came  up  for 
much  debate.  There  is  considerable  feeling  at 
each  meeting  that  delegates  should  have  an 
opportunity  for  advance  study  of  all  resolu- 
tions. The  Reference  Committee’s  recommen- 
dation, adopted  by  the  House,  will  require 


that  resolutions,  other  than  those  of  an  emer- 
gency nature,  be  received  at  A M A Head- 
quarters at  least  thirty  days  prior  to  the 
beginning  of  any  session  for  which  they  are  to 
be  considered,  except  that  resolutions  adopted 
by  the  House  of  Delegates  of  any  constituent 
medical  society  be  mailed  so  as  to  be  received 
at  A M A Headquarters  within  seven  days  of 
the  close  of  the  meeting  of  the  constituent 
society,  whichever  might  be  closer  to  the  com- 
mencement of  the  meeting  of  the  A M A 
House.  At  least  two  amendments  were  de- 
feated but  two  significant  ones  were  passed, 
one  to  exempt  the  specialty  sections  form  this 
time-schedule  requirement  and  the  second 
to  ask  the  Board  of  Trustees  to  study  the 
problem  of  late  reports  from  the  A M A com- 
mittees, councils,  and  Board  of  Trustees.  This 
study  is  to  be  reported  at  the  annual  meeting 
in  1972. 

Heretofore,  the  vice-president  of  the  A M A 
has  been  a non-voting  member  of  the  Board  of 
Trustees.  Action  was  taken  to  accord  him  a 
vote  in  the  Board. 

The  ramifications  of  medical  and  para- 
medical education,  and  post  graduate  training, 
came  in  for  much  discussion  through  resolu- 
tions and  reports  of  councils,  especially  the 
Council  of  Medical  Education.  The  House 
directed  the  A M A through  its  Council  on 
Health  Manpower,  to  assume  “a  leadership 
role  in  developing  and  sponsoring  a national 
program  for  certification  of  the  assistant  to 
the  primary  care  physician,  who  functions  at 
the  highest  level  of  responsibility,  described 
by  the  National  Academy  of  Sciences  as  a 
Type  A assistant.”  The  Council  on  Medical 
Education’s  report  outlining  requirements  for 
A M A approval  of  educational  programs  for 
such  assistants  was  also  approved.  The  knotty 
problem  of  guidelines  on  compensation  of 
physicians  for  the  services  of  their  assistants 
was  referred  to  the  Board  of  Trustees,  to  be 
reported  upon  in  June.  A resolution  opposing 
national  licensure  of  physicians  and  support- 
ing state  boards  of  examiners  and  interstate 
reciprocity  of  state  licensing  was  approved. 

There  was  extensive  testimony  in  Reference 
Committee  in  regard  to  a resolution  from  the 
New  York  delegation  pertaining  to  the  use  of 
private  patients  for  the  teaching  of  medical 
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students,  interns,  and  residents.  The  House  of 
Delegates  resolved  to  “go  on  record  as  oppos- 
ing any  regulations  that  prevent  the  physician 
on  the  staff  from  controlling  decisions  concern- 
ing the  care  of  his  own  patients.” 

It  also  directed  that  this  be  brought  to  the 
attention  of  all  teaching  hospitals  and  that  the 
Council  of  Medical  Education  and  the  Judicial 
Council  study  further  the  problem  of  the  use 
of  patients  for  teaching  of  medical  students, 
interns,  and  residents,  and  report  at  the  an- 
nual session  in  1972. 

The  House  addressed  itself  at  length  to  the 
rising  costs  of  hospital  care  and  particularly 
to  those  cost  factors  which  might  be  attribu- 
table to  hospital-based  educational  programs. 
The  Reference  Committee  brought  in  an  excel- 
lent substitute  resolution,  which  first  reiter- 
ated the  A M A concern  about  increased  costs 
and  pledged  A M A efforts  to  achieve  cost 
control,  and  then  added  the  following: 

“Resolved,  that  the  Board  of  Trustees  be 
urged  to  assign  to  appropriate  councils  and 
committees  the  responsibility  to  conduct  a 
detailed  study  of  the  costs  of  hospital  services 
to  identify  (1)  the  multiple  factors  involved; 
(2)  the  elements  that  have  the  greatest  impact 
on  the  rise  in  hospital  costs;  (3)  the  various 
'cost  factors  attributable  to  hospital-based 
medicine  and  allied  health  education  pro- 
grams; (4)  the  alternative  mechanisms  to 
finance  the  costs  of  such  educational  programs 
including  the  possibility  of  reducing  or  elimin- 
ating charges  to  patients  that  are  attributable 
to  such  programs;  (5)  the  degree  of  impact, 
if  any,  that  federally  funded  health  programs 
have  on  these  hospital  costs.” 

This  study  is  to  be  conducted  in  consultation 
with  the  American  Hospital  Association,  pri- 
vate and  governmental  payment  agencies, 
representatives  of  the  public,  etc.  Periodic 
progress  reports  are  to  be  made. 

The  House  received  and  studied  Report  N 
of  the  Board  of  Trustees  in  regard  to  a com- 
prehensive study  of  international  comparisons 
of  infant  mortality  statistics  and  adopted  a 
resolution  requesting  the  A M A to  publicize 
its  concern  with  infant  mortality  rates  and  to 
encourage  the  international  use  of  a standard 
reporting  form  for  infant  deaths.  The  House 
also  directed  the  A M A to  encourage  inter- 


national employment  of  uniform  definitions, 
registration  requirements,  and  reporting  prac- 
tices for  live  birth  and  stillbirths  (fetal 
deaths),  and  directed  the  AM  A Committee 
on  Maternal  and  Child  Care  to  continue  to 
work  with  the  National  Center  for  Health 
Statistics  towards  the  utilization  of  standard- 
ized definitions  and  forms  for  recording  live 
births  and  fetal  deaths  in  the  United  States.  It 
also  directed  that  these  actions  be  called  to 
the  attention  of  the  World  Medical  Association 
and  the  World  Health  Organization. 

House  Actions  In  Brief 

Other  actions  by  the  House  of  Delegates  in- 
cluded the  following: 

. . . Directed  the  Council  of  Medical  Educa- 
tion to  recommend  strongly  to  all  medi- 
cal schools  that  their  admission  com- 
mittees include  a significant  proportion 
of  practicing  physicians. 

. . . Approved  participation  of  non-members 
of  the  A M A in  the  A M A scientific  pro- 
grams. 

. . . Insisted  that  all  multiple  health-testing 
programs  be  supervised  by  qualified  phy- 
sicians at  the  testing  center  and  that  the 
physician  must  see  that  the  patient  is 
advised  to  seek  a physician’s  care  for  any 
abnormal  findings. 

. . . Affirmed  that  the  frequency  with  which 
any  patient  is  seen  is  an  extended  care 
facility  is  properly  the  decision  and  re- 
sponsibility of  the  patient’s  physician, 
subject  to  proper  and  recognized  review 
of  his  peers. 

. . . Adopted  an  A M A policy  statement  on 
alcoholism,  stating  unequivocally  that 
alcoholism  is  a complex  disease,  but  also 
discussing  the  non-medical  elements  of 
alcoholism. 

. . . Adopted  a resolution  emphasizing  the 
situations  where  the  use  of  smallpox 
vaccinations  should  be  encouraged  and 
stressing  the  importance  of  alerting  the 
medical  profession  to  the  indications  and 
contraindications  for  vaccination  against 
smallpox. 

. . . Expressed  support  for  the  ongoing  study 
of  sickle-cell  anemia. 

. . . Directed  the  A M A to  petition  the  Bu- 
reau of  Narcotics  and  Dangerous  Drugs 
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to  develop  a less  complicated  physician 
application  form. 

Approved  a resolution  calling  upon  the 
Board  of  Trustees  to  study  the  feasibility 
of  publishing  a monthly  socio-economic 
journal. 

Adopted  a resolution  calling  for  future 
Clinical  Conventions  (not  already  defin- 
itely scheduled)  to  be  scheduled  so  as  to 
avoid  the  Thanksgiving  week-end  where 
possible. 

Commended  the  A M A Washington 
office  for  its  work,  but  defeated  a resolu- 
tion which  would  have  given  this  office 
extra  funds  for  expansion  of  its  staff. 
Defeated  a resolution  which  would  have 
reduced  by  50%  the  AM  A dues  for  phy- 
sicians in  practice  less  than  three  years. 
Directed  that  an  expanded  summary  of 
Board  of  Trustees  actions  be  published 
in  the  American  Medical  Neics  promptly 
after  each  Board  meeting,  and  when  ap- 
propriate, in  other  AM  A publications. 
Turned  down  a California  amendment 
which  would  have  required  open  meet- 
ings of  the  Board  of  Trustees. 

Referred  to  the  Board  of  Trustees  and 
its  Council  on  Health  Manpower  two 
resolutions  referable  to  tax  and  other 
incentives  for  M.D.’s  practicing  in  de- 
prived areas. 

Recognized  the  high  professional  and 
civic  qualifications  of  many  female  phy- 
sicians and,  as  a matter  of  policy,  voted  to 
encourage  their  election  and  appointment 
to  positions  of  importance  in  and  outside 
the  Association. 

Adopted  a resolution  directing  the  A M A 
to  publicize  the  fact  that  the  number  of 
physicians  engaged  in  patient  care  has 
increased  in  recent  years,  with  a cor- 
respondent improvement  in  the  physi- 
cian-patient ratio.  This  resolution  arose  as 
a result  of  concern  about  the  publication 
of  erroneous  statistics,  which  might  sug- 
gest the  opposite,  but  which  have  been 
derived  from  comparisons  between  fig- 
ures from  two  different  record-keeping 
systems. 


. . . Directed  the  A M A Communications 
Division  to  continue  to  publicize  effec- 
tively the  fact  that  the  A M A does  in  fact 
represent  the  overwhelming  majority  of 
office-based  practicing  physicians  in  the 
United  States. 

. . . Recommended  adoption  of  a resolution 
asking  for  the  cooperation  of  A M A pub- 
lications in  certain  aspects  of  the  Bi- 
centennial Celebration  of  the  signing  of 
the  Declaration  of  Independence. 

. . . Defeated  a resolution  which  called  for 
the  A M A to  sponsor  on  a biannual  basis 
a conference  of  executive  directors  of 
state  medical  associations  and  national 
medical  specialty  organizations.  It  was 
pointed  out  that  adequate  avenues  of 
communication  involving  the  A M A and 
state  medical  societies  already  exist  and 
the  proposed  conferences  would  be 
highly  expensive. 

. . . Referred  to  the  Council  on  Long-Range 
Planning  and  Development  a proposal 
that  the  present  method  of  selecting 
trustees  be  revised  so  that  members  of 
the  Board  of  Trustees  would  be  elected 
on  a regional  basis. 

Other  Items 

Dr.  Milton  Helpern,  Chief  Medical  Ex- 
aminer for  New  York  City,  was  named  to  re- 
ceive the  1972  A M A Distinguished  Service 
Award. 

Mr.  M ac  F.  Cahal,  general  counsel  and 
retired  executive  director  of  the  American 
Academy  of  Family  Physician’s  was  selected 
as  the  12th  recipient  of  the  A M A Layman’s 
Citation  for  Distinguished  Service. 

Dr.  John  M.  Chenault,  President  of  the 
A M A Education  and  Research  Foundation, 
reported  the  receipt  of  $1,060,000  in  donations 
in  nine  months.  The  Illinois  State  Medical 
Society  presented  the  AMA-ERF  an  additional 
gift  of  $180,000  at  the  Sunday  session  of  the 
House. 

The  scientific  sessions  and  exhibits  at  the 
beautiful  Rivergate  Exhibition  Center  were 
reported  to  be  unusually  fine  and  well-at- 
tended. 
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Beaufort-Jasper  Comprehensive  Health 
Services  has  announced  the  appointment  of 
Dr.  Michelle  J.  Harrison  to  the  newly  opened 
St.  Helena  Satellite  Center.  Dr.  Harrison  re- 
ceived her  M.  D.  from  New  York  Medical 
College  in  1967  and  received  further  training 
at  Monmouth  Medical  Center  in  Long 
Branch,  N.  J.  Dr.  Robert  G.  Kiger  has  been 
named  director  of  cardiovascular  services  at 
Providence  Hospital  in  Columbia.  Dr.  Kiger, 
a cardiologist  and  diplomate  in  internal 
medicine,  received  his  training  at  Vanderbilt 
and  the  Medical  College  of  Georgia. 

Drs.  Attilio  Ceraldi  and  John  Guy  have 
opened  new  offices  at  the  Abbeville  Hospital 
Doctor’s  Building.  Drs.  R.  B.  Antley,  Jr.  and 
William  F.  Ward,  Jr.  from  Lexington 
County  are  on  a volunteer  medical  mission  to 
the  Dominican  Republic.  They  will  work 
under  a program  sponsored  by  the  Christian 
Medical  Society  of  Oak  Park,  Illinois.  Dr. 
Dee  C.  Breeden  has  been  named  director  of 
the  division  of  child  health  within  the 


Bureau  of  Maternal  and  Child  Care  of  the 
State  Board  of  Health.  He  will  continue  as 
director  of  the  Board  of  Health’s  develop- 
ment evaluation  clinic.  Dr.  Edward  F. 
Parker  has  been  re-elected  chairman  of  the 
Roper  Hospital  Board  of  Commissioners  in 
Charleston.  Also  re-elected  were  Dr.  Bach- 
man S.  Smith,  Jr.,  vice  chairman ; Dr.  Henry 
C.  Robertson,  secretary;  and  Drs.  H.  S.  Pet- 
tit, and  Julian  T.  Buxton,  members  of  the 
board. 

Dr.  Robert  B.  Hunt  has  joined  the  profes- 
sional association  of  Drs.  Fouche,  Laffitte 
and  Wyman  for  the  practice  of  Obstetrics 
and  Gynecology  in  Columbia.  Dr.  Hunt  re- 
ceived his  M.D.  degree  from  the  Medical 
University  of  South  Carolina  in  1964  and 
then  studied  at  the  Mary  Imogene  Bassett 
Hospital  in  Cooperstown,  New  York,  an 
affiliate  of  Columbia  University  College  of 
Physicians  and  Surgeons.  He  was  a teach- 
ing fellow  at  Harvard  Medical  School. 


The  Scientific  Sessions  of  the  South  Carolina  Heart  Association  will  be  held  May  12-13, 
at  the  Ocean  Forest  Hotel  in  Myrtle  Beach.  Guest  faculty  will  be  Dr.  Monroe  Cole,  Chief  of 
Neurology,  Highland  View  Hospital  and  Associate  Professor  of  Neurology,  Case  Western 
Reserve  University  School  of  Medicine,  Cleveland,  Ohio.  A special  guest  will  include  Acad- 
emy Award  actress  Patricia  Neal,  who  will  discuss  her  stroke  recovery  and  rehabilitation. 

For  further  information  contact  Dr.  Charles  Summerall,  Chairman  at  the  South  Caro- 
lina Heart  Association,  P.  O.  Box  5937,  Columbia,  South  Carolina. 
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Dr.  Walter  H.  Newman,  assistant  professor 
of  pharmacology,  has  been  awarded  a 
$20,157  federal  grant  to  ascertain  why,  at  a 
critical  state  in  heart  failure,  the  heart  fails 
to  compensate  for  the  work  demand  placed 
upon  it.  The  research  award  is  the  first  of 
three  grants  recommended  for  Dr.  Newman 
by  the  National  Heart  and  Lung  Institute 
for  the  period  1972-75. 

Dr.  Peter  C.  Gazes,  chief  of  the  Medical 
University  of  South  Carolina’s  cardiology 
division,  has  accepted  an  invitation  to  ad- 
dress the  Second  Panhellenic  Congress  of 
Cardiology  this  spring  in  Athens,  Greece. 
Attending  will  be  the  majority  of  Greek 
heart  specialists  and  also  general  practi- 
tioners from  all  points  of  Greece.  Dr.  Gazes 
new  textbook,  Practical  Cardiology,  is  to  be 
published  next  year  by  Year  Book  Publish- 
ers. 

The  Medical  University  is  now  serving  as 
the  national  center  for  the  collection  of  data 


on  spinal  cord  injuries.  Dr.  Thomas  B. 
Ducker  will  be  the  principal  investigator  for 
this  two  year  project  aimed  at  determining 
the  consistently  best  early  treatment  of  neck 
and  back  injuries.  Co-investigator  and  pro- 
fessional associate  is  Dr.  Phanor  L.  Perot,  Jr. 

Dr.  James  Jennings  Cleckley,  former 
chairman  of  the  Department  of  Psychiatry, 
has  been  honored  by  former  psychiatric  resi- 
dents for  his  contributions  to  their  careers 
and  to  the  department.  A portrait  of  Dr. 
Cleckley  was  presented  to  the  University 
during  a recent  meeting  of  the  S.  C.  District 
Branch  of  the  American  Psychiatry  Associa- 
tion. 

Drs.  Edward  W.  Catalano  and  Powell  Reid 
Locklair,  Jr.,  both  attending  the  Medical 
University,  have  been  awarded  American 
Cancer  Society  Clinical  Fellowships  for 
1971-72.  The  fellowships  are  designed  to  give 
promising  young  physicians  special  training 
in  cancer  work. 


DEATH 

Dr.  J.  G.  Shaw 


Dr.  James  Graham  Shaw,  M.  D.,  64  of  2822 
Canterbury  Road,  Columbia,  died  on  Feb- 
ruary 28  in  his  home. 

Dr.  Shaw  was  a veteran  of  World  War  II, 
serving  as  a physician  with  the  Combat  En- 
gineers under  Gen.  Patton.  He  was  a member 
of  the  South  Carolina  and  Columbia  medical 


societies,  the  Palmetto  Club,  the  American 
Heart  Association  and  the  National  Rehabilita- 
tion Association. 

A graduate  of  the  University  of  South  Caro- 
lina and  of  the  Medical  College  of  South  Caro- 
lina, he  had  practiced  medicine  in  Columbia 
since  1935. 
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CANCER 

TOPICS 

CHEMOTHERAPY 


Cancer  chemotherapy  has  probably  gener- 
ated more  enthusiasm,  hope,  and  disappoint- 
ment than  any  other  phase  of  Oncology.  The 
expectations  were  well-voiced  by  the  late  Dr. 
Cornelius  Rhoads.  When  Dr.  Rhoads  was 
acquiring  funds  for  the  establishment  of  the 
Sloan-Kettering  Institute,  he  felt  that  within 
ten  years  and  with  the  expenditure  of  10 
million  dollars,  specifically  in  the  area  of 
chemotherapy,  a solution  to  the  cancer  prob- 
lem could  be  realized.  Thirty  years  later  and 
some  300  million  dollars  later,  the  Sloan- 
Kettering  Institute  finds  the  cancer  problem 
untamed.  The  National  Cancer  Institute, 
under  Kenneth  Endicott,  began  in  1955  di- 
verse systems  for  drug  development.  These 
systems  were  defining  35,000  new  materials 
per  year  by  1960.  The  drug  development  pro- 
gram was  advised  and  controlled  by  many  of 
our  Country’s  finest  scientists.  The  base  of  the 
program  was  solely  empirical.  By  1965  drugs 
were  available  which  could  cause  complete 
and  long  lasting  regressions  of  a few  rare 
tumors,  all  of  the  tumors  characterized  by 
rapid  growth  rates.  The  much  more  common, 
slow  growing  tumors  displayed  a much  poorer 
response  to  drug  control. 

Beginning  in  1965,  a more  rational  approach 
to  drug  control  of  cancer  was  obtained  with 
insights  into  cell  population  kinetics.  The 
introduction  of  tritiated  thymidine  techniques 
made  it  possible  to  study  cell  kinetics  of  nor- 
mal and  abnormal  cells.  The  portrayal  of  the 
cell  life  with  G-l,  S,  G-2,  and  D time  period 
was  originated  by  Howard  and  Pelc.1  In  this 


"Associate  Professor  of  Surgery.  Medical  University  of 
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Director,  Cancer  Clinic,  Medical  University  of  South 
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schema  we  have  four  different  phases.  The 
S phase  is  the  essence  of  chromosome  replica- 
tion or  deoxyribonucleic  acid  synthesis  with 
the  beginning  of  DNA  synthesis.  This  S phase, 
or  synthesis  phase,  is  usually  six  to  eight  hours 
in  most  mammalian  cells.  It  is  then  followed 
by  an  interval  of  some  two  to  three  hours  in 
the  so-called  G-2,  or  rest  phase,  which  sepa- 
rates the  end  of  DNA  synthesis  from  the  ini- 
tiation of  prophase  in  mitosis  and  cell  division. 
The  period  of  mitosis,  or  cell  division,  is  re- 
ferred to  as  the  D,  or  division  phase,  and  com- 
monly lasts  less  than  an  hour.  The  G-l  phase 
is  when  the  cell  acquires  specificity  and  differ- 
entiation. It  is  the  phase  that  has  the  greatest 
variation  in  duration.  In  acute  stem  cell  leuke- 
mia, the  G-l  phase  may  be  merely  a matter 
of  minutes.  Indeed,  in  liver  cells,  kidney  cells, 
and  brain  cells,  the  G-l  phase  may  last  a life- 
time. It  is  only  upon  reviewing  the  cell  cycle 
and  how  our  chemotherapeutic  agents  affect 
the  cycle  that  we  might  hopefully  improve  our 
results  with  chemotherapy. 

If  we  should  have  a very  slow  growing 
colon  cancer  which  might,  indeed,  have  a G-l 
phase  of  months,  it  would  seem  unwise  to 
apply  an  alkylating  agent  with  its  specific 
affinity  for  crosslinking  guanine  groups  in 
DNA  , as  the  cell  would  be  susceptible  to  the 
drug  only  some  ten  hours  out  of  a cycle  of 
three  months.  If  we  accept  the  premise  that 
alkylating  agents  essentially  act  the  same  in 
DNA  synthesis,  we  might  then  conclude  that 
alkylating  agents  are  most  effective  when  the 
cells  are  rapidly  replicating  and  the  DNA 
stage  of  the  cell  cycle  is  a relatively  significant 
time  fraction  of  the  cell  cycle.2  On  the  other 
hand,  when  we  have  cancer  cells  repheating 
very  slowly,  it  might  seem  more  advantageous 
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140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 million 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 million  life  insurance  policies. 
From  this  vast  survey —"The  Build 
and  Blood  Pressure  Study" 1— 
insurance  experts  concluded  that: 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 

• Even  small  increments  in  either 
systolic  or  diastolic  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  "Effects  of  Treatment  on 
Morbidity  in  Hypertension" 2 and 
the  "Framingham  Study"3— sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
growing  body  of  studies  suggests 
that  treatment  of  mild  hypertension 
is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
such  as  smoking,  high  cholesterol 


jl  1.  Society  of  Actuaries,  The  Build  tind  Blood  Pressure  Study . 1959. 
h 2.  Veterans  Administration  Cooperative  Study  Group  on  Anti- 
hypertensive Agents,  "Effects  of  Treatment  on  Morbidity  in 
Hypertension,"  JAMA  27  3 1143-1152,  Aug.  17,  1970 

3.  Kannel,  William  B , ct  ul.  "Epidemiologic  Assessment  of  the 
Role  of  Blood  Pressure  in  Stroke  — The  Framingham  Study," 
JAMA  274:301-310,  Oct.  12,  1970. 

4.  Kirkendall,  Walter  M "What's  With  Hypertension  These  Days?" 
Consultant,  Jan.  1971. 
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levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
Kirkendall  stated  this  position 
in  his  recent  paper  "What's 
With  Hypertension  These 
Days?"4  Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  "Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 


Drug  Therapy  for  Hypertension. 

Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDIURJL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDIURIL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDIURIL 
usually  maintains  its  antihyperten- 
sive effect  even  when 
therapy  is  prolonged. 


25-  and  50-mg  tablets 
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MERCK 

SHARP-, 

DOHME 


HydroDIURIL 

( Hydrochlorothiazide|  MSD) 

Therapy  to  Start  With 

For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


25-  and  50-mg  tablets 

HydroDlURIL’ 

( Hydrochlorothiazide  | MSD) 
Therapy  to  Start  With 


Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  mild  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diuretic  such  as  HydroDlURIL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDlURIL 
frequently  can  continue  to  benefit  from  it,  because  HydroDlURIL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  A nuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDlURIL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  in  severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  o 
treated  by  use  of  potassium  chloride  or  giving  food 
with  a high  potassium  content.  Similarly,  any  chloridi 
deficit  may  be  corrected  by  use  of  ammonium  chloridi 
(except  in  patients  with  hepatic  disease)  and  largel; 
prevented  by  a near  normal  salt  intake.  Hypochloremic 
alkalosis  occurs  infrequently  and  is  rarely  severe.  Ii 
severely  edematous  patients  with  congestive  failure  o 
renal  disease,  a low  salt  syndrome  may  occur  if  dietar; 
salt  is  unduly  restricted,  especially  during  hot  weathei 

Thiazides  may  increase  responsiveness  to  tubocu 
rarine.  The  antihypertensive  effect  of  the  drug  may  b 
enhanced  in  the  postsympathectomy  patient.  Arteric 
responsiveness  to  norepinephrine  is  decreased,  neces 
sitating  care  in  surgical  patients.  Discontinue  drug  4 
hours  before  elective  surgery.  Orthostatic  hypotensio 
may  occur  and  may  be  potentiated  by  alcohol,  barbit 
urates,  or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  wit 
hypercalcemia  and  hypophosphatemia  have  been  see 
in  a few  patients  on  prolonged  thiazide  therapy.  Th 
effect  of  discontinuing  thiazide  therapy  on  serum  ca 
cium  and  phosphorus  levels  may  be  helpful  in  asses: 
ing  the  need  for  parathyroid  surgery  in  such  patient 
Parathyroidectomy  has  elicited  subjective  clinical  irr 
provement  in  most  patients,  but  has  no  effect  o 
hypertension.  Thiazide  therapy  may  be  resumed  aft< 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patient 
gout  may  be  precipitated.  May  affect  insulin  requin 
ments  in  diabetics;  may  induce  hyperglycemia  ar 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  indue 
thrombocytopenia,  leukopenia,  agranulocytosis,  apla 
tic  anemia,  cholestasis,  and  pericholangiolitic  hepatiti 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pare 
thesias,  transient  blurred  vision,  sialadenitis,  purpui 
rash,  urticaria,  photosensitivity,  or  other  hypersen1 
tivity  reactions  may  occur.  Cutaneous  vasculitis  pi 
cipitated  by  thiazide  diuretics  has  been  reported 
elderly  patients  on  repeated  and  continuing  exposu 
to  several  drugs.  Scattered  reports  have  link* 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  throi 
bocytopenia,  and  neonatal  jaundice.  When  adver  I 
reactions  are  moderate  or  severe,  the  dosage 
thiazides  should  be  reduced  or  therapy  withdraw  j 

For  more  detailed  information,  consult  your  MSD  MSI 
Representative  or  see  the  Direction  Circular.  Merck 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  SHARF 
Point,  Pa.  19486  D0HM 


to  utilize  drugs  which  have  an  effect  during 
this  G-l  phase.  5-Fluorouracil  has  an  effect  on 
RNA  although  its  major  effort  is  in  the  dis- 
ruption of  DNA  synthesis  through  the  inhibi- 
tion of  thymidylate  synthetase.3  Methotrexate 
blocks  dihydrofolate  reductase,  an  enzyme, 
which  is  needed  to  produce  one  carbon  frag- 
ments required  in  the  biosynthesis  of  purine 
rings.4  Such  activities  should  make  Metho- 
trexate effective  on  cells  which  are  in  Stage  S, 
D,  or  G-2.  Another  purinic  antagonist  is  6- 
Mercaptopurine  which  blocks  the  transforma- 
tion of  inosuric  acid  to  adenylic  acid. 

We  have  in  Actinomycin-D,  a specific  inter- 
ference with  the  synthesis  of  messenger  RNA 
and  some  effect  on  the  guanine  residues  in 
DNA.6 

Possibly  the  other  most  commonly  used 
large  group  of  chemotherapeutic  agents  are 
the  alkaloids  which  have  been  isolated  from 
green  garden  periwinkle,  a species  of  myrtle. 
Their  action  allegedly  is  compromise  of  trans- 
fer RNA  with  arrest  of  mitoses  in  the  meta- 
phase,  as  observed  with  colchicine. 

Therefore,  we  now  have  drugs  which  can 
affect  different  portions  of  the  cell  cycle  and 
these  drugs  also  have  different  toxic  mani- 
festations. The  application  of  these  new  in- 
sights into  the  cancer  cell  cycle  by  the  use  of 
multiple  drugs  represents  a major  develop- 
ment in  chemotherapy. 

It  was  Skipper  with  the  1210  leukemia 
model  who  predicted  the  expected  improved 
response  rate  with  multiple  drug  therapy  in 
humans.7  It  was  this  animal  model  that  cur- 
rent regimens  were  designed  for  us  in  vivo. 
Five  year  cures  in  acute  childhood  leukemia 
are  now  recorded  from  drug  therapy.  If  we 
think  in  terms  of  cell  cycles,  in  the  acute  leu- 
kemia we  have  a cell  that  has  most  of  its  cell 
cycle  in  a most  sensitive  phase  to  chemo- 
therapy. 

Cancer  chemotherapy  is  most  often  at- 
tempted when  the  tumors  are  clinically  huge. 
This,  of  course,  means  that  only  the  periphery 
of  the  large  cancers  will  enjoy  appropriate 
oxygen  supply  and  an  adequate  arterial  input. 
The  central  portion  of  the  cancer  will  be 
hypoxic  and  appropriate  delivery  of  the  drugs 
highly  unlikely.  The  ineffectiveness  of  single 
short  sources  of  a drug  in  the  re-treatment  of 


Fig.  1.  A diagram  of  the  major  components  of 
the  cell  life  cycle.  In  a mammalian  cell  in  culture, 
Gi  is  typically  about  4 hours;  S,  about  7 hours; 
Gs,  2 to  3 hours;  and  division  (D),  about  1 hour. 
Cell  reproduction  in  a tissue  is  regulated  by  the 
arrest  of  cells  in  the  Gi  phase. 

recurrence  after  surgical  resection  of  gastro- 
intestinal cancers,  lung  cancers,  breast  cancers, 
is  well  documented.”’10'11 

Evaluation  of  a given  patient’s  cancer  cell 
kinetics  to  better  define  appropriate  chemo- 
therapy remains  a research  study. 

The  role  of  chemotherapy  is,  therefore, 
going  to  remain  in  the  foreseeable  future  for 
the  patient  with  advanced  cancer  as  a form  of 
palliation.  I believe  thiis  form  of  palliation 
should  be  continued  for  the  following  reasons: 

( 1 ) There  may  come  a time  in  the  future 
when  we  are  able  to  define  a patient 
through  immunological  or  other  screen- 
ing tests  who  has  a minimal  amount  of 
cancer,  the  site  of  which  is  unknown.  I 
believe  we  can  now  assume  from  ani- 
mal studies  and  studies  of  other  can- 
cers that  in  such  a patient  multiple  drug 
chemotherapy  will  be  curative.  It  is, 
therefore,  essential  that  physicians 
maintain  an  interest  and  competence  in 
the  administrations  and  safeguards  re- 
quired in  the  utilization  of  multiple 
drug  chemotherapy. 

(2)  The  patient  who  is  dying  of  cancer  has 
usually  become  aware  of  so-called 
“new”  drugs.  These  drugs  do  seem  to 
subjectively  make  the  patient  more 
capable  of  accepting  his  very  difficult 
situation  and  diminish  the  need  for  nar- 
cotics. 
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Subspecialty  Examinations  in  Rheumatology 
Review  Session 

The  American  Rheumatism  Association  Sec- 
tion of  The  Arthritis  Foundation  is  offering  a 
Review  Session  in  Rheumatology  mainly  for 
physicians  wishing  to  take  the  subspecialty  ex- 
aminations for  certification  in  Rheumatology 
being  given  for  the  first  time  this  year  by  the 
American  Board  of  Internal  Medicine  on 
October  17,  1972. 

The  Review  Session  will  take  place  on  Sat- 
urday, June  10,  1972  at  the  Fairmont  Hotel  in 
Dallas,  Texas,  in  conjunction  with  the  annual 
meeting  of  the  American  Rheumatism  Associa- 
tion. The  session  has  been  arranged  by  a sub- 
committee of  the  ARA,  chaired  by  Dr.  Charles 
M.  Plotz  of  Downstate  Medical  Center  in 
Brooklyn,  New  York. 

Registration  fee  for  the  session  is  $50.00 
(including  luncheon).  Please  send  your 
reservation  to:  The  Executive  Secretary, 

American  Rheumatism  Association  Section, 
The  Arthritis  Foundation,  1212  Avenue  of  the 
Americas,  New  York,  New  York  10036  no  later 
than  May  25,  1972,  Make  checks  payable  to 
The  Arthritis  Foundation. 
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CLINICAL  CENTER  STUDY  OF  PATIENTS 
WITH  MALIGNANT  MELANOMA,  SARCOMA 
OF  SOFT  TISSUE  OR  BONE 


The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  with  melanomas  and  sarcomas  of 
soft  tissue  and  bone  for  studies  being  conducted  by 
the  National  Cancer  Institute’s  Surgery  Branch  at  the 
Clinical  Center,  National  Institutes  of  Health,  Beth- 
esda,  Maryland. 

Needed  are  patients  with  primary  tumors  and 
those  with  limited  metastases  which  are  amenable  to 
primary  surgical  treatment.  Selected  patients  will  be 
admitted  to  combined  surgery,  chemotherapy,  and 
immunotherapy  protocols. 

Patients  treated  will  receive  adjuvant  therapy 
according  to  criteria  based  on  tumor  anatomic  loca- 
tion and  histologic  type.  Immunologic  studies  will  be 


performed  preoperatively  and  at  intervals  post- 
operatively  to  monitor  the  effects  of  adjuvant  therapy 
and  provide  sensitive  means  of  followup  for  earlier 
detection  of  recurrent  tumor. 

Upon  completion  of  their  studies,  patients  will  be 
returned  to  the  care  of  the  referring  physician  who 
will  receive  a summary  of  findings. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  to  these  studies  may  write  or 
telephone: 

Alfred  S.  Ketcham,  M.  D. 
Clinical  Center,  Room  10-N-116 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  301-496-4164 


CLINICAL  CENTER  STUDY  OF  PATIENTS 
WITH  CANCER  OF  THE  ORAL  CAVITY, 
PHARYNX,  LARYNX,  OR  PARANASAL 
SINUSES 


The  cooperation  of  physicians  is  requested  in  the 
referral  of  patients  with  cancer  of  the  oral  cavity, 
pharynx,  larynx,  or  paranasal  sinuses  for  studies  being 
conducted  by  the  National  Cancer  Institute’s  Surgery 
Branch  at  the  Clinical  Center,  National  Institutes  of 
Health,  Bethesda,  Maryland. 

Patients  selected  for  admission  and  treatment  will 
be  included  in  an  adjuvant-therapy  protocol  where  the 
treatment  modalities  of  surgery,  irradiation,  and 
chemotherapy  will  be  combined  in  such  a manner  as 
to  determine  the  feasibility  of  such  a therapeutic 
approach  and  its  potential  for  decreasing  the  incidence 
of  local  recurrence  and  metastases. 


Post-treatment  studies  are  planned  which  will  in- 
clude cooperative  followup  between  the  referring 
physician  and  the  National  Cancer  Institute. 

Physicians  interested  in  having  their  patients  con- 
sidered for  admission  of  these  studies  may  write  or 
telephone: 

Alfred  S.  Ketcham,  M.  D. 

Clinical  Center,  Room  10-N-116 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Telephone:  301-496-4164 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
HOUSE  OF  DELEGATES 
C.  TUCKER  WESTON,  M D.,  SPEAKER 
ORDER  OF  BUSINESS 

Monday,  May  15 

9 :30  A.  M.  Call  to  Order 
Invocation 


10:30  A.  M. 

Report  of  Credentials  Committee 

Opening  Remarks  by  the  President 

Introduction  of  President-Elect 

Announcement  of  Reference  Committees 

Presentation  of  Resolutions  and  Recommendations 

Introduction  of  Officers  and  Guests  of  Woman’s  Auxiliary 

Reports  of  Officers 

The  President 
The  President-Elect 
The  Chairman  of  Council 
The  Executive  Secretary 
The  Secretary 
The  Treasurer 
The  Editor  of  the  Journal 
The  Delegates  to  AMA 

Reports  of  Committees : 

(The  reports  of  the  Committees  will  have  been  published  in  the  Journal 
and  will  not  be  read  before  the  House.  Any  supplementary  remarks  by  the 
Chairman  will  be  heard  at  this  time.) 

Report  of  State  Board  of  Medical  Examiners 

Report  of  the  Executive  Committee  of  the  State  Board  of  Health 

Unfinished  Business 

New  Business 

3:00  P.  M. 

Meeting  of  Reference  Committees 

(All  members  of  the  Association  are  invited  to  appear  befort  the  Com- 
mittees considering  matters  in  which  they  are  interested.  Meeting  places  will 
be  posted  and  announced.) 

9 :30  A.  M. 

Wednesday,  May  17 

Call  to  Order 

Report  of  Memorial  Committee 
Reports  of  the  Reference  Committees 

11:30  A.  M. 

Annual  Elections 
Officers 

President-Elect 
Vice  President 
Secretary 
Treasurer 
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Delegate  to  the  A.  M.  A.  (2-year  term) : 

The  term  of  Dr.  Thomas  Parker  expires  December  31,  1972. 

Alternate  Delegate  to  the  A.  M.  A.  (2-Year  term) : 

The  term  of  Dr.  Harrison  L.  Peeples  expires  December  31,  1972. 

Councilors  (3-year  terms) : 

First  District  — The  term  of  Dr.  A.  Richard  Johnston  expires.  (1969) 
Fourth  District  — The  term  of  Dr.  Donald  G.  Kilgore,  Jr.  expires. 
(1969) 

Seventh  District  — The  term  of  Dr.  Michael  Holmes  expires.  (1966) 
Eighth  District  — A Councilor  will  be  announced  to  fill  the  unexpired 
term  of  J.  Harvey  Atwill,  Jr.  (resigned)  (being  filled  in  the 
interim  by  Dr.  Randolph  D.  Smoak,  Jr.) 

Members  of  the  Mediation  Committee  (3-year  terms) : 

First  District  - — The  term  of  Dr.  Robert  S.  Solomon  expires.  (1966) 
Fourth  District  — The  term  of  Dr.  William  J.  Bannen,  Jr.  expires. 
(1969) 

Seventh  District  — The  term  of  Dr.  T.  Marion  Davis  expires.  (1966) 
Members  of  the  Peer  Review  Committee  (3-year  terms) : 

First  District  — The  term  of  Dr.  Thomas  W.  Messervy  expires.  (1971) 
Fourth  District  — The  term  of  Dr.  Henry  G.  Howe.  Jr.  expires  (1971) 
Seventh  District  — The  term  of  Dr.  Wallis  I).  Cone  expires.  (1971) 
Member  of  the  Benevolence  Fund  Committee  (3-year  term) : 

The  term  of  Dr.  Ripon  W.  LaRoche  expires.  (1966) 

Members  of  State  Board  of  Medical  Examiners  (4-year  terms) : 

Sixth  Congressional  District  — The  term  of  Dr.  Harold  S.  Gilmore 
expires. 

Member-At-Large  — The  term  of  Dr.  Harold  E.  Jervev,  Jr.  expires. 

Hospital  Advisory  Council  to  State  Board  of  Health  (4-year  term) : 

The  term  of  Dr.  Henry  C.  Robertson,  Jr.  expires. 

Member  of  State  Board  of  Nursing  Examiners  (5-year  term) : 

The  term  of  Dr.  Charles  R.  Holmes  expires. 

Selection  of  Place  for  1975  Annual  Meeting 
Sine  Die  Adjournment. 


BANQUET  SPEAKER 

Dr.  Noah  Langclale,  Jr.,  President 
Georgia  State  University 
Atlanta,  Georgia 


SOC  PAC  LUNCHEON 

Monday,  May  15,  1 :00  p.m. 
Speaker  — Hon.  Strom  Thurmond 
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SCIENTIFIC  PROGRAM 

May  16,  1972 


8 :30  - 9 :30  A.  M.  — BREAKFAST 

(For  General  and  Specialty  Groups) 

ORANGE  ROOM  — Dr.  Robert  Greenblatt  — Endocrinology 
YELLOW  ROOM  — Dr.  Gordon  Mellardy  — Gastroenterology 
BLUE-GREEN  ROOM  — Dr.  Ben  Branscomb  — Diseases  of  the  Lung 

Dr.  Claude  Frazier  — Allergy 

Dr.  Paul  Yu  — Cardiology 

Dr.  William  Cassebaum  — Surgery 

GENERAL  PROGRAM 
Blue-Green  Room 

10:00  A.  M. 

Dr.  Robert  Greenblatt  ■ — - Endocrinology  of  Sexual  Behaviour 

11 : 00  A.  M. 

Dr.  Ben  Branscomb  — - Management  of  Troublesome  Pulmonary  Symptoms 

12  :00  Noon 

Dr.  Paul  Yu  - — The  Treatment  of  Heart  Failure  1972 
12  :40  - 1 :10  P.  M.  — Question  and  Answer 
1 :10  P.  M.  — ALUMNI  LUNCHEON  — Everyone  Invited  — 

First  Floor  Main  Dining  Room 

2 :30  P.  M. 

Dr.  Gordon  Mellardy  — Diarrhea  Organic  vs.  Functional 

Some  Changing  Concepts 

3:30  P.  M. 

Dr.  Claude  Frazier  — Errors  to  be  Avoided  in  the  Treatment  of  Asthma 
4 : 10  - 4 :30  P.  M.  — Question  and  Answer 

SPECIALITY  PROGRAM 


Orange  Room 

10:00  A.  M. 

Dr.  Paul  Yu  — The  Therapy  of  Cardiogenic  Shock 

11:00  A.  M. 

Dr.  Gordon  McHardv  — Hiatal  Hernia 
Incidence  vs.  Significance 

12  :00  Noon 

Dr.  Robert  Greenblatt  — Progestational  Agents 

(Which  ones  to  use  on  what  occasions) 
12  :40  - 1 :10  P.  M.  — Question  and  Answer 
1 :10  P.  M.  — ALUMNI  LUNCHEON  — Everyone  Invited  — 

First  Floor  Main  Dining  Room 

2:30P.  M. 

Dr.  Ben  Branscomb  — Interpretation  of  Arterial  Blood  Gases 

3 :30  P.  M. 

Dr.  William  Cassebaum  — Rupture  of  Stomach 
4 :10  - 4 :30  P.  M.  - — Question  and  Answer 
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SCIENTIFIC  SPEAKERS 


Dr.  Ben  Vaughan  Branscomb 

Dr.  Branscomb 
graduated  from 
the  Duke  Univer- 
sity School  of 
Medicine  in  1947. 
He  served  an  in- 
ternship in  the 
University  of 
Chicago  Clinics 
and  was  a Re- 
search Fellow  in 
the  Department 
of  Pulmonary 
Physiology,  Tru- 
deau Foundation, 
Saranac  Lake, 
New  York.  After  further  study  at  Vanderbilt 
Hospital  in  Tennessee,  he  became  Director  of 
the  Pulmonary  Disease  Division  of  the  Medi- 
cal College  of  Alabama.  At  the  present  time 
he  is  serving  as  Alabama  Professor  of  Medi- 
cine in  Emphysema  and  Respiratory  Diseases 
and  as  Director  of  Inhalation  Therapy  Tech- 
nician Training  Program,  School  of  Com- 
munity and  Allied  Health  Resources,  U.A.B. 


Dr.  Claude  A.  Frazier 

Dr.  Claude  A. 
Frazier  received 
his  M.D.  degree 
from  the  Medical 
College  of  Virgin- 
ia. He  served  in- 
ternship at  the 
Medical  College 
of  Virginia  and 
had  further  train- 
ing at  Johns  Hop- 
kins. He  had  al- 
lergy training  at 
Roosevelt  Hos- 
pital  in  New 
York.  Dr.  Frazier 
is  chairman  and  past-editor  of  the  allergy  sec- 
tion of  the  Southern  Medical  Journal.  He  is 
a fellow  of  the  American  College  of  Allergists, 


the  American  Academy  of  Allergy,  and  the 
American  College  of  Chest  Physicians.  He 
serves  as  Regional  Consultant  to  the  Chil- 
dren’s Asthma  Hospital  and  Research  Insti- 
tute in  Denver,  Colorado.  Dr.  Frazier  prac- 
tices in  Asheville,  North  Carolina,  and  has 
written  several  medical  and  nonmedical  books 
and  many  articles  dealing  with  allergy. 

Dr.  Robert  B.  Greenblatt 

Dr.  Greenblatt 
holds  the  degrees 
of  B.A.,  M.D., 

C.M.,  from  Mc- 
Gill University, 
Montreal,  Can- 
ada, and  “Hon- 
oris Causa”  from 
the  University 
of  Bordeaux, 
France.  He  has 
been  associated 
with  the  Medical 
College  of  Geor- 
gia since  1935, 
holding  the  chair 
in  Endocrinology  since  1946.  He  is  the 
author  and  editor  of  several  books  and  has 
contributed  over  400  scientific  articles  to  the 
medical  literature.  Dr.  Greenblatt  has  been 
awarded  honorary  memberships  in  the  Ob- 
stetrical and  Gynecological  Societies  of  Ala- 
bama, Florida,  Indiana,  Kentucky,  and  many 
others.  He  is  also  a diplomate  of  the  American 
Board  of  Obstetrics  and  Gynecology  and  an 
associate  member  of  the  Royal  Society  of 
Medicine. 


Dr.  William  H.  Cassebaum 

Dr.  Cassebaum  graduated  from  Cornell 
University  Medical  College  in  1931,  continuing 
his  studies  at  the  New  Jersey  Medical  Center 
and  Roosevelt  Hospital.  He  has  served  as 
Director  of  Surgery  at  the  New  York  Poly- 
clinic Hospital  and  as  the  civilian  consultant 
in  Surgery  to  the  Surgeon  General,  U.  S.  Army 
Hospital,  Fort  Jay  Station  Hospital,  New  York. 
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He  is  presently  a consultant  in  surgery  at  the 
French  and  Polyclinic  Medical  School  and 
Health  Center,  the  Roosevelt  Hospital  in  New 
York,  the  Bergen  Pines  Hospital  in  New 
Jersey,  and  the  Union  Hospital  in  the  Bronx. 
He  is  also  treasurer  of  the  New  York  Academy 
of  Medicine. 


Dr.  George  Gordon  McHardy 

Dr.  McHardy 
received  his  M.D. 
from  Tulane  Uni- 
versity School  of 
Medicine  in  New 
Orleans  in  1936. 
He  received  fur- 
ther training  at 
Mercy  Hospital 
in  New  Orleans; 
at  the  University 
of  Rochester, 
Strong  Memorial 
Hospital,  N e w 
York;  Touro  In- 
firmary, New  Or- 
leans; and  Temple  University,  University  of 
Pennsylvania,  University  of  Rochester,  and 
Tulane  University.  Dr.  McHardy  has  been 
Clincial  Professor  of  Medicine  at  Louisiana 
State  University  Medical  School  since  1959 
and  has  been  chief  of  the  Division  of  Gastro- 
enterology since  1960.  He  has  been  a member 
of  numerous  national  and  international  medi- 
cal societies  and  has  served  as  President  of  the 
American  Gastroenterological  Association  and 
the  New  Orleans  Academy  of  Internal  Medi- 
cine. 


COMMITTEE  ON  SCIENTIFIC 
PROGRAM 

M.  Gordon  Howie,  M.  D.,  Chairman  ))))^-  V1 
Lueien  E.  Brailsford,  M.  D.,  Spartanburg 
Joseph  C.  Ross,  M.  D.,  Charleston 
George  R.  Dawson,  M.  D.,  Florence 
Joseph  F.  Flowers,  M.  D.,  Walterboro 
A.  H.  Hursey,  M.  D.,  Hartsville 
"Walter  Roberts,  M.  D.,  Columbia 


Dr.  Paul  N.  Yu 

Dr.  Yu  received 
his  M.D.  from  the 
National  Medical 
College  of  Shang- 
hai in  1939  and 
was  the  British 
Council  Scholar 
to  the  United 
Kingdom  from 
1945  to  1947.  He 
studied  in  the 
British  Postgrad- 
uate Medical 
School  in  Lon- 
don, the  London 
School  of  Tropi- 
ical  Medicine  and  Hygiene,  and  the  Edin- 
burgh Postgraduate  Medical  School.  Dr.  Yu 
has  served  as  consultant  in  cardiology  at 
Genesee  Hospital,  Rochester,  New  York;  Vet- 
erans Administration  Plospital,  Bath,  New 

York;  Highland  Hospital,  Rochester,  New 

York,  Newark-Wayne  Community  Hospital, 

Newark,  New  York;  and  Frederick  Thompson 
Hospital,  Canandaigua,  New  York.  He  is  a 
diplomate  of  the  Royal  College  of  Physicians 
and  the  American  Board  of  Internal  Medicine. 
He  is  President-Elect  of  the  American  Heart 
Association. 
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2 ways  to  provide  a month’s 
therapeutic  supply  of  Vitamin  C: 

180  lemons  or  30  Allbee  with  C 

As  a source  of  ascorbic  acid,  the  lemon  really  hits  a high  C (50  mg.)-  But  your  patient  would 
still  have  to  eat  180  lemons  every  month  — 6 a day— to  get  a therapeutic  dose.  And  as  the 
calypso  singer  puts  it,  “one  hundred  eighty  lemons  is  impossible  to  eat.”  Fortunately,  a 
bottle  of  30  Allbee  with  C capsules  (taken  one  capsule  daily)  supplies  as  much  Vitamin  C 
as  all  those  lemons,  plus  full  therapeutic  amounts  of  the  B-complex  vitamins.  For  example, 
as  much  Be  as  two  pounds  of  corn.  Allbee  with  C is  no  lemon!  This  handy  bottle  of  30 
capsules  gives  your  patient  a month’s  supply  at  a very  reasonable  cost.  Also  the  economy 
size  of  100.  Available  at  pharmacies  on  your  prescription  or  recommendation. 

A.  H.  Robins  Company,  Richmond,  Va.  23220 


30  Capsules 

Allbee  withC 


Each  capsule  Contains: 
Thiamine  mono- 
nitrate (V it.  B,)  15  mg 

Riboflavin  (Vit.  B2)  10  mg 

Pyridoxine  hydro- 
chloride (Vit.  B6)  5 mg 

Niacinamide  50  mg 

Calcium  pantothenate  10  mg 
Ascorbic  acid  (Vit.  C)  300  mg 


AW 


ROBINS 


/IHDOBINS 


r LEMON  TREE  SO  VERY  PRETTY 
AND  THE  LEMON  FLOWER  IS  SWEET. 
BUTONE  HUNDRED  EIGHTY  LEMONS. 
IS  IMPOSSIBLE  TO  EAT. 


vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


“the  ^Donnatal  Effect 


each  tablet,  capsule  t 


each  Donnatal 


each 


5 cc.  teaspoonful  of 

elixir  ( 23%  alcohol ) 

No.  2 

Extentab® 

hyoscyamine  sultate 

0.1037  mg. 

0.1037  mg. 

0.31 1 1 mg. 

atropine  sulfate 

0.0194  mg. 

0.0194  mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065  mg. 

0.0065  mg. 

0.0 1Q5  mg. 

phenobarbital 

(warning:  may  be  habit  forming) 

(Vi  gr.)  16.2  mg. 

( Vi  gr.)  32.4  mg. 

(3/4  gr. ) 48.6  mg. 

Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
any  ol  the  ingredients. 


/I'H'^OBINS 


A H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 
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Mrs.  William  P.  Turner 
President 


WOMAN’S  AUXILIARY 
TO  THE 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

1971  - 72 


Headquarters  for  the  Auxiliary  will  be  the  Thunderbird  Motor  Inn.  Registration,  meet- 
ings, and  entertainment  for  ladies  will  be  at  the  Thunderbird. 


SCHEDULE 

Monday,  May  15th 

10 :00  A.M.  Executive  Board  Meeting  — Gamecock  Room 

12 :30  P.M.  Open  Executive  Board  Luncheon  — Thunderbird  Dining  Room 


2:00  P.M. 


3:00  P.M. 


Round  Table  Conference  for  County  Presidents  and  Presidents-Elect 
President’s  Suite 


April,  1972 


Display  of  Handcrafts 

Program  — Mrs.  Ginny  Thompson  (The  Hammock  Shop) 
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Tuesday,  May  16th 

10:00  A.M.  House  of  Delegates  Meeting  — Gamecock  Room 

12:30  P.M.  Memberhip  Luncheon  — Mrs.  G.  Prentiss  Lee,  President,  Woman’s  Auxiliary 

to  the  American  Medical  Association,  guest  speaker  — Thunderbird  Dining 
Room 

2:30  P.M.  Post-Convention  Executive  P>oard  Meeting,  Mrs.  J.  Ray  Ivester,  presiding  — 
Gamecock  Room 

Mrs.  Harry  C.  Tiller  and  Mrs.  William  G.  Armstrong  of  Georgetown  are  convention 
chairmen. 

Mrs.  Strom  Thurmond  will  be  a guest  speaker. 

Members-At-Large  of  the  Auxiliary  are  invited  to  all  our  functions  and  the  wives  of 
speakers  for  the  scientific  session  of  the  Association  are  most  welcome  as  guests. 


I 


WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE" 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritcli  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 


, I 


We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
^ tised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 


: 
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REPORTS  OF  COMMITTEES 


Advisory  Committee  to  the  Crippled 
Children’s  Society 

There  has  been  no  occasion  during  the  year 
for  any  real  activity  on  the  part  of  this  com- 
mittee, which  acts  as  a standby  group  to  be 
used  whenever  the  occasion  arises  in  the 
activities  of  the  Crippled  Children’s  Society. 
The  annual  meeting  of  the  committee  will  be 
held  at  the  time  of  the  convention  of  the  Asso- 
ciation in  May. 

Joseph  I.  Waring,  M.  D.,  Chairman 

Advisory  Committee  to  the  Woman’s 
Auxiliary 

No  formal  meeting  has  been  held.  Advice 
has  been  requested  and  given  over  the  phone 
on  several  occasions.  Relations  between  our 
two  organizations  remain  cordial. 

Thomas  Parker,  M.  D. 

William  P.  Turner,  M.  D. 


Committee  of  Industrial  Medicine 

At  our  last  committee  meeting  in  1970,  we 
met  with  the  representatives  of  the  State 
Chamber  of  Commerce  and  formulated  an 
eight  point  proposal  of  changes  in  South  Caro- 
lina Workmen’s  Compensation  Laws.  This  was 
partially  revised  by  the  Chamber  of  Com- 
merce during  the  year  and  submitted  to  the 
legislature.  To  date  nothing  has  come  out  of 
Committee,  either  the  House  or  the  Senate. 
Our  initial  proposal,  briefly,  was  ( 1 ) increase 
death  benefits,  (2)  increase  weekly  benefits, 
(3)  broaden  the  range  of  coverage  to  include 
more  people  under  the  Workmen’s  Compensa- 
tion Act,  (4)  consider  back  injury  as  a 
“specific”  under  the  law,  similar  to  the  way 
hemiae  are  handled  at  this  time,  (5)  modify 
the  disfigurement  allowances  under  the  law 
to  a less  liberal  approach,  (6)  activate  the 
second  injury  section  of  the  law,  (7)  recom- 
mend a three  man  appeal  board,  separate 
them  from  other  Commissioners,  be  estab- 
lished, and  (8)  recommend  that  Commis- 
sioners be  reappointed  every  six  years  by  the 
Governor  and  removed  for  a cause. 


At  our  September  meeting,  1971,  new  offi- 
cers of  the  Committee  elected  were:  Chair- 
man — Dr.  W.  J.  Goudelock,  Easley,  S.  C.; 
Vice-Chairman  — Dr.  David  Baxley,  Charles- 
ton, S.  C.;  Secretary  — Dr.  James  Dusenberry, 
Clemson,  S.  C.  New  committee  members  — 
Dr.  Harold  H.  Jeter  of  Florence  and  Dr.  James 
Dusenberry  of  Clemson  were  welcomed. 

It  was  agreed  that  meetings  of  this  Com- 
mittee be  held  quarterly  on  the  second 
Wednesday  of  each  quarter  in  the  Blue  Cross- 
Blue  Shield  Building  in  Columbia. 

The  December  meeting  of  1971,  was  a joint 
supper  meeting  held  in  Columbia  with  the 
Industrial  Commissioners.  This  type  of  meet- 
ing has  been  very  fruitful  in  the  past  and  this 
one  was  no  exception. 

At  our  next  meeting  in  March  of  1972,  Mr. 
John  E.  Logan,  Assistant  Professor  of  Business 
Management  at  the  University  of  South  Caro- 
lina will  meet  with  us  to  discuss  South  Caro- 
lina’s Workmen’s  Compensation  Act  as  it 


Edward  F.  Parker,  M.D. 
President-Elect 
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compares  with  laws  in  adjacent  states.  He  has 
made  a rather  complete  study  and  has  re- 
cently published  “An  Analysis  of  Workmen’s 
Compensation:  South  Carolina  and  the  United 
States”. 

It  is  hoped  that  our  Committee  can  be 
instrumental  in  effecting  suitable  legislation  to 
improve  our  Workmen’s  Compensation  Laws 
in  the  near  future. 

W.  J.  Goudelock,  M.  D.,  Chairman 

Committee  on  Constitution  and  By-Laws 
of  the  Medical  Association  of 
South  Carolina 

1.  Only  one  item  concerning  the  Constitu- 
tion and  By-Laws  has  been  brought  to 
this  Committee  during  the  past  year.  This 
is  a provision  in  Section  II  of  Chapter  IX 
of  the  By-Laws.  This  Section  requires 
that  all  County  Societies  file  the  lists  of 
non-affiliated  physicians  with  the  Execu- 
tive Secretary  each  year.  This  Section 
also  requires  that  Societies  pay  dues  to 
the  State  Society  before  April  1st.  of  each 
year.  Under  this  Section  their  Delegates 
have  no  right  to  be  seated  unless  the 
above  requirements  are  met.  This  rule 
has  never  been  enforced. 

The  Executive  Secretary  would  very  much 
like  to  have  a list  of  non-affiliated  physicians 
in  each  County.  It  would  help  considerably  in 
recruiting  new  members  for  our  Association. 
The  Executive  Secretary  would  also  like  to 
have  all  dues  paid  before  April  1st. 

Therefore  be  it  resolved  by  the  Committee 
on  Constitution  and  By-Laws  that  the  Execu- 
tive Secretary’s  office  notify  each  County 
Society  of  this  By-Law,  and  also  recommend 
that  a conscientious  attempt  be  made  to  en- 
force these  By-Laws  as  written.  If  it  appears, 
after  one  year  that  these  By-Laws  are  un- 
enforeible  the  Committee  on  Constitution  and 
By-Laws  will  recommend  that  a change  be 
made  so  that  a provision  which  is  not  only 
enforcible  but  that  is  useful  can  be  placed  in 
the  By-Laws. 

J.  Gavin  Appleby,  M.  D.,  Chairman 

Committee  on  Eye-Bank 

The  South  Carolina  Eye-Bank  still  con- 
tinues to  maintain  its  membership  in  the  Eye- 


Bank  Association  of  America. 

We  are  extremely  proud  this  year  that 
Mr.  J.  F.  Watson,  of  Camden,  former  Presi- 
dent of  the  S.  C.  Eye-Bank,  is  now  President 
of  the  Southeastern  Begion  of  the  Eye-Bank 
Association  of  America  and  is  a member  of 
the  Board  of  Directors  of  The  Eye-Bank  Asso- 
ciation of  America.  Clay  W.  Evatt,  Jr.,  M.D., 
of  Charleston  and  Mr.  W.  H.  Goldfinch,  Con- 
way, are  members  of  the  Advisory  Committee 
to  the  Board  of  the  Eye-Bank  Association  of 
America. 

During  the  year  1971,  3,333  additional  per- 
sons pledged  their  eyes  for  use  after  death  by 
the  Eye-Bank. 

During  1971  the  Eye-Bank  provided  80 
eyes  to  surgeons  for  corneal  transplant  sur- 
gery or  other  needs. 

John  H.  Young,  M.  D.,  Chairman 

Committee  on  Liaison  With  Allied 
Professions 

There  has  been  no  activity  during  the  past 
year. 

H.  B.  Mays,  M.  D.,  Chairman 

Committee  on  Medical  Services 

This  full  committee  did  not  meet  in  1971; 
however,  as  representative  from  this  com- 
mittee to  the  S.  C.  State  Board  of  Health’s 
Advisory  Council  on  Emergency  Medical 
Care,  it  can  be  stated  that  this  council  has 
been  extremely  active  in  emergency  medical 
care  facets  including  legislation,  courses  for 
ambulance  personnel,  drawing  up  standards 
for  ambulance  vehicles  and  the  equipment  to 
go  on  ambulances  and  in  the  emergency 
rooms. 

A summary  of  the  accomplishments  of  this 
committee  will  be  drawn  up  and  submitted  to 
the  Journal  of  the  South  Carolina  Medical 
Association  so  that  physicians  will  know  of 
the  council’s  actions.  Also,  the  Subcommittee 
on  Emergency  Medical  Care  of  the  Commit- 
tee on  Medical  Services  will  be  brought  to- 
gether to  discuss  and  study  the  above  sum- 
maries of  the  council’s  actions  and  goals. 

Edmund  R.  Taylor,  M.  D. 

Committee  on  Medicine  and  Religion 

The  committee  organized  a two-hour  panel 
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discussion  as  a part  of  the  annual  meeting  of 
S.  C.  Medical  Association  in  Myrtle  Beach.  An 
outstanding  theologian  of  Duke  Divinity 
School  presented  a provocative  paper  on  the 
subject  of  abortion  as  a Life  and  Death  Issue 
followed  by  three  physicians  and  three  clergy- 
men from  three  areas  of  the  State  who  re- 
sponded to  the  presentation  demonstrating  a 
wide  range  of  viewpoint.  The  goal  set  by  the 
committee,  i.e.  facilitating  dialogue  between 
physicians  and  clergymen  appeared  to  have 
been  realized  by  the  interest  shown,  the  at- 
tendance and  questions  put  to  panel  members. 
It  is  hoped  that  dialogue  has  and  will  continue 
in  the  local  societies  and  hospitals  and  through 
consultation  over  individual  persons  in  need. 

The  committee  plans  to  keep  before  the 
S.  C.  M.  A.  members  information  on  Medicine 
and  Religion  through  the  help  of  AMA  De- 
partment of  Medicine  and  Religion  during 
annual  meetings  and  through  regional  com- 
mittee members  in  contact  with  the  local 
societies.  The  committee  works  closely  with 
the  Christian  Action  Council. 

Robert  F.  Goldie,  M.  D.,  Chairman 

Committee  on  Mental  Retardation 

The  Committee  on  Mental  Retardation  has 
no  formal  report  for  this  year. 

Robert  C.  Brownlee,  Jr.,  M.  D.,  Chairman 


Committee  to  Negotiate  a “Fee  for  Service” 
Policy  With  Blue  Shield  Corporation 

Our  first  meeting  was  held  in  August,  1970, 
and  we  continued  to  hold  meetings  at  monthly 
or  bi-monthly  intervals  subsequently  as 
seemed  indicated.  On  July  9,  1971  our  final 
meeting  was  held,  at  which  time  a complete 
fee  schedule,  covering  all  specialties,  sub- 
specialties, general  practice,  etc.  was  sub- 
mitted to  the  representatives  from  Blue  Shield. 
I have  been  in  contact  with  them  since,  most 
frequently  with  Mr.  Jack  Henley. 

I am,  of  course,  aware  of  the  problems  in- 
volved in  the  Blue  Shield  management,  with 
the  change  in  director,  etc.  that  occurred 
after  the  last  annual  meeting  of  The  S.C.M.A.; 
however,  I am  disturbed  that  this  report  has 
not  been  submitted  to  the  Board  of  Trustees  of 
Blue  Shield  for  any  action  they  might  like  to 
take  on  it.  From  my  discussion  with  Mr.  Hen- 


ley, it  would  appear  that  they  have  been  wait- 
ing for  Blue  Shield  to  come  up  with  some  na- 
tional type  of  fee  schedule,  and  there  has,  also, 
been  considerable  difficulty  in  getting  the 
Blue  Shield  representatives  to  agree  to  accept 
the  Coding  Changes  recommended  by  the 
committee.  While  I was  chairman  of  this  com- 
mittee, the  other  members,  particularly  those 
representing  the  general  surgical  and  surgical 
sub-specialties  spent  many,  many  hours  in 
negotiating,  discussion,  etc.  both  with  mem- 
bers of  the  committees,  and  Blue  Shield  repre- 
sentatives. All  of  the  members  of  the  com- 
mittees worked  hard  and  diligently  in  pre- 
paring this  report,  and  I am  distressed  that  it 
has  not  yet  been  presented  to  the  Blue  Shield 
for  action.  From  discussion  with  Mr.  Henley 
I do  not  get  any  assurance  that  it  will  be  pre- 
sented in  the  near  future. 

Charles  R.  Holmes,  M.  D.,  Chairman 


Maternal  Health  Committee 

This  committee  is  published  on  Page  in 
the  scientific  section  of  the  April  Journal. 

E.  J.  Dennis,  M.  D.,  Chairman 


Forde  A.  Mclver,  M.D. 
Vice  President 
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Executive  Committee 
S.  C.  State  Board  of  Health 

The  demand  for  services  provided  by  the 
State  Board  of  Health  has  continued  to  in- 
crease. Each  year  we  realize  that  the  expecta- 
tions of  the  people  for  health  care  are  greater 
than  they  were  before  and  that  South  Caro- 
linians are  expecting  more  and  better  health 
services  to  be  made  available  to  them,  as  re- 
flected in  our  statistics.  The  number  of  home 
health  visits  increased  from  32,857  in  1968  to 
103,548  in  1971,  an  increase  of  215  per  cent; 
the  number  of  new  patients  admitted  to  pre- 
natal clinics  increased  by  31  per  cent  from 
3077  in  1970  to  4034  in  1971,  and  the  number 
of  clinic  visits  these  patients  made  increased 
by  48  per  cent  from  12,880  in  1970  to  19,058  in 
1971;  family  planning  services  provided  in- 
creased from  17,112  in  1970  to  25,000  in  1971, 
an  increase  of  46  per  cent;  tuberculosis  in- 
creased 8.3  per  cent  from  618  new  active  cases 
in  1970  to  669  new  active  cases  in  1971;  and 
new  cancer  cases  admitted  to  the  cancer  regis- 
try increased  5.1  per  cent  from  4848  in  1970  to 
5093  in  1971.  These  demands  for  more  and 
better  services  constantly  require  us  to  expand 
our  health  services  to  the  people  and  to  re- 
define our  role  in  the  health  care  delivery  sys- 
tem. 

Realizing  the  need  for  closer  communication 
between  the  State  Board  of  Health  and  the 
South  Carolina  Medical  Association,  we  were 
pleased  to  join  in  an  exchange  wherein  Dr. 
Harold  P.  Hope,  chairman  of  the  Council  of 
the  S.  C.  Medical  Association,  attends  the 
meetings  of  the  Executive  Committee  of  the 
State  Board  of  Health  and  Dr.  Aycock  attends 
meetings  of  the  Council. 

The  year  started  off  as  an  interesting  one 
from  the  legislative  viewpoint.  The  problems 
related  to  environmental  protection  were  not 
completely  settled  to  the  satisfaction  of  the 
State  Board  of  Health,  but  they  were  further 
clarified.  One  matter  still  of  great  concern  to 
us  is  the  area  of  surveillance  of  rivers  and 
streams  for  those  factors  which  are  significant 
to  health,  such  as  heavy  metals.  The  Pollution 
Control  Authority  continues  to  inspect  the 
parameters  which  affect  fish  and  not  those 
which  affect  health. 

We  have  reached  another  milestone  in  the 


history  of  preventive  medicine  where  the  risk 
of  smallpox  vaccination  exceeds  the  risk  of  the 
disease,  and  therefore  we  recommend  the  dis- 
continuance of  the  indiscriminate  vaccination 
against  smallpox. 

In  accord  with  the  new  law,  membership  on 
the  Advisory  Council  for  Comprehensive 
Health  Planning  was  increased  from  25  to  33 
by  adding  representatives  of  the  Veterans’  Ad- 
ministration, the  South  Carolina  Regional 
Medical  Program,  the  S.  C.  Association  of 
Optometrists,  the  Association  of  Podiatrists, 
and  four  new  consumer  positions. 

Of  major  significance  is  the  list  of  ten 
priorities  for  raising  the  level  of  health  of 
South  Carolinians,  which  were  identified  by 
the  Advisory  Council  for  Comprehensive 
Health  Planning  and  approved  by  the  Execu- 
tive Committee.  They  are: 

1.  That  comprehensive  health  planning 
be  pursued  throughout  South  Carolina  with 
vigor; 

2.  That  the  most  severe  effects  of  hunger 
and  malnutrition  be  eliminated  in  South 
Carolina  by  1974; 

3.  That  an  immediate  beginning  be  made 
toward  shifting  the  emphasis  of  health  care 
in  South  Carolina  from  crisis  intervention 
and  sporadic  care  to  health  maintenance; 

4.  That  a comprehensive  family  planning 
program  be  developed; 

5.  That  the  mental  health  program  be 
expanded  through  support  for  the  Depart- 
ment of  Mental  Health’s  developmental 
plan,  which  emphasizes  new  programs  and 
facilities  for  treating  alcohol  and  drug  ad- 
diction, the  modification  of  the  state  hos- 
pitals to  a system  of  mental  health  care 
based  on  a high  level  of  systematic  linkage 
between  well-defined  hospital  units  (vil- 
lages) and  a specific  community  mental 
health  area(s),  the  extension  of  services 
through  community  mental  health  centers, 
and  continued  advancements  in  manpower 
development  and  utilization; 

6.  That  specific  and  direct  instruction  in 
health,  including  sex  education,  of  which 
family  life  education  and  reproductive  re- 
sponsibilities are  essential  phases,  be  re- 
quired as  a separate  subject  area  in  the  pub- 
lic system  by  the  South  Carolina  Depart- 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Doctor 

of 

Medicine 


Herbert  L.  Ley,  Jr., 

M.D.,  Formerly 

Commissioner,  F.D.A. 

(1968-1969) 

Currently  Medical  Consultant 

In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations, 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion.  If  not,  much  of  wh 
the  medical  communi 
and  federal  regulators 
will  often  be  represented 
simplistic  and  somewh 
misleading  terms. 

One  illustration  of  t 
misuse  of  the  media  in  tl 
regard  is  the  recall  of  anj 
coagulant  drugs  sever 
years  ago.  This  FDA  acti 
was  given  publicity  by  t 
press  and  television  tl 
went  far  beyond  its  prc 
able  importance.  The  resi 
was  a very  uncomfortal 
situation  for  the  prac 
tioner  who  had  patier 
taking  these  medicatio: 
Since  the  practitioner  a 
pharmacist  had  not  be 
informed  of  the  action 
the  time  it  was  publiciz< 
in  most  states  they  we 
deluged  with  calls  frc 
worried  patients. 

The  practitioner  can 
tempt  to  solve  these  pr< 
lems  of  inadequate  comrr 
nication  in  several  wa 
One  would  be  the  creati 
of  a communications  li 
in  state  pharmacy  societi | ■ 
When  drug  regulation  ne 
is  to  be  announced,  the 
ciety  could  immediate 
distribute  a message  to  ■ 
ery  pharmacist  in  the  sta 
The  pharmacist,  in  tu 
could  notify  the  physick 
in  his  local  community 
that  he  and  the  physici 
could  be  prepared  to  ; 
swer  inquiries  from  1 
tients.  Another  appros 
would  be  to  use  prof 
sional  publications  t 
practitioner  receives. 

All  of  this  leads  back 
my  opening  contention: 
drug  regulation  is  to  be 
fective,  timely,  and  rela 
to  the  realities  of  clini 
practice,  a better  methoc 
communication  and  fe 
back  must  be  developed  j 
tween  the  nongovernmj 
tal  medical  and  scienl 
communities  and  the  re 
latory  agency. 
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Ijlenry  W.  Gadsden, 
an  & Chief  Executive 
:er,  Merck  & Co.,  Inc. 

y opinion,  it  is  the 
sibility  of  all  physi- 
nd  medical  scientists 
whatever  steps  they 
are  desirable  in  a law- 

tegulation -making 
s that  can  have  far- 
ing impact  on  the 
|ce  of  medicine.  Yet 
events  in  the  recent 
ndicate  that  this  is 
^ppening.  For  exam- 
s apparent  from 
fficacy  studies  that 
I \S / NRC  panels  gave 
^consideration  to  the 
|ce  that  could  have 
provided  by  practic- 
on#ysicians. 

re  are  several  current 
pments  that  should 
|ise  the  concern  of 
ing  physicians  about 
gulatory  affairs.  One 
(proliferation  of  mal- 
e claims  and  litiga- 
Itnother  is  the  effort 
iernment  to  establish 
lative  efficacy  of 
This  implies  that  if 
jsician  prescribes  a 
|ther  than  the  “estab- 
drug  of  choice,  he 
accused  of  practic- 
mething  less  than 
|:lass  medicine.  It 
come  perilously 
federal  direction  of 
edicine  should  be 
ed. 

der  to  minimize  this 
f arbitrary  federal 
a way  must  be 
[to  give  practitioners 
pice  and  represen- 
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tation  in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Security  means  planning  and  acting 
to  minimize  the  financial  risks  of  death, 
retirement,  illness  and  injury. 

How  financially-secure  are  your  plans? 

Have  you  arranged  for  adequate  income  for  your  family's  home, 
food,  and  education  if  you're  not  here  to  be  the  provider? 
What  about  an  income  if  you  are  disabled  and  can't  earn  it? 
And  of  course,  enough  income  for  retirement? 

Turn  daydreams  into  self-completing  financial  goals 
if  you  die  prematurely  or  into  a guaranteed  retirement  income 
for  your  golden  years. 

Call  the  Educators  Mutual  Life  man. 

Let  him  make  the  word  security 
meaningful  for  you. 

CHARLES  W.  DUDLEY,  Administrator 
South  Carolina  Medical  Association  sponsored 
Disability  Income  Insurance  Plan 
Box  3201  / Florence,  S.C.  29501 
Phone:  (803)  662-6525 


A REMINDER:  While  the  cost  of  nearly  everything  has  goneup  in  the  last  few  years,  your  SCMA-sponsored 
Disability  Income  Insurance  Plan  costs  less  today  than  when  it  was  first  selected  by  your  Society.  And,  the 
most  recent  changes  to  the  Plan  give  you  more  flexibility  in  fitting  your  needs  — you  may  now  apply  for 
weekly  benefits  up  to  $275.00,  and  you  have  a greater  choice  of  waiting  periods  for  benefits  to  begin. 


educators  lllutual  £ik 


INSURANCE  COMPANY 

Home  Office:  Lancaster,  Pennsylvania 


polmedico 

. . . more  than  just  a name! 


Working  hand  in  hand  with 
medical  research  and  physicians, 
Palmedico  constantly  strives  to 
provide  the  latest  in  pharmaceu- 
ticals to  meet  advancing  needs. 
Careful  formulation  and  superior 
production  are  important  factors 
in  being  . . . more  than  just 
a name. 


• Amphaplex®  1 0 (Cl  1 ) 

Each  Tablet  contains:  Meth- 

amphetamine  Saccharate  - 2.5 
Mg.;  Methamphetamine  Hyd- 
rochloride - 2.5  Mg.;  Ampheta- 
mine Sulfate  - 2.5  Mg.;  Dextro 
Amphetamine  Sulfate  - 2.5  Mg. 


• Palohist® 


Each  Capsule  contains:  Phe- 
nylephrine Hydrochloride  - 25.0 
Mg.;  Chlorpheniramine  Maleate 

- 7.5  Mg.;  Pyrilamine  Maleate 

- 25.0  Mg.;  Methapyrilene  Hy- 
drochloride - 12.5  Mg. 


pcilmedicO'inc. 


ETHICAL  PHARMACEUTICALS  • P.  0.  DRAWER  3397  • COLUMBIA,  S.  C.  29203 


The  right  school  makes 
all  the  difference 


At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere 

We  offer: 

A co  educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12. 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college;  14  National  Merit 
Semi  Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun' 

Enrichment  and  excellence-including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 


Flexibility  — with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 


Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics  Woodward  is  the  1970-71 


State  Champion  in  Football,  Wrestling 
Swimming. 


and 
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Woodward  Academy 

For  further  information  write  or  call 
Director  of  Admissions  / P 0 Box  87190 
College  Park,  Ga  30337/Tel  AC404  761-8881  1||  ||' 


DICTIONARIES 

WEBSTER 

Library  size,  1971  edition,  brand  new, 
still  in  box.  Cost  new:  $45.00. 

Will  Sell  for  $15 

Deduct  10%  on  orders  of  6 or  more. 

Mail  to 

NORTH  AMERICAN 
LIQUIDATORS 

1450  Niagara  Falls  Blvd. 

Dept. 

Tonawanda,  New  York  14150 

C.O.D.  orders  enclose  $1.00  good  will  j 
deposit.  Pay  balance  pius  C.O.D.  ship-  J 
ping  on  delivery.  Be  satisfied  on  inspec-  : 
tion  or  return  within  10  days  for  full 
refund.  No  dealers,  each  volume  specifi-  ' 
cally  stamped  not  for  resale. 

Please  add  $1.25  postage  and  handling.  \ 
New  York  State  residents  add  applicable 
sales  tax. 


“WHEN  YOUR  BACK  FEELS  GOOD  YOU'LL  FEEL  GOOD” 

SEALY  POSTUREPEDIC 

A Unique  Back  Support  System 

Extra  deep,  514”  Sealy  Durolife  core 
teamed  with  patented  torsion  bar 
Foundation  gives  firm  support  that’s 
designed  in  cooperation  with  leading 
orthopedic  surgeons.  “No  morning 
backache  from  sleeping  on  a too- 
soft  mattress.” 


POSTUREPEDIC  IMPERIAL  LATEX  F 

QUEEN  SI/  E 60x80"  2-pc.  set  S329.P5 
KING  SIZE  76x80"  3-pc.  set  S429.05 

S91Q95 

Twin  or  full  size.  2-pc.  set  li/ 

“ No  morning  backache  from  sleeping  on  a too-soft  mattress.  ” 
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if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topic  ills 
that  give  your  patient 


; broad  antibacterial  activity  against 

[susceptible skin  invaders 

I- low  allergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

polymyxin  B-bacitracin-neomycin) 

ach  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
feinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 
n tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

Vanishing  Cream  Base 

Neosporin-G  Cream 

j'polymyxin  B-neomycin-gramicidin) 

jiach  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
linits;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
hramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
I ream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
lietrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
holyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
Inethylparaben  as  preservative. 

In  tubes  of  15  g. 

UEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
Impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
esult  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
iterature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
leomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
lerforated.  These  products  are  contraindicated  in  those  individuals  who 
iave  shown  hypersensitivity  to  any  of  the  components. 

complete  literature  available  on  request  from  Professional  Services 
>ept.  PML. 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


Wellcome 


.in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
Q phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED* 

antispasmodic/  sedative/  antiflatulent 


Gantrisin®  (sulfisoxazole)  Roche ® provides 

your  patients  with 

many  important  advantages: 


ment  of  Education; 

7.  That  the  Medical  University  of  South 
Carolina  reorient  its  training  of  health  man- 
power to  support  the  concept  of  health 
maintenance; 

8.  That  nursing  home  and  boarding  home 
services  for  the  aged  be  closely  monitored 
by  the  appropriate  state  agencies; 

9.  That  all  public  water  systems  in  South 
Carolina  contain  a minimum  of  0.7  milli- 
grams of  fluoride  per  liter  of  water; 

10.  That  injury  control  be  recognized  as  a 
statewide  goal  and  that  the  public  school 
system  be  used  as  a medium  for  encour- 
aging injury  control. 

Task  force  reports  on  facilities,  services,  and 
resources  were  published  and  widely  dis- 
tributed in  1971.  Another  task  force  studying 
environmental  health  will  make  its  final  report 
during  1972. 

Compilation  of  a Guide  to  Personal  Health 
Services  in  South  Carolina  has  been  com- 
pleted, and  distribution  is  anticipated  early  in 
1972. 

During  1971  areawide  health  planning  coun- 
cils were  established  in  the  Upper  Savannah, 
Wateree,  and  Waccamaw  districts,  and  active 
health  planning  councils  now  exist  in  all  the 
state’s  ten  planning  districts  except  the  Low- 
country. 

The  Bureau  of  Community  Health  Services, 
headed  by  Dr.  Hilla  Sheriff,  works  closely 
with  all  other  bureaus  and  serves  as  a co- 
ordinating unit  for  the  planning,  staffing,  and 
delivery  of  health  services  on  the  district  and 
local  level.  Staffing  each  district  with  super- 
visory personnel  continues  to  be  a goal.  Nine 
of  the  13  districts  have  full-time  medical  direc- 
tors, 11  have  nursing  directors,  12  have  en- 
vironmental supervisors,  and  all  have  sanitary 
engineers. 

As  a result  of  district  activities,  new  pro- 
grams such  as  diabetic  screening,  increased 
family  planning  efforts,  teenage  prenatal 
clinics,  and  increased  activity  in  environmental 
health  programs  are  being  initiated. 

Nurses  are  providing  the  first  level  of  health 
care  for  infants  and  young  children  in  lieu  of 
physicians.  This  includes  a thorough  physical 
appraisal,  screening  test,  counseling  and 
anticipatory  guidance  to  parents,  and  referral 
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• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy 


Before  prescribing,  please  consult  complete  product  infor 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract  ir 
fections  (primarily  cystitis,  pyelitis,  pyelonephritis)  du 
to  susceptible  organisms  (usually  £.  coli,  Klebsiella 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabm 
and  less  frequently,  Proteus  vulgaris)  in  the  absence  c 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  test 
are  not  always  reliable.  The  test  must  be  carefully  coord 
nated  with  bacteriologic  and  clinical  response.  When  th 
patient  is  already  taking  sulfonamides,  follow-up  culture 
should  have  aminobenzoic  acid  added  to  the  culture  medi. 
Currently,  the  increasing  frequency  of  resistant  organism 
is  a limitation  of  the  usefulness  of  antibacterial  agents  it 
eluding  the  sulfonamides,  especially  in  the  treatment  < 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  p.1 
tients  receiving  sulfonamides  for  serious  infections  sine 
there  may  be  wide  variations  with  identical  doses;  20  mg' 
100  ml  should  be  maximum  total  sulfonamide  level,  a 
adverse  reactions  occur  more  frequently  above  this  leve, 
Contraindications:  Hypersensitivity  to  sulfonamides,  n 
fants  less  than  2 months  of  age  (except  adjunctively  wit/ 
pyrimethamine  in  congenital  toxoplasmosis),  pregnana 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  has  n< 
been  established.  Sulfonamides  will  not  eradicate  grou 
A streptococci.  Deaths  associated  with  sulfonamide  a< 
ministration  have  been  reported  from  hypersensitivi 
reactions,  agranulocytosis,  aplastic  anemia  and  oth< 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  feve 
pallor,  purpura  or  jaundice  may  be  early  indications 
serious  blood  disorders.  Complete  blood  counts  an 
urinalyses  with  careful  microscopic  examination  shou 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal 
hepatic  function,  severe  allergy  or  bronchial  asthma 
present.  In  glucose-6-phosphate  dehydrogenase-deficie 
individuals,  hemolysis  (frequently  a dose-related  rea 
tion)  may  occur.  Maintain  adequate  fluid  intake  to  pr: 
■vent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytos. 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hen- 
lytic  anemia,  purpura,  hypoprothrombinemia,  methem 
globinemia.  Allergic  reactions:  Erythema  multiforme  (St 
vens-Johnson  syndrome),  generalized  skin  eruptior 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus 
exfoliative  dermatitis,  anaphylactoid  reactions,  perior! 
tal  edema,  conjunctival  and  scleral  injection,  photosen 
tization,  arthralgia,  allergic  myocarditis.  Gastrointestir 
reactions:  Nausea,  emesis,  abdominal  pains,  hepatit 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  res 
tions:  Headache,  peripheral  neuritis,  mental  depressiC 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills,  to> 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodo: 
and  L.E.  phenomenon  have  occurred  with  sulfonamil 
therapy.  Sulfonamides  bear  certain  chemical  similaritrt 
to  some  goitrogens,  diuretics  and  oral  hypoglycem 
agents.  Goiter  production,  diuresis  and  hypoglycerr 
have  occurred  rarely  in  patients  receiving  sulfonamidt 
Cross-sensitivity  may  exist  with  these  agents. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  l( 
Nutley,  N.J.  07110 


In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO  MORE 
BENEFITS  OF 
GANTRISIN 


sulfisoxazole/Roche 


ANDABCNUS 


6. 

High  plasma  concentrations 

For  most  urinary  tract  infections,  therapeutic  plasma  levels  (5  to 
1 0 mg  per  cent)  are  usually  reached  in  2 to  3 hours  and 
can  be  maintained  on  a dosage  of  4 to  8 Gm/day. 


Economy 

Average  daily  cost  of  therapy  only  about  78C 
(3  tablets  q.i.d.) 

bonus 

The  Roche  commitment  to  sulfonamide  research 

Thirty  years  of  research  in  sulfonamide  development  and 
technology  provide  you  with  a drug  which  is  the 
standard  in  its  field. 


<S) 


For  nonobstructed  cystitis 
begin  with 

Gantrisin 

sulfisoxazole/Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


of  children  with  abnormalities  for  pediatric 
care.  In  addition,  nurses  provide  services  to 
prenatal  and  family  planning  patients,  direct 
services  to  school  children,  and  consultation 
services  to  teachers. 

Nutritional  services  are  unevenly  distributed 
throughout  the  state.  Limited  clinic  counseling 
in  31  counties  is  restricted  to  maternal  and 
child  care  programs.  In  spite  of  the  limited 
staff,  7328  individuals  received  nutrition  coun- 
seling in  1970-71. 

The  medical  nutrition  program  which  pro- 
vides food  for  mothers,  infants,  and  children 
of  low  income  families  is  conducted  in  five 
counties.  In  fiscal  1971  an  average  of  3815  per- 
sons were  served  monthly,  representing  ap- 
proximately 82.1  per  cent  of  the  need  for 
services  of  this  type  in  these  counties. 

The  demand  for  medical  social  services  has 
increased,  and  additional  social  workers  have 
been  employed  in  specialized  program  areas 
of  home  health  services,  crippled  children, 
maternal  and  infant  care,  and  family  planning. 
However,  it  has  not  been  possible  to  find 
qualified  social  work  personnel  to  fill  all 
vacancies  due  to  the  limited  supply  of  man- 
power in  the  state  and  barriers  to  employment 
in  the  personnel  classification  system.  The 
Board  of  Health  participates  in  increasing  the 
availability  of  social  work  manpower,  pro- 
viding field  placements  for  social  work  stu- 
dents on  the  graduate  and  undergraduate 
level,  and  through  training  stipends  for 
selected  students. 

During  the  fiscal  year,  29  of  the  local  health 
departments  participated  in  the  volunteer  pro- 
gram. This  program  is  designed  to  seek  par- 
ticipation of  volunteers  in  local  health  and 
health-related  activities  or  programs.  There 
were  881  volunteers  working  in  the  areas  of 
children  and  youth,  maternity,  family  plan- 
ning, pediatrics,  immunization,  school  health, 
crippled  children,  adult  health,  home  health, 
and  others. 

A total  of  $2,921,000  in  Hill-Burton  funds 
was  allocated  to  16  construction  or  moderniza- 
tion projects,  with  1,666  new  beds  being  pro- 
grammed in  the  23  active  projects  using  fed- 
eral funds,  and  758  beds  being  added  in  18 
non-federal  projects.  A total  of  33  franchising 
applications  were  processed,  with  26  certifi- 


cates of  need  being  issued,  five  facilities  being 
exempted,  and  two  certificates  being  denied. 
In  1971,  there  were  233  facilities  licensed,  in- 
cluding 95  hospitals,  90  nursing  care  facilities, 
and  48  intermediate-care  facilities. 

In  December  licensing  of  persons  who  fit 
and  sell  hearing  aids  in  South  Carolina  was 
begun,  and  the  Board  is  to  administer  ex- 
aminations and  make  periodic  inspections  of 
equipment  in  this  program. 

In  1971  there  were  73  hospitals  qualified  for 
full  participation  in  the  Medicare  and  Medi- 
caid programs,  with  four  others  qualified  to 
provide  emergency  services.  The  number  of 
certified  nursing  home  beds  was  reduced  to 
4978,  as  many  were  converted  to  intermediate 
care.  Consultation  visits  made  to  hospitals 
number  75,  with  321  being  made  to  extended 
care  facilities,  and  369  to  skilled  nursing  facili- 
ties. 

South  Carolina  physicians  prescribed  and 
directed  home  care  for  over  5236  persons  in 
1971,  with  67  per  cent  of  these  homebound 
persons  being  65  or  over.  Heart  disease,  can- 
cer, stroke,  diabetes,  and  fractures  were  the 
most  common  diagnoses,  and  patients  under 
65  had  a variety  of  chronic  and  infectious  dis- 
eases, mental  and  terminal  illness,  and  short- 
term surgical  conditions.  Many  had  complex 
health  problems,  including  11  on  home 
dialysis. 

The  over-5236  homebound  patients  received 
103,548  visits  last  year,  an  average  of  19.8 
visits  per  patient  per  year.  The  average  length 
of  time  during  which  the  patients  were  served 
was  20.2  weeks.  Most  patients  require  only 
nursing  service;  however,  increasing  numbers 
receive  physical  therapy,  speech  therapy,  med- 
ical social  services,  and  occupational  therapy 
as  prescribed  by  the  attending  physician. 

The  steady  growth  of  the  home  health 
services  program  is  summarized  as  follows: 

1967  FY  1968  FY  1969  FY  1970  FY  1971  FY 

New  patients 

admitted  631  1,364  2,141  3,112  4,106 

Number  of  visits 

to  homes  11,439  32,857  62,380  95,274  103,548 

The  number  of  physicians  ordering  home 
care  for  their  patients  has  increased  each  year. 
In  addition,  70  doctors  serve  on  home  health 
service  advisory  groups  and  participate  in 
inservice  education  for  nurses  and  other  home 
health  workers. 
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After  the  General  Assembly  revised  the 
drug  laws,  we  are  now  responsible  for  regis- 
tration, inspection,  and  investigation  of  all 
persons  legally  entitled  to  manufacture,  dis- 
tribute, dispense,  administer,  or  possess  con- 
trolled drugs.  We  have  registered  over  3700 
persons  authorized  to  handle  drugs,  inspected 
200  of  them,  and  have  charged  20  violations, 
chiefly  for  forgery  of  prescriptions.  As  a result 
of  the  stricter  laws  governing  controlled  sub- 
stances, there  has  been  an  increase  in  pre- 
scription forgeries  and  burglaries  of  phar- 
macies, doctors’  offices,  and  drug  manufac- 
turers. Over  five  million  dosage  units  of  con- 
trolled substances  have  been  stolen  in  the  last 
six  months  of  1971. 

The  number  of  patients  admitted  to  pre- 
natal clinics  increased  during  1970-71  by  31 
per  cent,  while  the  number  of  clinic  visits  in- 
creased by  48  per  cent.  An  analysis  of  the  new 
patients  served  in  prenatal  clinics  reveals  that 
68  per  cent  were  in  the  age  group  15-24,  with 
37  per  cent  in  the  15-19  age  group.  Emphasis 
will  continue  to  be  placed  on  maternity  clinic 
services  for  teenage  patients  to  help  them  with 
their  complex  problems,  i.  e.,  unwanted  preg- 
nancies, unwed  mothers,  infant  care,  con- 
tinuing their  education,  etc. 

Maternity  and  family  planning  clinics  in  the 
local  health  units  provided  19,124  Papani- 
colaou smears,  49  biopsies,  and  40  conizations, 
with  24  patients  diagnosed  as  having  cancer. 
In  some  areas  prenatal  care  and  delivery 
service  for  low-income  patients  are  critical. 

Child  health  conferences  were  expanded 
from  38  to  42  counties,  and  12  districts  had 
pediatric  clinics.  Even  with  a 9.7  per  cent 
increase  in  the  number  of  patients  seen  in 
child  health  clinics,  it  is  estimated  that  only 
about  22  per  cent  of  all  children  in  the  state 
needing  such  service  are  actually  receiving  the 
service. 

Family  planning  services  through  the  local 
health  departments  continue  to  be  available  in 
every  county  throughout  the  state  with  ap- 
proximately 25,000  women  receiving  these 
services  during  the  year.  A state-level  family 
planning  staff  was  created  to  expand  family 
planning  services  both  in  terms  of  quantity 
and  quality  and  South  Carolina  was  the  first 
state  in  the  southeast  region  to  receive  funding 


for  a statewide  family  planning  project. 

Special  funds  were  provided  to  pay  for 
sterilizations  for  selected  medically  indigent 
patients,  and  in  a four-month  period  155  pa- 
tients had  received  sterilizations.  Due  to  a 
shortage  of  funds,  this  program  has  been  cur- 
tailed. 

The  Child  Evaluation  Clinic  was  relocated 
at  State  Park  Health  Center,  and  Dr.  Dee  C. 
Breeden  was  employed  as  medical  director  in 
October. 

Services  were  provided  for  7175  patients  in 
the  crippled  children’s  program,  with  100 
more  patients  receiving  hospitalization  than 
did  during  the  previous  year.  The  number  of 
clinic  visits  totalled  17,046,  a 10  per  cent  in- 
crease during  the  year. 

The  Columbia  Crippled  Children’s  Clinic 
was  moved  to  the  State  Park  Health  Center  to 
provide  much-needed  additional  space  for  pa- 
tient and  family  counseling  and  for  supportive 
services  such  as  social  work,  nutrition,  speech, 
hearing,  and  physical  therapy.  The  establish- 
ment of  the  Greenwood  Crippled  Children’s 
Clinic  brought  orthopedic  and  pediatric  ser- 
vices closer  to  the  patients  living  in  the  six 
counties  in  the  Upper  Savannah  Health  Dis- 
trict. 

Due  to  the  high  cost  of  hospitalization 
(average  daily  cost  $95.00),  no  increase  in 
funds,  larger  number  of  patients  accepted  on 
the  program,  etc.,  within  the  first  4%  months 
of  this  fiscal  year  hospital  funds  were  de- 
pleted to  the  point  that  it  was  necessary  to 
discontinue  approval  of  hospital  admissions.  It 
also  became  necessary  to  cut  back  on  the 
purchase  of  braces,  appliances,  etc. 

It  is  not  anticipated  that  the  financial  situa- 
tion will  improve  to  any  great  extent  next 
fiscal  year,  unless  additional  funds  are  ap- 
propriated for  the  hospitalization  of  handi- 
capped children.  Plans  are  under  way  for  a 
special  conference  with  clinic  physicians  to 
discuss  and  determine  program  policies  neces- 
sitated because  of  the  shortage  of  funds. 

In  the  dental  health  program  20,356  patients 
were  seen  during  the  year,  almost  twice  the 
number  of  the  previous  year. 

Through  the  activities  of  the  11  state-aid 
cancer  clinics  5093  new  cases  were  added  to 
the  cancer  registry— 2245  males  and  2848 
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These  are  Candeptin: 

The  highly  effective  candicidin 
for  al]  your  vaginal  moniliasis  patients. 


First  came  Candeptin  (candicidin)  Tablets 
for  intravaginal  use.  Then  Candeptin  Ointment 
to  treat  labial  involvement  and  for  intravaginal 
use.  Now  unique  Candeptin  Vagelettes— 
candicidin  ointment  in  soft  gelatin  capsules  — 
extend  the  range  of  Candeptin  therapy  to  even 
your  pregnant  and  virginal  patients  (you 
merely  cut  off  the  narrow  tip  and  extrude  the 
contents  through  the  intact  hymen). 

Clinical  proof  of  potency 

Candeptin  brings  your  patients  prompt 
relief  of  itching,  burning  and  discharge  — 
usually  within  72  hours.'  A single,  14-day  course 
of  treatment  is  usually  all  that’s  needed  for  a 
complete  cure.2  3 4 

Significantly  more  potent  in  vitro  than 


nystatin.5  Candeptin  Tablets  and  Ointment  have 
shown  clinical  cure  rates  of  90%  and  higher  in 
both  pregnant  and  non-pregnant  patients.' 46 
And  in  recent  studies  of  Candeptin  Vagelettes 
Vaginal  Capsules  involving  both  pregnant  and 
non-pregnant  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.2  3 

Only  Candeptin  gives  you  a dosage  form 
for  every  therapeutic  need,  plus  eight  years’ 
clinical  proof  of  potency.  Consider  Candeptin 
for  vour  next  vaginal  moniliasis  patient. 


CANDEPTIN 

(candicidin) 


Description:  Candeptin  (candicidin) 

Paginal  Ointment  contains  a dispersion  of 
:andicidin  powder  equivalent  to  0.6  mg. 
xr  gm.  or  0 06%  Candicidin  activity  in 
J.S.P  petrolatum  3 mg.  of  Candicidin  is 
:ontained  in  5 gm  of  ointment  or  one 
tpplicatorful  Candeptin  Vaginal  Tablets 
:ontain  Candicidin  powder  equivalent  to 
! mg  (0  3%)  Candicidin  activity  dispersed 
n starch,  lactose  and  magnesium  stearate 
Candeptin Vagelettes Vaginal  Capsules 
:ontain  3 mg.  of  Candicidin  activity 
dispersed  in  5 gm  U.S.P.  petrolatum 
\ction:  Candeptin  Vaginal  Ointment, 

/aginal  Tablets,  and  Vagelettes  Vaginal 
Capsules  possess  anti-monilial  activity. 
Indications:  Vaginitis  due  to  Candida 
ilbicans  and  other  Candida  species 
Contraindications:  Contraindicated  for 
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females.  As  one  of  our  major  aims  is  to  pro- 
mote early  diagnosis,  we  were  encouraged 
that  53.4  per  cent  of  all  cases  reported  were 
localized  in  stage  at  time  of  diagnosis— 48.9 
per  cent  males  and  56.9  per  cent  females. 
Nearly  800  clinic  patients  were  hospitalized 
for  diagnosis  and/or  treatment  with  the  aver- 
age stay  in  the  hospital  being  11  days  at  aver- 
age cost  per  hospital  day  of  $60.25.  New  pa- 
tients numbering  1230  and  old  patients  num- 
bering 4272  were  seen  in  the  cancer  clinics  in 
18,456  clinic  visits,  and  they  received  over 
23,000  outpatient  diagnostic  services  and  treat- 
ments. 

The  Regional  Medical  Program— sponsored 
cervical  cytology  project  completed  32  months 
of  operation  on  June  30,  1971,  with  over  25,000 
Papanicolaou  smears  from  16,800  women 
being  examined.  The  tri-county  area  of  Dar- 
lington, Florence,  and  Marlboro  was  chosen 
because  deaths  from  cervical  cancer  were  rela- 
tively high— 11  per  cent  of  deaths  in  South 
Carolina  from  carcinoma  of  the  cervix  while 
having  only  6.7  per  cent  of  the  female  popula- 
tion. Sixty  cases  of  cancer  of  the  cervix  were 
found,  and  these  received  immediate  treat- 
ment. Seventy  physicians  participated  in  the 
project,  and  for  over  50  per  cent  of  the  women 
it  was  their  first  Pap  smear. 

The  cancer  detection  clinic  in  Kershaw 
County  examined  250  women  between  the 
ages  of  18  and  78  years,  and  180  abnormalities 
were  discovered  including  skin  and  cervical 
cancer. 

As  no  funds  are  available  for  hospitalization 
of  heart  clinic  patients  through  the  State 
Board  of  Health,  the  nine  heart  clinics  func- 
tion primarily  as  an  evaluation,  diagnostic, 
and  follow-up  facility.  Patients  needing  cath- 
eterization, surgery,  etc.,  are  referred  to  the 
Medical  University  Hospital  Heart  Clinic 
which  we  subsidize  financially. 

Heart  clinic  cases  having  cardiac  cath- 
eterization numbered  438,  angiograms  436, 
coronary  arteriograms  87,  cardiac  surgery  203. 
A total  of  2291  patients  (849  new  and  1442 
old)  were  seen  in  the  heart  clinics,  and  these 
patients  made  3446  clinic  visits. 

Prophylactic  medication  was  provided  to 
550  medically  indigent  patients  with  congeni- 
tal heart  disease  or  rheumatic  fever,  an  in- 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  hone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 
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For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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Greater  interstate  distribution  of  products 
caused  time-consuming  recalls  of  contamin- 
ated and  poisonous  canned  goods,  an  example 
of  which  was  the  Bon  Vivant  vichyssoise  re- 
call in  July.  Food  program  personnel  made 
1496  recall  inspections  within  a 10-day  period 
involving  many  overtime  hours  and  extra 
travel.  Because  of  the  problems  in  the  nation’s 
canning  industry  and  mass  production,  recalls 
of  this  nature  can  occur  frequently  in  the 
future. 

Survey  statistics  indicated  that  food  process- 
ing plants  and  retail  food  markets,  in  general, 
were  in  an  unacceptable  condition.  Imple- 
mentation of  the  revised  market  regulation  is 
the  beginning  of  a much-needed  comprehen- 
sive market  and  food  processing  inspection 
program. 

A total  of  1991  dairy  farm  inspections  were 
made,  and  6625  raw  milk  samples  were  col- 
lected from  producers  and  analyzed. 

Because  of  the  drastic  reduction  in  operat- 
ing funds,  the  vector  control  program  was 
handicapped  in  its  effort  to  conduct  a mean- 
ingful program.  The  small  operating  budget 
for  1971  was  not  sufficient  to  meet  emergency 
situations,  purchase  insecticides,  and  properly 
maintain  the  vehicles  on  the  program. 

Rules  and  regulations  on  sanitary  landfills 
and  collection  and  transfer  of  garbage  and 
refuse  have  been  passed,  with  the  former 
going  into  effect  July  1,  1972,  and  the  latter 
on  January  1,  1972.  The  staff  has  made  exten- 
sive promotional  efforts  and  has  assisted  the 
responsible  parties  toward  meeting  these 
deadlines.  Meetings  have  been  held  with  16 
county  delegations,  15  county  commissioners, 
25  county  councils,  82  county  officials,  63  city 
officials,  4 civic  groups,  6 planning  councils, 
and  seven  heavy  equipment  manufacturers. 
Two  seminars  have  been  held  with  a com- 
bined participation  of  approximately  450.  A 
total  of  173  open  dumps  have  been  inspected, 
19  dumps  closed,  51  proposed  sanitary  landfill 
sites  inspected,  23  citizen  complaints  handled, 
and  4 sanitary  landfills  approved.  Eight  train- 
ing courses  are  being  taught  in  various  Tech- 
nical Education  Centers  by  our  personnel. 

Construction  permits  were  issued  for  new  or 
expanded  water  facilities  for  170  subdivisions, 
55  schools,  5 motel  complexes,  82  district  or 


municipal,  24  mobile  home  parks,  40  govern- 
ment projects,  11  hospitals  or  nursing  homes, 
and  8 industrial  installations.  Fluoride-adding 
installations  inspected  numbered  45,  and  424 
samples  were  collected.  Progress  is  being 
made  with  the  Environmental  Protection 
Agency  in  study  of  possible  defluoridation  in 
some  areas,  and  462  samples  were  collected. 
Sixty  of  the  103  water  plant  laboratories  were 
inspected  with  33  meriting  certification,  and 
24,043  water  samples  were  collected  and  ana- 
lyzed for  bacterial  contamination  and  1246  for 
chemical  quality. 

Sanitary  surveys  made  on  natural  bathing 
area  watersheds  number  127,  and  this  re- 
sulted in  the  reclassification  of  several  streams. 
Weekly  inspections  were  made  on  974  public 
swimming  pools  during  the  swimming  season. 
Rules  and  regulations  were  revised  on  public 
pools  to  keep  pace  with  new  technology  and 
equipment,  and  9137  samples  were  collected 
for  bacteriological  analysis  as  compared  to 
7842  last  year.  Of  these,  11.5  per  cent  were 
positive  and  27  per  cent  showed  heavy  non- 
coliform  growth. 

The  shellfish  sanitation  program  continued 
to  operate  in  an  efficient  and  health-oriented 
manner.  The  FDA  awarded  a state  rating  of 
98.1  per  cent  — the  highest  ever  attained  by 
South  Carolina.  The  patrol  was  granted 
powers  tli i s year  comparable  to  law  enforce- 
ment officials,  which  helped  to  gain  this  high 
rating. 

The  Bureau  of  Laboratory  Services  and  Re- 
search is  concerned  with  the  development  and 
evaluation  of  new  diagnostic  techniques  and 
the  improvement  of  laboratory  proced- 
ures throughout  the  state  by  providing  con- 
sultation, training,  and  proficiency  testing  for 
the  laboratories  of  South  Carolina.  It  was 
awarded  a grant  of  $32,000  from  the  South 
Carolina  Regional  Medical  Program  for  the 
continuing  education  of  laboratory  personnel 
of  the  state.  The  purpose  of  The  Neivslctter  of 
the  Bureau  of  Laboratory  Services  and  Re- 
search is  to  disseminate  information  to  all  lab- 
oratories in  the  state  regarding  current  disease 
trends,  problems  in  public  health,  and  new 
methods  of  techniques,  laboratory  diagnosis, 
and  as  an  announcement  of  courses  and  work- 
shops. 
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Quality  control  is  a method  or  methods 
used  to  test  the  efficiency  and  reliability  of 
reagents,  chemicals,  techniques,  and  instru- 
ments used  in  making  laboratory  determina- 
tions, and  an  intensive  quality  control  pro- 
gram was  instituted  for  the  laboratory  with  a 
full-time  person  assigned  to  assure  that  all 
results  from  this  laboratory  are  accurate.  The 
laboratory  participated  in  proficiency  testing 
programs  available  from  the  Center  for  Dis- 
ease Control  and  the  College  of  American 
Pathologists,  and  staff  members  attended  con- 
tinuing education  courses  and  workshops  to 
maintain  their  diagnostic  acumen. 

The  workload  in  the  regional  laboratories 
increased  48  per  cent  in  1971.  The  new  lab- 
oratory facility  in  the  Charleston  County 
Health  Department  was  staffed  with  a medical 
technologist,  and  diagnostic  services  were  in- 
stituted in  support  of  the  clinics.  The  regional 
laboratories  are  now  examining  cultures  for 
Neisseria  gonorrhoeae  so  that  this  improved 
diagnostic  method  is  available  close  to  the 
clinic.  In  addition,  an  increased  number  of 
serological  tests  for  syphilis,  water,  and  milk 
examinations  are  performed  in  the  local  lab- 
oratories. 

Tire  newly  available  Transgrow  medium  for 
the  growth  of  Neisseria  gonorrhoeae  has  been 
distributed  to  county  health  departments  for 
use  in  the  family  planning  and  prenatal  clinics 
resulting  in  the  finding  that  approximately  10 
per  cent  of  these  patients  are  asymptomatic 
carriers  of  this  disease.  Laboratory  service  for 
gonorrhea  cultures  is  now  available  in  the 
Anderson,  Charleston,  Florence,  and  Green- 
ville Regional  Laboratories  as  well  as  in  Co- 
lumbia. 

The  increased  workload  in  virology  is  com- 
posed primarily  of  rubella  serology.  Since  the 
rubella  vaccine  was  licensed  in  1969,  most 
South  Carolina  physicians  are  interested  in  the 
immune  status  of  their  patients  in  the  child- 
bearing age  group.  In  1968  when  the  test  was 
perfected,  531  examinations  for  this  disease 
were  done,  and  19,003  examinations  were  done 
in  1971.  This  is  a classic  example  of  last  year’s 
research  project  becoming  today’s  routine 
diagnostic  procedure. 

South  Carolina  has  enjoyed  the  unique  dis- 
tinction in  the  United  States  of  not  having  any 


evidence  of  rabies  in  domestic  or  wild  animals 
since  1967  when  two  bats  were  found  to  be 
rabid.  In  1971,  however,  20  rabid  bats  were 
found. 

Two  of  the  most  significant  innovations  in- 
stituted at  the  State  Park  Health  Center  Lab- 
oratory during  the  past  year  involve  the  bac- 
teriological diagnosis  of  tuberculosis.  A carbon 
dioxide  incubator  is  now  used  for  the  initial 
incubation  of  mycobacteria  cultures.  This 
method  shortens  the  length  of  time  required 
for  growth  of  M.  tuberculosis  and  enhances 
the  recovery  of  this  organism;  thus,  more  or- 
ganisms are  isolated  in  a shorter  period  of 
time.  Second,  a fluorescent  microscope  was 
purchased  for  the  examination  of  sputum 
smears  because  fluorescent  microscopy  per- 
mits more  rapid  screening  of  slides  for  myco- 
bacteria. With  the  use  of  both  techniques, 
the  hospitalization  time  of  the  patient  may  be 
reduced  substantially  by  providing  the  phy- 
sician with  laboratory  data  more  rapidly. 

Determinations  performed  on  water  to 
which  the  public  was  exposed  either  as  drink- 
ing water  or  in  recreational  pursuits  numbered 
46,064.  In  1971,  1046  samples  of  oyster-bearing 
waters  were  analyzed  for  bacteriological  con- 
taminants as  compared  with  218  in  1970.  In- 
creased sampling  of  these  waters  was  done  at 
the  request  of  the  Federal  Drug  Administra- 
tion. Also  performed  were  6224  examinations 
for  heavy  metals  on  environmental  samples. 
This  includes  complete  monitoring  of  rivers, 
streams,  lakes,  and  fish  from  natural  water- 
sheds for  mercury  contamination.  Also  con- 
ducted were  396  toxicological  investigations 
of  lead,  arsenic,  pesticides,  and  drugs  on 
tissue  samples  submitted  by  physicians,  hos- 
pitals, and  state  agencies. 

Pesticide  residues  and  other  special  chemi- 
cal determinations  were  conducted  in  coopera- 
tion with  the  Pollution  Control  Authority,  and 
also  in  cooperation  with  the  Medical  Univer- 
sity of  South  Carolina,  the  Wildlife  Resources 
Department,  and  the  Water  Resources  Com- 
mission. 

Drug  screens  on  tissues  and  toxicological 
specimens  for  diagnostic  purposes  are  con- 
ducted by  our  laboratory,  with  all  samples 
involved  in  illegal  drug  traffic  or  in  which 
criminal  action  may  be  suspected  being  sent  to 
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patriarchs  of  public  health  in  South  Carolina 
whose  careers  of  approximately  40  years  each 
were  dedicated  to  improving  the  health  of  the 
people.  Where  we  are  today  in  public  health 
we  owe  to  leaders  like  these. 

W.  Wyman  King,  M.  D.,  Chairman 

Medical  Advisory  Committee  to 

The  South  Carolina  Vocational 
Rehabilitation  Department 

( Subcommittee  of  the  Committee  on 
Cooperative  Activities ) 

The  South  Carolina  Medical  Association 
Medical  Advisory  Committee  to  the  Voca- 
tional Rehabilitation  Agency  met  in  Columbia, 
February  17,  1972.  The  meeting  was  attended 
by  supporting  personnel  from  the  Agency  as 
follows:  Dr.  Dill  D.  Beckman,  Commissioner; 
Mr.  Joe  S.  Dusenbury,  Assistant  Commis- 
sioner, Field  and  Case  Services;  Mr.  T.  E. 
Ringer,  Jr.,  Assistant  Commissioner,  Adminis- 
tration and  Special  Services;  Mr.  C.  J.  Collins, 
Supervisor,  Rehabilitation  Services  Division; 
Mr.  B.  J.  Marett,  Supervisor,  Disability  Deter- 
mination Division;  Mr.  James  McClary,  Super- 
visor, Workshops  and  Facilities  Division;  Mr. 
George  L.  Cleckler,  Division  Supervisor,  VR- 
PS  Program;  and  Miss  Willie  Bush  Deason, 


Strother  Pope,  M.  D. 
Secretary 


die  State  Law  Enforcement  Division  lab- 
oratory. 

Governor  John  C.  West  has  expressed 
specific  interest  in  providing  health  insurance 
coverage  to  state  employees.  Dr.  Harold  P. 
Hope,  Dr.  John  Booker,  Dr.  Ira  B.  Horton, 
Dr.  Aycock,  and  Mr.  M.  L.  Meadors  were  ap- 
pointed to  this  committee  with  legislators  and 
consumers  of  health  services.  It  has  promises 
of  being  a vehicle  through  which  we  can  im- 
prove the  health  needs  of  the  people.  It  will 
be  worked  out  between  the  consumers,  the 
doctors,  and  the  legislators. 

The  governor  has  appointed  a Committee 
on  Child  Development  to  study  the  health, 
social,  and  education  aspects  and  what  we 
can  do  to  improve  these  conditions.  Dr. 
Aycock  is  chairman  of  this  Committee.  The 
governor  also  appointed  a committee  to  im- 
prove substandard  housing  in  the  state,  and 
the  State  Board  of  Health  is  represented  on 
that  committee  by  Dr.  Aycock. 

Requests  by  the  Department  of  Mental  Re- 
tardation and  the  Department  of  Mental 
Health  for  the  sexual  sterilization  of  13  per- 
sons were  approved. 

We  were  all  saddened  by  the  deaths  of 
Dr.  G.  S.  T.  Peeples  and  Dr.  Leon  Banov,  both 


J.  Howard  Stokes,  M.  D. 
Treasurer 
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Staff  Assistant.  Committee  members  attending 
were  as  follows:  Dr.  Albert  F.  Aiken,  Dr. 
Charlton  P.  Armstrong,  Dr.  E.  Kenneth 
Aycoek,  Dr.  Richard  M.  Christian,  Dr.  Elgar 
P.  Ellis,  Jr.,  Dr.  Peter  C.  Gazes,  Dr.  Harry  J. 
Metropol,  Dr.  J.  Kilgo  Webb,  and  Dr.  A. 
Frank  Weir,  Jr. 

The  committee  heard  Dr.  Dill  D.  Beckman, 
Commissioner  of  the  Rehabilitation  Agency, 
on  the  subject  of  budget  and  legislation.  He 
discussed  participation  of  Rehabilitation  in 
the  renal  dialysis  program  in  the  State.  Drs. 
Weir,  Armstrong,  and  Gazes  made  pertinent 
remarks  regarding  this  program.  In  addition, 
Dr.  Beckman  cited  the  act  passed  in  1971  by 
the  South  Carolina  State  Legislature  which  ! 
outlines  the  hemo-dialysis  program  in  South 
Carolina  as  follows: 

“The  Medical  University  of  South  Caro- 
lina is  hereby  designated  as  the  agency  for 
the  purchase,  distribution  and  administra- 
tion of  hemo-dialysis  machines  for  the  treat- 
ment of  kidney  diseases.  The  University 
shall  purchase  and  distribute  to  hospitals  or 
to  individuals,  if  deemed  advisable,  as  many 
machines  as  are  necessary  for  the  treatment 
of  the  citizens  of  this  State  and  which  may 
be  purchased  from  funds  made  available 
for  such  purposes.  The  State  Agency  of 
Vocational  Rehabilitation  shall  cooperate 
with  the  Medical  University  in  this  program 
and  shall  sponsor  individuals  found  eligible 
under  the  Vocational  Rehabilitation  Pro- 
gram provided  funds  are  made  available 
for  such  sponsorship.” 

Next,  Dr.  Peter  Gazes  addressed  the  group 
on  the  cardiovascular  facility  at  the  Medical 
University.  He  gave  credit  to  the  South  Caro- 
lina Rehabilitation  Agency  for  supplying 
essential  monies  for  sophisticated  equipment 
for  the  facility.  He  emphasized  the  large  vol- 
ume of  work  done  in  the  catheterization  lab- 
oratory, particularly,  since  the  advent  of  cor- 
onary artery  bypass  surgery. 

The  Chairman  discussed  the  Emory  Re- 
gional Rehabilitation  and  Training  Center.  It 
was  emphasized  that  this  center  was  available 
for  the  South  Carolina  Rehabilitation  for  prob- 
lem solving,  instruction  and  research.  Other 
formal  instructional  groups  of  special  or- 
ganizations were  mentioned,  particularly,  the 
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Pre-Safe® 

(chlorphentermine  HC1) 

CAUTION:  Federal  law  prohibits  dispensing  wilhout 
prescription. 

Indications:  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  (i.e.,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine  oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended.  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions:  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss.  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction  In  prescribing  this  drug 
lor  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 

CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses.  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 

WARNER-CHILCOTT 

Division,  Warner-Lambert  Company 
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Pre-Sate®  (chlorphentermine  HCl)...the  increasingly  practical  appetite  suppressant 


r lor  the 
practical 
generation 
Pre-Sale 

(chlorphentermine 

the  trend  is 
toward  our  kind 
of  anorectic 

Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 


1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 


In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  noi 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 
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Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


ifections  caused  by  susceptible  strains 
f pneumococci,  streptococci,  and 
^;aphylococci,  including  penicillin- 
jbsistant  strains.  Staphylococcal  strains 
bsistantto  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
^covered.  Before  initiating  therapy, 
ijlture  and  susceptibility  studies  should 
1 2 performed.  Lincocin  has  proved 
liluable  in  treating  patients  hyper- 
linsitive  to  penicillin  or  cephalosporins, 
I nee  Lincocin  does  not  share 
itigenicity  with  these  compounds, 
owever,  hypersensitivity  reactions 
ive  been  reported,  some  of  these  in 
tients  known  to  be  sensitive  to 
nicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


If  ell  tolerated  at  infusion  site:  Lincocin 
litra venous  infusions  have  not 
4'oduced  local  irritation  or  phlebitis, 
fien  given  as  recommended.  Lincocin 
i usually  well  tolerated  in  patients  who 
b hypersensitive  to  other  drugs, 
evertheless,  Lincocin  should  be  used 
utiously  in  patients  with  asthma  or 
nificant  allergies. 


i patients  with  impaired  renal  function, 
lb  recommended  dose  of  Lincocin 
ould  be  reduced  to  25—30%  of 
Mi  dose  for  patients  with  normal 
fcjiney  function.  Its  safety  in 
2gnant  patients  and  in  infants 
s than  one  month  of  age  has 
tbeen  established. 


ncocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
iltable  over  a wide  pH  range,  it  is 
si  table  for  incorporation  in 
.^ravenous  infusions;  it  also  may  be 


Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 

Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 

Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

*Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 

“Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  mondial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimonifial  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatmer 
Skin  and  mucous  membranes—  Skin  rashf 
urticaria,  vaginitis,  and  rare  instances  of  e 
foliative  and  vesiculobullous  dermatitis  ha 
been  reported.  Liver— Although  no  directi 
lationship  to  liver  dysfunction  is  establishe 
jaundice  and  abnormal  liver  function  te: 
(particularly  serum  transaminase)  have  be 
observed  in  a few  instances.  Cardiovascul 
—Instances  of  hypotension  following  pare 
teral  administration  have  been  reporte 
particularly  after  too  rapid  IV  administi 
tion.  Rare  instances  of  cardiopulmonary  < 
rest  have  been  reported  after  too  rapid  1 
administration.  If  4.0  grams  or  more  admi 
istered  IV,  dilute  in  500  ml  of  fluid  a 
administer  no  faster  than  100  ml  per  hoi 
Special  senses— Tinnitus  and  vertigo  ha 
been  reported  occasionally.  Local  reactic 
—Excellent  local  tolerance  demonstrated 
intramuscularly  administered  Lincoc 
(lincomycin  hydrochloride).  Reports  of  p: 
following  injection  have  been  infreque 
Intravenous  administration  of  Lincocin 
250  to  500  ml  of  5%  glucose  in  disti? ) 
water  or  normal  saline  has  produced 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg  and  500  i 
Capsules— bottles  of  24  and  100.  Ster 
Solution,  300  mg  per  ml— 2 and  10  ml  vi 
and  2 ml  syringe.  Syrup.  250  mg  per  5 
—60  ml  and  pint  bottles. 

For  additional  product  information,  cons 
the  package  insert  or  see  your  Upjo 
representative. 

MED  B-6-S  (KZL-7)  JA71-16 

The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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Harold  Hope,  M.  D. 
Chairman  of  Council 


American  College  of  Physicians  instructional 
conference  for  internists  at  the  Mayo  Clinic. 

During  the  discussion  period,  a number  of 
programs  for  facilities  were  discussed.  Dr. 
Aycock  and  Dr.  Beckman  commented  on  the 
State  Park  Health  Center. 

No  action  was  required  by  the  committee 
and  no  special  recommendations  were  made 
by  the  committee  to  the  South  Carolina  Re- 
habilitation Agency. 

An  organizational  meeting  of  the  committee 
was  held  and  Dr.  J.  Kilgo  Webb  was  elected 
chairman  of  the  committee  to  replace  the 
present  chairman,  Dr.  Ben  N.  Miller. 

Ben  N.  Miller,  M.  D.,  Chairman 


Mediation  Committee 

Five  (5)  cases  were  reviewed  by  the  Media- 
tion Committee  during  the  past  year.  One  of 
these  cases  was  referred  to  the  Peer  Review 
Committee.  The  other  four  (4)  were  handled 
by  correspondence  to  the  apparent  satisfaction 
of  the  parties  involved. 

Because  of  the  light  load  this  year,  it  was 
not  necessary  for  our  Committee  to  meet  as  a 
group. 

Robert  S.  Solomon,  M.  D.,  Chairman 


Memorial  Committee 

There  has  been  no  activity  in  the  Memorial 
Committee  this  year. 

Robert  W.  Patton,  M.  D.,  Chairman 

Peer  Review 

During  1971,  this  Committee  met  on  ten 
(10)  occasions  to  consider  several  matters  of 
dispute  and  to  formulate  advice  to  the  Asso- 
ciation relative  to  peer  review. 

It  is  the  finding  of  this  Committee  that  con- 
tinual medical  peer  review,  through  the  estab- 
lishment and  maintenance  of  generally  accept- 
able “norms”  or  “guidelines”  of  medical  care, 
offers  a convenient  and  effective  means  of 
continual  professional  education. 

It  is  the  finding  of  this  Committee  that, 
from  time  to  time,  third  party  carriers,  patients 
and  physicians  alike  may  be  abused  or  victim- 
ized and  that  rectification  and  prevention  of 
such  instances  under  present  mechanisms  of 
adjudication  are,  at  best,  time  consuming  and 
are  occasionally  impossible. 

It  is  the  opinion  of  this  Committee  that  the 
interests  of  the  medical  profession  can  best  be 
served  through  a closer  union  of  all  physicians 
to  more  clearly  define  standards  of  all  aspects 
of  medical  care,  interpret  policy  of  govern- 
mental agencies  and  to  advise  governmental 
agencies  and  all  “third  party”  interests  of  the 
opinions  of  the  medical  profession  regarding 
all  aspects  of  the  provision  of  medical  care. 

This  Committee,  then,  recommends  the  en- 
dorsement and  approval  of  the  concept  of 
continual  peer  review  as  a means  of  providing 
the  greatest  degree  of  protection  to  all,  to  pro- 
mote continual  medical  education,  to  adjudi- 
cate all  disputes  relative  to  medical  care  and 
to  effectively  unite  the  members  of  our  profes- 
sion in  the  formulation  and  presentation  of 
authoritative  opinions  regarding  all  aspects  of 
medical  care. 

This  Committee  further  recommends  that 
such  peer  review  be  accomplished,  in  so  far  as 
is  practicable,  at  the  “local”  level  through  the 
general  participation  of  all  physicians  to  estab- 
lish local  peer  review  committees  in  coopera- 
tion with  County  Medical  Societies  and  hos- 
pital staffs;  that  such  local  peer  review  com- 
mittees be  charged  with  the  responsibility  of 
advising  all  physicians  of  the  “norms”  or 
“guidelines”  to  be  published  by  the  Associa- 
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tion;  that  these  local  peer  review  committees 
from  time  to  time  advise  the  State  Peer  Re- 
view Committee  relative  to  any  aspect  of  peer 
review;  that  these  local  peer  review  commit- 
tees be  authorized  to  review  any  matter  re- 
ferred to  them  relative  to  the  practice  of  medi- 
cine and  to  approve,  in  the  name  of  the  Asso- 
ciation, all  medical  activities  that  are  within 
the  established  “norms”  or  “guidelines”;  and 
that  the  local  peer  review  committees  refer  all 
matters  in  which  the  “norms”  or  “guidelines” 
of  medical  care  may  have  been  breached  to 
the  pertinent  Peer  Review  Board. 

This  Committee  further  recommends  that 
each  formally  organized  branch  of  medicine 
in  South  Carolina  be  asked  to  establish  a 
“Peer  Review  Board”,  that  such  Peer  Review 
Boards  be  responsible  for  the  definition  and 
maintenance  of  the  norms  or  guidelines  per- 
tinent to  that  branch  of  medicine,  that  such 
Norms  and  revisions  thereof  be  provided  to 
the  Association  for  publication  and  distribu- 
tion, that  the  Peer  Review  Boards  be  author- 
orized  to  receive  and  to  review  any  matter 
referred  to  them  by  the  Local  Peer  Review 
Committees,  that  the  Peer  Review  Boards  be 
authorized  to  approve  in  the  name  of  the  Asso- 
ciation all  medical  activities  that  are  within 


Thomas  Parker,  M.  D. 
Delegate  to  A.  M.  A. 


the  established  norms  or  guidelines,  that  the 
Peer  Review  Boards  refer  all  matters  in  which 
the  norms  may  have  been  breached  to  the 
State  Peer  Review  Committee,  and  that  the 
Peer  Review  Boards  from  time  to  time  advise 
the  State  Peer  Review  Committee  relative  to 
any  aspects  of  peer  review. 

This  Committee  further  recommends  that 
the  State  Peer  Review  Committee  receive  and 
review  all  matters  referred  to  it  by  the  Peer 
Review  Boards,  and  that  the  State  Peer  Re- 
view Committee  be  authorized  to  render 
opinions  concerning  all  referred  matters  in  the 
name  of  the  Association,  and  that  such  opin- 
ions be  subject  to  appeal  by  any  interested 
parties  to  the  Mediation  Committee  of  the 
SCMA. 

This  Committee  further  recommends  that 
the  Association  move  toward  enactment  of 
such  State  legislation  as  is  necessary  to  pro- 
vide appropriate  immunity  for  all  participants 
in  peer  review  activities. 

Michael  F.  Patton,  M.  D.,  Chairman 


Public  Relations  Committee 

Activities  of  the  Public  Relations  Committee 
for  1971-72  have  been  cuch  the  same  as  those 
of  the  preceding  years.  A continuing  series  of 


John  Hawk,  M.  D. 
Delegate  to  A.  M.  A. 
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30-second  television  spots  giving  brief  prac- 
tical medical  advice  has  been  well  received 
by  the  major  television  stations  of  the  state. 
A new  spot  is  provided  each  month.  The 
venture  has  been  supported  financially  by  the 
Association  and  the  S.  C.  Regional  Medical 
Program  at  very  little  cost. 

The  weekly  articles  on  medical  subjects, 
mostly  written  by  the  chairman,  are  appar- 
ently still  welcomed  by  14  newspapers  of  the 
state,  including  the  major  papers.  Comments 
on  these  indicate  that  they  are  well  received. 
Assistance  from  the  members  of  the  Associa- 
tion in  providing  articles  would  be  very  much 
appreciated. 

These  two  programs  are  aimed  at  indicating 
to  the  public  that  the  Association  has  its  health 
at  heart.  The  committee  believes  that  these 
endeavors  are  worthwhile,  and  recommends 
their  continuation. 

The  committee  has  had  no  success  in  de- 
signing a general  program  aimed  at  improving 
the  public  image  of  the  profession.  It  believes 
that  good  individual  performance  by  members 
of  the  Association  is  the  key  factor.  Yet  some- 
thing might  be  accomplished  by  an  effective 
speakers  bureau,  through  which  talks  on  a 
variety  of  subjects,  clinical  or  medical  politi- 


Harrison Peeples,  M.  D. 
Alternate  Delegate  to  A.  M.  A. 
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cal,  might  be  offered  to  any  organization  wish- 
ing to  have  speakers.  Earlier  efforts  along  this 
line  have  not  been  to  successful,  but  a sus- 
tained push  might  be  fruitful.  The  services  of 
Mr.  Richard  Pugh  could  be  utilized  to  ad- 
vantage in  promoting  this  effort. 

The  Annual  Midwinter  Meeting  of  County 
Society  Officers,  held  in  February,  created 
much  fruitful  discussion  of  Foundations  for 
Medical  Care.  Tiis  worthwhile  meeting 
should  be  continued. 

Your  chairman  attended  a meeting  in  Co- 
lumbia of  a panel  of  the  South  Carolina  Hos- 
pital Association,  which  judged  entries  in  its 
press  awards  for  newspaper  articles  on  health 
care. 

The  committee  suggests  that  the  activities 
of  the  Public  Information  subcommittee  of  the 
Public  Relations  Committee  be  made  separate 
from  the  general  committee.  The  general 
committee  might  devote  itself  to  measures 
aimed  at  improving  the  public  image  of  the 
profession.  Costs  for  operation  of  the  Public 
Information  Committee  could  be  estimated  at 
about  $1,500-$  1,800  a year  for  secretarial  help, 
copying  of  articles,  preparations  of  television 
spots,  postage  and  minor  expenses. 

Joseph  I.  Waring,  M.  D.,  Chairman 


C.  Tucker  Weston,  M.  D. 
Alternate  Delegate  to  A.  M.  A. 
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EXHIBITORS 


ASTRA  PHARMACEUTICAL  PRODUCTS, 
INC. 

Information  and  descriptive  literature 
pertaining  to  Xylocainc®  (lidocaine)  and 
Citanest®  (prilocaine)  local  and  topical  anes- 
thetics, and  the  intravenous  use  of  Xvlocaine 
in  the  treatment  of  life-threatening  cardiac 
arrhythmias  will  be  available  at  the  Astra 
booth. 


BRISTOL  LABORATORIES 

You  are  cordially  invited  to  visit  our 
exhibit  reflecting  Bristol’s  leadership  and 
enduring  commitment  to  the  manufacturer 
of  life-saving  antibiotics. 

For  your  consideration,  the  following 
Bristol  antibiotics  are  featured:  Versapen® 
(hetacillin)  ; Tetrex®  (tetracycline  phosphate 
complex)  ; Kantrex®  (kanamycin  sulfate)  ; 
Prostaphlin®  (sodium  oxacillin)  ; Brista- 
mvcin®  (erythromycin  stearate)  ; Salutensin® 
(hydroflumethiazide,  reserpine  and  protov- 
eratrine  A)  ; and  Naldeeon®  (antihistamine 
decongestant). 

Our  Representatives  welcome  the  oppor- 
tunity to  answer  yoiir  inquiries. 


THE  R.  L.  BRYAN  COMPANY 

The  R.  L.  Bryan  Company  will  participate 
with  exhibits  in  copying  systems  and  audio 
visual  instructional  systems. 


COLUMBIA  BRACE  SHOP 

1800  Taylor  St.,  Columbia,  S.  C.  29201 


EDISON  VOICE  WRITER  DIVISION 

1530-B  E.  Boulevard,  Charlotte,  N.  C.  28203 


EDUCATIONAL  AIDS  PUBLISHING 
COMPANY 

Glen  Cove  & Voice  Rds.,  Carle  Place,  N.  Y. 

11514 


FLOYD  BRACE  COMPANY 

234  Calhoun  St.,  Charleston,  S.  C.  29401 


GEIGY  PHARMACEUTICALS 

Ardsley,  N.  Y. 


HOECHST  PHARMACEUTICAL 
COMPANY 

Rt.  202-200  N.,  Somerville,  N.  J.  08876 


LAKESIDE  LABORATORIES,  INC. 

Lakeside  Laboratories,  Inc.  exhibit  will  in- 
clude Cantil,  Imferon,  Ircon  FA,  Mercuhy- 
drin,  Metahvdrin,  Metatensin,  Norpramin, 
the  Iron  Learning  System  and  the  Depres- 
sion Learning  System. 

LANIER  BUSINESS  PRODUCTS 

The  products  to  be  exhibited  are  as  fol- 
lows : 

Nyematic  Dictation  System 
Stenocord  Dictation  System 
Gray  Dictation  System 
Reminder  Portable  Dictation  System 
Lanier  1100  Portable  Dictation  System 


ELI  LILLY  AND  COMPANY 

Indianapolis,  Ind.  46206 


MEAD  JOHNSON  & COMPANY 

Evansville,  Ind.  47721 


PFIZER  LABORATORIES 

4360  Northeast  Expressway, 
Chamblee,  Ga.  30341 


ORTHO  PHARMACEUTICAL 
CORPORATION 

Raritan,  N.  .1.  08869 


WM.  P.  POYTHRESS  & COMPANY,  INC. 

Richmond,  Va.  23261 


PALMEDICO,  INC.,  ETHICAL 
PHARMACEUTICALS 

PALMEDICO  invites  you  to  visit  Exhibit 
Space  No.  13.  Our  fine  line  of  pharmaceuti- 
cals are  designed  for  the  busy  physician,  and 
we  welcome  your  questions. 
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PARKE,  DAVIS  & COMPANY 

Joseph  Campau  at  the  River, 
Detroit,  Mich.  48232 

POWERS  & ANDERSON  OF  S.  C.,  INC. 

P.  0.  Box  353,  Columbia,  S.  C.  29202 


REED  AND  CARNRICK 
PHARMACEUTICALS 

Kenilworth,  N.  J.  07033 


SANDOZ  PHARMACEUTICALS 

Rt.  10,  East  Hanover,  N.  J.  07936 


SCHERING  CORPORATION 

SCHERING  LABORATORIES  invites  you 
to  visit  their  exhibit,  Booth  Space  #41, 
where  their  representatives  will  be  avail- 
able to  discuss  with  you  any  questions  you 
may  have  on  GARAMYCIN(R)  Injectable, 
ETRAFON  (R),  VALISONE(R),  DRIXO- 
RAL(R),  AFRIN(R),  CELESTONE  (R) 
SOLUSPAN(R),  Injection  or  any  other 
Schering  product. 


SEALY  OF  THE  CAROLINAS,  INC. 

Lexington,  N.  C.  27292 


G.  D.  SEARLE  & CO. 

You  are  cordially  invited  to  visit  the 
SEARLE  booth  where  our  representatives 
will  be  happy  to  answer  any  questions  re- 
garding Searle  Products  of  Research. 

Featured  will  be  information  on  OVU- 
LEN®.  DEMULEN®,  ENOVID®,  ALDACTA- 
ZIDE®,  FLAGYL®,  LOMOTIL®,  PRO-BAN- 
THTNE®  and  other  drugs  of  interest. 


SOUTH  CAROLINA  REGIONAL 
MEDICAL  PROGRAM 

80  Barre  St.,  Charleston,  S.  C.  29401 


STUART  PHARMACEUTICALS 

3360  E.  Foothill  Blvd., 
Pasadena,  Calif.  91109 


WINCHESTER  SURGICAL  SUPPLY 
COMPANY 

“Carolinas’  House  of  Service” 
Distributors  of  KNOWN  BRANDS  of 
PROVEN  QUALITY 
WE  SERVICE  WHAT  AVE  SELL 
'Serving  the  Medical  Profession  of  South 
Carolina  since  1919.  This  will  be  our  51st 
consecutive  meeting  to  attend  and  exhibit. 

AVe  invite  you  to  visit  our  Booth  No.  12 
where  you  can  see  and  examine  the  latest  in 
Instruments  and  Scientific  Apparatus. 
Emory  Floyd,  Ray  Jackson  and  R.  Murphy 
Conder  will  be  there  to  greet  you. 


WYETH  LABORATORIES 

AVyeth  will  feature  . . . 

OA7RAL®  (each  tablet  contains  0.5  mg.  nor- 
gestrel  with  0.05  mg.  ethinyl  estradiol) 
AAryeth,  Tablets. 

0VRAL®-28  (21  white  OArRAL®  tablets  each 
containing  0.5  mg.  of  norgestrel  and  0.05  mg. 
of  ethinyl  estradiol  and  7 pink  inert  tablets). 
TITBEX®  Closed  Injection  System,  AA7yeth, 
sterile  cartridge-needle  units. 

SERAX®  (oxazepam)  Wyeth,  Capsules  10, 
15,  30  mg.  — Tablets  15  mg. 

TTNIPEN®  (sodium  nafcillin)  AVyeth,  Cap- 
sules and  Injection. 
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Youngs  Hearing  Aid  Service  _ 193 


What  makes 
a good 
hearing  aid 

GREAT? 


The  man  who  does  the  fitting. 


There  are  a lot  of  good  hearing  aids  on  the 
market,  but  how  well  you  hear  with  any  aid  depends 
to  a great  degree  on  the  ability  of  the  hearing  aid 
dealer  to  properly  “fit”  the  correct  aid  for  your 
individual  hearing  problem. 

The  services  offered  by  your  MAICO  dealer 
reflect  Maico’s  30-year  record  of  integrity  and  experi- 
ence, willingness  to  stand  behind  their  product,  and 
the  care  and  thoroughness  with  which  Maico  selects 
and  trains  dealers  to  serve  the  hard  of  hearing.  Your 
Maico  dealer  is  a good  man  to  know  if  you  have  a 
hearing  problem. 

You  can  rely  on  MAICO— “Most  Respected  Name 
in  Hearing.” 

“For  Audiometers  and  Sound  Rooms” 


22  MAICO 


Young’s  Hearing  Aid  Service 
1607  Brabham  Avenue 
Columbia,  S.  C.  29202 
253-7085 

Young’s  Hearing  Aid  Service 
511  W.  Palmetto  Street 
Florence,  S.  C. 

662-1211 


Young’s  Hearing  Aid  Service 
800  Pendleton  Street 
Greenville,  S.  C. 

232-1007 

Melton  Hearing  Aid  Center 
326  King  Street 
Charleston,  S.  C.  29402 
772-1219 


ANNUAL  SOUTHERN 
OBSTETRICAL  AND 
GYNECOLOGICAL  SEMINAR 

The  Annual  Southern  Obstetrical  and 
Gynecological  Seminar  will  be  held  at 
the  Grove  Park  Inn,  Asheville,  North 
Carolina,  on  July  23-28  and  subjects  will 
cover  a broad  field  of  obstetrics  and 
gynecology. 


Dr.  George  T.  Schneider,  Secretary 
Southern  Obstetrical  and 
Gynecological  Seminar 
Ochsner  Clinic 
1514  Jefferson  Highway 
New  Orleans,  Louisiana  70121 
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In  Swimm 
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a re  a pt  to  encou  nter  a u ra  I 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


Furacin  Otic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brand  of  nitrofurazone, 
0 375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bacterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrane  is  intact. 

FURACIN  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active  against 
a variety  of  gram-positive  and  gram-negative  organisms.  Activity 
versus  Pseudomonas  sp.  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  active  against  Candida  (Monilia)  albicans 


Precautions:  Sensitization  may  occur  with  prolonged  use  and  is 
more  likely  to  develop  in  eczematous  otitis  externa.  To  minimize 
such  reactions  (a)  limit  application  to  a week  or  less,  and  (b)  avoid 
use  of  excessive  amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatomo,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  15  cc.  with  dropper. 


®Originators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacol  Company 
NORWICH,  NEW  YORK  13815 
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Librium 

(chlordiazepoxide  HCI) 

and  effectiveness 
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The  antianxiety  effectiveness  of  Librium  (chlor- 
diazepoxide HCI)  has  been  demonstrated  in  more 
than  a decade  of  varied  use.  Librium  usually  pro- 
vides prompt,  dependable  relief  of  mild  to  severe 
clinically  significant  anxiety.  It  is  indicated  when 
reassurance  and  counseling  are  not  enough  and 
until,  in  the  physician’s  judgment,  anxiety  has 
been  reduced  to  tolerable,  appropriate  levels. 


been  drowsiness,  ataxia,  and  confusion,  par,jtjcu-( 
larly  in  the  elderly  and  debilitated.  (J 


VJT 


Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage.  (See  Warnings  in 
summary  of  prescribing  information.) 


Safety:  An  excellent  clinical  record.  In  general 
use,  the  most  common  side  effects  reported  have 


Concomitant  use:  Is  used  as  adjunctive  anti- 
anxiety therapy  concomitantly  with  certain  spe-s 
cific  medications  of  other  classes  of  drugs,  such  as 
cardiac  glycosides,  antihypertensive  agents, 
diuretics,  anticoagulants,  anticholinergics  and 
antacids.  Although  clinical  studies  have  not  estab 
lished  a cause  and  effect  relationship,  physicians 
should  be  aware  that  variable  effects  on  blood  co- 
agulation have  been  reported  very  rarely  in 
patients  receiving  oral  anticoagulants  and  chlor- 
diazepoxide hydrochloride. 


in  relief  of  clinically 
significant  anxiety 


Librium 

(chlordiazepoxide  HCI 


5-mg,IO-mg,  25-mg  capsules 
up  to  IOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  revers 
ble  in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob 
served  at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reporter 
Also  encountered  are  isolated  instances 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  am 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low-volt# 
fast  activity)  may  appear  during  and  aft< 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasioi 
ally,  making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 

Supplied:  Librium  capsules  containing 
5 mg,  10  mg  or  25  mg  chlordiazepoxide 
HCI.  Libritabs®  tablets  containing  5 mg, 
10  mg  or  25  mg  chlordiazepoxide. 


onruc  \ Roche  Laboratories 
HOCHt  / Division  of  Hoffmann-La  Rochel 
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The  negative  j)ower  of  undue  anxiety 
in  congestive  heart  failure... 


This  man  thinks  he  can  no  longe 


Typical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  svmptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 
Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 
Concomitant  use  with  primary  agents 
ibritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
dmgs^jch  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
nticc  igulants,  whenever  excessive  anxiety 
or  em  /tional  tension  adversely  affects  the 
clinic  al  condition  or  response  to  therapy. 
A.lth  augh  clinical  studies  have  not  estab- 
ished  a cause  and  effect  relationship,  phy- 
iicians  should  be  aware  that  variable  effects 
>n  blood  coagulation  have  been  reported 
rery  rarely  in  patients  receiving  oral  anti- 
oagulants  and  chlordiazepoxide  HC1. 


The  positive  power  of 

Libritabs 

(chlordiazepoxide) 

5-mg,  10-mg,  25-mg  tablets 

t.i.d./q.i.d. 

up  to  100  mg  daily 

for  severe  anxiety 
accompanying 
bngestive  neart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low- voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied : Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 
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Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Mayl957 

The  age  of  semi-synthetic  penicillins 
begins  at  Beecham  Research  Laboratories. 


m 


The  crucial  experiment:  conve  rsion 
of  6-aminopenicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  We’ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


Prescribe  the  discoverer’s  brandst 

Totacillirf  ampicillin  trihydrate 
Pyopen  disodium  carbenicillin 
Bactociir  sodium  oxacillin 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals 


Need  we  say  more? 


Div.  of  Beecham  Inc.,  Bristol,  Tennessee  37620 


□Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  2 50  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin.  OPyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin.  DBactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 
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are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


FuracinOtic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brand  of  nitrofurazone, 
0 375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bacterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrane  is  intact. 

FURACIN  (nitrofurazone)  ond  Micofur  (nifuroxime)  are  active  against 
a variety  of  gram-positive  and  gram-negative  organisms.  Activity 
versus  Pseudomonas  sp.  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  active  against  Candida  (Monilia)  albicans. 


Precautions:  Sensitization  may  occur  with  prolonged  use  ond  is 
more  likely  to  develop  in  eczematous  otitis  externa.  To  minimize 
such  reactions  (a)  limit  application  to  a week  or  less,  and  (b)  avoid 
use  of  excessive  amounts  which  may  run  down  the  foce 
This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  15  cc.  with  dropper. 
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rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


tant  Note:  This  drug  is  not  a simple  analgesic, 
t administer  casually.  Carefully  evaluate  patients 
i starting  treatment  and  keep  them  under  close 
/ision.  Obtain  a detailed  history,  and  complete 
:al  and  laboratory  examination  (complete 
jram,  urinalysis,  etc.)  before  prescribing  and  at 
int  intervals  thereafter.  Carefully  select  patients, 
ng  those  responsive  to  routine  measures,  con- 
icated  patients  or  those  who  cannot  be  observed 
mtly.  Warn  patients  not  to  exceed  recommended 
e.  Short-term  relief  of  severe  symptoms  with 
lallest  possible  dosage  is  the  goal  of  therapy. 
ie  should  be  taken  with  meals  or  a full  glass  of 
3atients  should  discontinue  the  drug  and  report 
Jiately  any  sign  of:  fever,  sore  throat,  oral 
s (symptoms  of  blood  dyscrasia);  dyspepsia, 
stric  pain,  symptoms  of  anemia,  black  or  tarry 
or  other  evidence  of  intestinal  ulceration  or 
rrhage,  skin  reactions,  significant  weight  gain  or 
3.  A one-week  trial  period  is  adequate.  Discon- 
in  the  absence  of  a favorable  response.  Restrict 
lent  periods  to  one  week  in  patients  over  sixty. 
itions:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
latoid  spondylitis. 

aindications:  Children  14  years  or  less;  senile 
its;  history  or  symptoms  of  G.l.  inflammation  or 
ition  including  severe,  recurrent  or  persistent 
psia;  history  or  presence  of  drug  allergy;  blood 
asias,  renal,  hepatic  or  cardiac  dysfunction; 
lension;  thyroid  disease:  systemic  edema; 
ititis  and  salivary  gland  enlargement  due  to  the 
polymyalgia  rheumatica  and  temporal  arteritis; 
its  receiving  other  potent  chemotherapeutic 

s,  or  long-term  anticoagulant  therapy. 

ngs:  Age,  weight,  dosage,  duration  of  therapy, 
nee  of  concomitant  diseases,  and  concurrent 
t chemotherapy  affect  incidence  of  toxic  reac- 
Carefully  instruct  and  observe  the  individual 

t,  especially  the  aging  (forty  years  and  over) 
ave  increased  susceptibility  to  the  toxicity  of  the 
Use  lowest  effective  dosage.  Weigh  initially 
lictable  benefits  against  potential  risk  of  severe, 
atal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 
(BJ98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  information. 
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Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 
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Though  Talwin®  can  be  compared 
to  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
for  prolonged  periods  face  fewer  of 
the  consequences  you’ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information. ) 


a new  outlook  in 

chronic 


Contraindications :Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used'with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


pain 

.M.  of  moderate  to  severe  intensity 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal : nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea. 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope, 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acute 
CNS  Manifestations  under  WARNINGS) ; and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic : sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other : rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  is 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increased 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi- 
tion to  analgesia,  aspirin  can  be  administered  concomitantly  with 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil- 
dren under  12  years  of  age  is  limited,  administration  of  Talwin  in 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  received 
Talwin  orally  for  prolonged  periods  have  not  experienced  with- 
drawal symptoms  even  when  administration  was  abruptly  discon- 
tinued (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  has 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  and 
kidney  function  have  revealed  no  significant  abnormalities  after 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  over- 
dosage has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  other 
supportive  measures  should  be  employed  as  indicated.  Assisted  or 
controlled  ventilation  should  also  be  considered.  Although  nalor- 
phine and  levallorphan  are  not  effective  antidotes  for  respiratory 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par- 
enteral naloxone  (Narcan®,  available  through  Endo  Laboratories)  is 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par- 
enteral administration  of  the  analeptic,  methylphenidate  (Ritalin®), 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contains 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mg. 
base.  Bottles  of  100. 

lfl//rrtfjrop  1 Winthrop  Laboratories,  New  York,  N.  Y.  10016  (1583) 

50  mg.Tablets 

Talwin 

brand  of  • 

PCtllQZOCinC  (as  hydrochloride) 

the  long-range  analgesic 
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.iterary 

temorrhoids 


s.  S.R.,  47,  high  school  English 
ocher.  A history  of  anorectal 
tin  and  burning  of  several 
ars'  duration.  On  and  off 
sight  reducing  diets,  the 
ufficient  bulk  of  which  has 
jjgravated  a chronic 
Instigation  problem.  Sub- 
huent  straining  at  stool  has 
ecipitated  an  acute 
Jisode  of  internal-external 
ilmorrhoids. 


atypical 

proctological 

patient 


to  help 

relieve  the  pain, 
itching, 

burning  associated 
with  this  and 
similar  anorectal 
conditions 


prescribe 


Inusol 


Ju 

^hemorrhoidal 
I suppositories 

with  hydrocortisone 
acetate 


Each  suppository  contains  hydrocortisone 
acetate  10  mg,  bismuth  subgallate  2.25%. 
bismuth  resorcin  compound  1.75%.  benzyl 
benzoate  1.2%,  Peruvian  balsam  1.8%,  zinc 
oxide  11.0%,  and  boric  acid  5.0%,  plus  the 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  color- 
ing in  a bland  hydrogenated  vegetable 
oil  base. 

Precaution  Prolonged  or  excessive  use  of 
Anusol-HC  might  produce  systemic  cortico- 
steroid effects.  Symptomatic  relief  should, 
not  delay  definitive  diagnosis  or  treatment. 
Dosage  and  Administration  Anusol-HC: 
One  suppository  in  the  morning  and  one  at 
bedtime  for  3 to  6 days  or  until  the  inflam- 
mation subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedtime, 
and  one  immediately  following  each 
evacuation. 


And  for  long-term 

patient  comfort. ..recommend 

Anusol®  hemorrhoidal 
suppositories. 

Each  suppository  contains 
the  ingredients  of 
Anusol-HC  without  the 
hydrocortisone. 
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When  you  prescribed 

Orinase 


14  years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessary 
for  optimal  control  with  insulin  are  also  necessary  with  Orinase. 
The  patient  on  Orinase  must  be  fully  instructed:  about  the 
nature  of  his  disease;  how  to  prevent  and  detect  complications; 
how  to  control  his  condition;  not  to  neglect  dietary  restrictions, 
develop  a careless  attitude  or  disregard  instructions  relative  to 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  in-  1 
fection;  how  to  recognize  and  counteract  impending  hypogly-  j 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  how 
to  use  insulin;  and  to  report  to  the  physician  immediately  if  he 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  of  ; 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  trial  i 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazide  '; 
diuretics  are  administered  which  may  result  in  aggravation  of  J 
diabetic  state  and  increased  tolbutamide  requirement,  tempo-" 
rary  loss  of  control,  or  even  secondary  failure;  treating  patient?}; 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  maP p 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hypo-  r 
glycemia  which  may  require  corrective  therapy  over  several!" 
days;  and  treating  patients  with  severe  trauma,  infection,  orsur-j/ 
gical  procedures  where  temporary  return  to  insulin  or  addition  j3 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  dimin-M 
ished  in  patients  receiving  therapy  with  beta  blocking  agents  :'; 

As  some  diabetics  are  not  suitable  candidates,  it  is  essential};' 
that  the  physician  familiarize  himself  with  the  indications,  limits  -: 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  andw 
during  the  initial  test  period  should  communicate  with  the  physi  ^ 

VT" 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
•ably  had  quite  a bit  of  clinical  experience 
Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know'  quite  a 
bout  it. 

On  the  one  hand,  you  know  that  diet 
weight  control  are  the  initial  and  essential 
dations  for  the  management  of  adult- 
t,  non-ketotic  diabetes.  W hen  these 
;ures  prove  satisfactory,  no  additional 
ipy  is  indicated.  On  the  other  hand,  you 
e that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  w hen  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  mav  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase’ 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


daily,  and  during  the  first  month  report  at  least  once  weekly 
tysical  examination  and  definitive  evaluation.  After  a month, 
inations  are  recommended  monthly  or  as  indicated.  Ap- 
tnce  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
'ing  or  persistent  elevation  of  blood  sugar,  or  failure  to 
n and  hold  clinical  improvement  indicate  nonresponsive- 
to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
taining  standard  diet  regulation.  Uncooperative  patients 
Id  be  considered  unsuitable  for  therapy.  Prescriptions  should 
stilled  only  on  specific  instruction  of  physician.  In  treating 
asymptomatic  diabetic  patients  with  abnormal  glucose 
ance,  glucose  tolerance  tests  should  be  obtained  at  three- 
c-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
'or  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
ates  or  in  diabetes  complicated  by  acidosis  or  coma  where 
in  is  indispensable. 

phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
riate  package  literature  should  be  consulted, 
verse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
occur  and  may  mimic  acute  neurologic  disorders  such  as 
oral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
ise,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
nal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
a and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
s,  oxyphenbutazone,  salicylates,  probenecid,  monamine 
ise  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
yramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
ase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


Upjohn 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

© 1971  The  Upjohn  Company  JA71-1495  MED  B-5-S  LAO-6 


ALCOHOLISM 


DRUG  ADDICTION 


And  Other  Drug  Dependency  Conditions 


WilLuitywcuf,  capital 


A unique  original  program  of  recovery  with  a different  approach. 
For  information  or  to  admit  patients  contact : 


WILLINGWAY  HOSPITAL 

John  Mooney,  Jr.,  M.D. 
Medical  Director 

311  Jones  Mill  Road 

P.  0.  Box  508,  Statesboro,  Georgia  30458 

(912)  764-6236 

Member  Georgia  Hospital  Association 

Dorothy  R.  Mooney 
Administrator 

Specifically  formulated  with 
vitamins  and  minerals  important 
in  the  treatment  of  anemia 


PHASE  1 

Enhanced  Absorption 

Each  tablet  provides  1 1 5 mg 
elemental  ironasthe  highly 
absorbable  ferrous  fumarate  plus  600 
mg  of  Vitamin  C. 


PHASE  2 

Erythrocyte  Formation 

Each  tablet  provides  Vitamin  B12 
(25  meg)  and  Folic  Acid  (1  mg)  to 
replace  deficiencies. 


PHASE  3 

Premature  Hemolysis 

Each  tablet  provides  Vitamin  E,  which 
may  be  involved  in  lessening  red 
blood  cell  fragility. 


For  common  anemias 
as  well  as  problem  ones 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Each  tablet  contains: 
Vitamin  C (Ascorbic  Acid) 

600  mg. 

Vitamin  B12  (Cobalamin 
Concentrate,  N.F.) 

25  meg. 

Intrinsic  Factor  Concentrate 

75  mg. 

Folic  Acid 

1 mg. 

Vitamin  Efb-AlphaTocopheryl 
Acid  Succinate) 

30  Int.  Units 

Elemental  Iron  (as  present  in 
350  mg.  of 
Ferrous  Fumarate) 

115  mg. 

Dioctyl  Sodium 
Sulfosuccinate  U.S.P. 

50  mg. 

Dosage:  One  Tablet  Daily. 
Available  in  Bottles  of  30  Tablets. 
On  Your  Prescription  Only. 


Precautions:  Some  patients  affected  with  pernicious  anemia  may  not  respond  to  orally 
administered  Vitamin  B,2  with  intrinsic  factor  concentrate  and  there  is  no  known  way  to 
predict  which  patients  will  respond  or  which  patients  may  cease  to  respond.  Periodic 
examinations  and  laboratory  studies  of  pernicious  anemia  patients  are  essential  and 
recommended.  If  any  symptoms  of  intolerance  occur,  discontinue  drug  temporarily  or 
permanently.  Folic  acid,  especially  in  doses  above  1 mg.  daily,  may  obscure  pernipious 
anemia,  in  that  hematologic  remission  may  occur  while  neurological  manifestations  re- 
main progressive. 

Adverse  Reactions:  G.I.:  nausea,  vomiting,  diarrhea,  abdominal  pain.  Skin  rashes  may 
occur.  Such  reactions  may  necessitate  temporary  or  permanent  changes  in  dosage  or 
usage.  Allergic  sensitization  has  been  reported  following  both  oral  and  parenteral  admin- 
istration of  folic  acid. 


HEMATINIC  TABLETS 

Tri-Phasic  Hematinic  with  600  mg  Vitamin  C PLUS  Vitamin  E 


Specifically  formulated  with  vitamins  and  minerals 
important  in  the  treatment  of  anemias,  plus  a stool 
softener  to  counteract  the  constipating  effects  of  iron. 

LEDERLE  LABORATORIES 

^£5^  A Division  of  American  Cyanamid  Company,  Pearl  River,  New  York  1 0965  421-1 


It’s  over  30. 
Trust  it. 


Remarkably  well  tolerated. 
Highly  predictable. 

Prompt,  smooth,  gentle  action. 
Saves  your  patients  money 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM® 


Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required  for  relief  of  symptoms  of 
anxiety  or  tension  resulting  from  emotional,  physical,  or  situational  stress. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  "hangover”  and  systemic  disturbances  are  seldom  seen 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mg  t i d or  q i d 
Also  available:  BUTICAPS*  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg  , 

McNeil  Laboratories,  Inc  , Fort  Washington,  Pa  19034 

(McNEILl 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 


Dhewable 

tablets  500  m. 


o easy  to  take 
veryone  in  the  family 
will  keep  to  the 
Bgimen  you  prescribe 


mlude:  fever,  facial  flush,  chills,  conjunctival  injection, 
®;ioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(i  iluding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Siplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
inoxes  of  36,  strip  packaged,  individually  foil  wrapped; 
S;pension,  containing  500  mg  thiabendazole  per  5 cc,  in 
b ties  of  120  cc. 

Fi  more  detailed  information,  consult  your  MSD  representa- 
tn  or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 

D ision  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


MINTEZ0L®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZ0L  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


I 


Azc 

Each  tablet  contains  100  mg  phenazopyridine  HCI 

For  the  symptoms 
she’s  aware  of 

■ Urgency  ■ Frequency  ■ Dysuria 


Santanof 


0.5  Gm  sulfamethoxazole. 


For  the  infection 
you're  aware  of 


I sive  dual  action  relieves  symptoms,  controls  infection 

I Urgency,  frequency,  dysuria— these  are  the  distressing 
§toms  of  cystitis  for  which  she  wants  immediate  relief.  But 
control  of  the  infection  is  equally  important  to  both  patient 
physician.  This  is  the  situation  that  demands  dual-action  Azo 
anol:  the  analgesic  action  of  Azo  (phenazopyridine  HC1)  for 
relief  of  pain,  the  antibacterial  action  of  Gantanol® 
il  imethoxazole)  to  control  the  bladder  infection. 


qjd  antibacterial  action /around-the-clock  coverage 

§ In  from  2 to  3 hours  after  the  initial  2-Gm  adult  dose  of 


x jantanol,  therapeutic  blood  and  urine  levels  begin  to  control 
scptible  E.  coli  as  well  as  susceptible  gram-negative  and 
it -positive  pathogens.  Subsequent  b.i.d.  doses  maintain  anti- 
clrial  levels  throughout  a 24-hour  period— especially  important 
p control  bacterial  build-up  in  urine  retained  during  sleeping 
.The  usual  precautions  in  sulfonamide  therapy,  including 
enance  of  adequate  fluid  intake,  should  be  observed.  The 
common  side  effects  are  nausea,  vomiting  and  diarrhea. 

feel  better  while  she  gets  better 

s the  antibacterial  action  of  Gantanol  begins  to  control  the 
ion,  the  analgesic  action  of  the  Azo  component  starts  relieving 
mptoms  associated  with  her  infected,  inflamed  and  irritated 
er.  In  acute,  nonobstructed  cystitis— when  rapid  relief  of 
oms  and  early  control  of  infection  are  essential  — prescribe 
antanol,  the  basic  therapy  that  helps  your  patient  feel 
1 while  she  gets  better. 

cute  painful  nonobstructed  cystitis 

o Gantanol 

blet  contains  0.5  Gm  sulfamethoxazole 
0 mg  phenazopyridine  HC1. 

ic  therapy 

X Roche  Laboratories 
UuHE  x Division  of  Hoffmann-La  Roche  Inc. 
x Nutley,  N J.  07110 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 

Indications:  In  adults,  urinary  tract  infections 
complicated  by  pain  (primarily  pyelonephritis, 
pyelitis  and  cystitis)  due  to  susceptible  organisms 
(usually  E.  coli,  Klebsiella- Aerobacter,  Staphylococcus 
aureus,  Proteus  mirabilis,  and,  less  frequently, 

Proteus  vulgaris)  in  the  absence  of  obstructive 
uropathy  or  foreign  bodies.  Important  Note: 

Carefully  coordinate  in  vitro  sulfonamide  sensitivity 
tests  with  bacteriologic  and  clinical  response.  Add 
aminobenzoic  acid  to  culture  media  for  patients 
already  taking  sulfonamides.  Increasing  frequency  of 
resistant  organisms  currently  is  a limitation  of  the 
usefulness  of  antibacterial  agents.  Blood  levels  should 
be  measured  in  patients  receiving  sulfonamides  for 
serious  infections,  since  there  may  be  wide  variations 
with  identical  doses;  12  to  15  mg/ 100  ml  is  considered 
optimal  for  serious  infections;  20  mg/ 100  ml  should 
be  the  maximum  total  sulfonamide  level,  as  adverse 
reactions  occur  more  frequently  above  this  level. 
Contraindications:  Children  below  age  12;  sul- 
1 fonamide  hypersensitivity;  pregnancy  at  term 
iJ  and  during  nursing  period.  Contraindicated  in 
J glomerulonephritis,  severe  hepatitis,  uremia,  and 
<1  pyelonephritis  of  pregnancy  with  gastrointestinal 
' s disturbances,  because  of  phenazopyridine  HC1 
component. 

f W'arnings:  Safe  use  in  pregnancy  has  not  been 
established,  and  teratogenicity  potential  has  not  been 
thoroughly  investigated.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and  other 
blood  dyscrasias  have  been  reported;  clinical  signs 
such  as  sore  throat,  fever,  pallor,  purpura  or  jaundice 
may  be  early  indications  of  serious  blood  disorders. 
Complete  blood  counts  and  urinalysis  with  careful 
microscopic  examination  should  be  performed 
frequently  during  sulfonamide  therapy. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  latter, 
hemolysis,  a frequently  dose-related  reaction,  may 
occur.  Maintain  adequate  fluid  intake  to  prevent 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias: 
agranulocytosis,  aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura, 
hypoprothrombinemia  and  methemoglobinemia; 
allergic  reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injection, 
photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  anorexia, 
pancreatitis  and  stomatitis;  C.N.S.  reactions: 
headache,  peripheral  neuritis,  mental  depression, 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo 
and  insomnia;  and  miscellaneous  reactions:  drug 
fever,  chills,  toxic  nephrosis  with  oliguria  and  anuria, 
polyarteritis  nodosa  and  L.E.  phenomenon.  Due  to 
certain  chemical  similarities  with  some  goitrogens, 
diuretics  (acetazolamide  and  thiazides)  and  oral 
hypoglycemic  agents,  sulfonamides  have  caused  rare 
instances  of  goiter  production,  diuresis  and 
hypoglycemia.  Cross-sensitivity  with  these  agents 
may  exist. 

Dosage:  Usual  adult  dosage  for  acute,  painful 
phase  of  urinary  tract  infection  is  4 tablets  initially, 
then  2 tablets  morning  and  evening.  If  pain  persists 
beyond  seven  days,  causes  other  than  infection  should 
be  sought.  After  relief  has  been  obtained,  continued 
treatment  with  Gantanol  (sulfamethoxazole)  may 
be  considered. 

NOTE:  Patients  should  be  told  that  the  orange-red 
dye  (phenazopyridine  HC1)  will  color  the  urine  soon 
after  ingestion. 

How  Supplied:  Tablets,  each  containing  0.5  Gm 
sulfamethoxazole  and  100  mg  phenazopyridine  HC1, 
bottles  of  100  and  500. 


“Sorry,  Sire,  but 
‘ DicarbosiV  hasn't 
been  invented  yet." 


Dicarbosil 

ANTACID 


Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


The  right  school  makes 
all  the  difference 


At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere. 

We  offer 

A co  educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12. 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college;  14  National  Merit 
Semi-Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  funl 

Enrichment  and  excellence  — including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 


Flexibility  — with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 


Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming, 

Woodward  Academy 

For  further  information  write  or  call: 

Director  of  Admissions/ P 0.  Box  87190 
College  Park,  Ga  30337  / Tel.  AC  404-761-8881  1 


Pre-Sate® 

(chlorphentermine  HCI) 

CAUTION:  Federal  law  prohibits  dispensing  without 
prescription. 

Indications:  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  ( / . e . , several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction. 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine  oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect; 
discontinue  the  drug.  Tolerance  to  the  anorectic 
effect  may  develop.  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment. 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly. Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine  hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions:  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss  Pre-Sate  (chlor- 
phentermine  hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness.  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses  Cardiovascular:  tachy- 
cardia, palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition  Others:  Paresthesias,  sural  spasms 
Dosage  and  Administration:  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard. 

How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
65  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 


WARNER-CHFLCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 


(chlorphentermine 

the  trend  is 


toward  our  kind 
of  anorectic 


Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 

Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-edncation 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Satej  (chlorphentermine  HCl)...the  increasingly  practical  appetite  suppressant 


One  of 
the  familiar 
line  of 

Cordran 

flurandrenolide 

products 


4 meg- 
per  »«•  *"’• 

H 


J4  i" 


(60«" 


<S^ 


Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information 
available  to  the 
profession  on  request. 
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DRIP  INFUSION  PYELOGRAPHY  WITH  DELAYED 
DRAINAGE  FILMS  IN  URINARY  TRACT  OBSTRUCTION 

J.  ERNEST  LATHEM,  M.D. 

R.  MAXIE  McCOY,  M.D. 

Greenville,  S.  C. 


The  technique  of  drip  infusion  excretory 
urography  and  its  advantages  have  been  well 
documented.1'3  A similar  and  valuable  tech- 
nique of  repeated  injections  has  also  been 
shown  to  be  of  considerable  value  in  many 
instances.  This  technique  was  first  conceived 
by  Dr.  H.  H.  Forsythe  Winchell  and  Dr.  J.  A. 
Arata  in  1964/  Since  that  time,  the  technique 
has  been  standardized  and  now  is  in  wide- 
spread use. 

Drip  infusion  pyelography  has  demon- 
strated good  visualization  in  special  cases  in 
which  routine  amounts  of  contrast  solution 
result  in  inadequate  visualization.5  Prominent 
among  such  clinical  problems  are  urinary 
tract  trauma,  uremia,  and  undiagnosed  ab- 
dominal pain.  In  addition  to  the  collecting 
system,  drip  infusion  nephrography  has  been 
recommended  for  improved  visualization  of 
the  renal  position,  size  and  shape. 

We  recommend  drip  infusion  pyelography, 
with  exposure  of  delayed  drainage  films,  to 
establish  the  site  of  ureteral  obstruction. 
Delayed  drainage  films  extending  up  to  72 
hours  have  been  helpful  in  locating  the  exact 
site  of  obstruction,  thus  restricting  instru- 


Figure  1 — A representative  film  from  an  IVP 
using  30  cc  of  contrast  material  (Case  One) 
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DRIP  INFUSION  PYELOGRAPHY 


Figure  2 — Kidney  area  of  an  eight  hour  de- 
layed film  using  300  cc  of  25  per  cent  Hypaque 
(Case  One) 


mentation  in  patients  with  suspected  ureteral 
obstruction. 

Method 

Thirty-five  patients  with  symptoms  and 
laboratory  findings  suggesting  ureteral  colic 
were  studied.  These  patients  received  an  in- 
fusion of  300  ml  of  25  per  cent  Hypaque 
during  a 15  minute  period.  First  films  were 
obtained  five  minutes  after  the  infusion  was 


Figure  3 — Same  as  Figure  2,  except  kidney, 
ureter  and  bladder  area  visible 
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complete  and  exposures  were  continued  at 
intervals  until  all  contrast  material  was 
excreted  or  a diagnosis  was  obtained. 

Cases 

Case  1:  A 78  year  old  male  with  a history  of 
persistent  nausea  and  vomiting  had  a 25  pound 
weight  loss  over  a three  week  period.  Tire  initial 
BUN  was  57  mg/ 100.  An  IVP  using  30  cc  of  con- 
trast material  was  given  at  a neighboring  hospital 
(Figure  1.)  A diagnosis  of  nonvisualization  of  the 
kidney  with  probable  left  ureteral  stone  and  cal- 
cified lymph  node  in  the  left  periaortic  region  was 
made.  The  patient  was  transferred  and  a repeat  BUN 
was  64  mg/ 100.  An  infusion  pyelogram  using  300 
ml  of  25  per  cent  Hypaque  was  done  (Figures  2 and 
3.)  The  “calcified  lymph  node”  was  found  to  be  a 
large  stone,  and  bilateral  hydro-ureterosis  secondary 
to  urinary  tract  obstruction  was  confirmed.  Delayed 
films  through  eight  hours  (Figure  3)  were  needed 
to  obtain  the  proper  diagnosis.  The  ureteral  calculus 
was  removed,  and  postoperative  convalescence  was 
satisfactory.  The  patient  also  had  advanced  car- 
cinoma of  the  prostate,  with  infiltration  accounting 
for  the  ureteral  dilatation. 

Case  2:  A 50  year  old  male  had  an  acute  onset  of 
right  flank  pain  and  hematuria.  An  initial  diagnosis  of 
a ureteral  stone  was  made.  An  IVP  three  years  pre- 


Figure  4 — Thirty  minute  post  infusion  film 

(Case  Two) 
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viously  had  been  normal.  The  infusion  pyelogram 
with  delayed  drainage  films  over  a 12  hour  period 
confirmed  ureteral  obstruction  and  hydronephrosis 
(Figures  4-7).  The  site  of  obstruction  was  in  the  mid- 
ureter, and  a filling  defect  also  was  noted  in  the 
proximal  ureter.  Cytological  examination  of  the  urine 
revealed  abnormal  cells  and  leukoplakia  of  the  caly- 
ceal system  and  ureter. 

Case  3:  A 43  year  old  male  developed  acute  left 
flank  pain  and  discomfort  with  microscopic  hema- 
turia. An  infusion  pyelogram  revealed  delayed  drain- 
age of  the  left  kidney  to  the  extent  that  at  the  end  of 
20  minutes  only  a nephrogram  was  visible  (Figure  8.) 
Delayed  films  through  12  hours  were  necessary  to 
confirm  distal  ureteral  obstruction  (Figures  9 and  10.) 
The  distal  ureteral  stone  was  spontaneously  passed 
two  days  later.  This  is  an  excellent  example  of  con- 
firming the  site  of  obstruction  and  thus  avoiding 
cystoscopy  and  retrograde  pyelography. 

Case  4:  A 36  year  old  male  was  seen  in  consulta- 
tion complaining  of  increasingly  severe  left  lower 
quadrant  pain  which  had  been  present  for  approxi- 
mately 24  hours.  Microscopic  hematuria  was  pres- 
ent, and  an  infusion  pyelogram  was  done.  Initial 
films  showed  delayed  drainage  on  the  left  side,  and 
an  upright  film  revealed  obstruction  in  the  distal 
ureter  (Figure  11.)  The  patient  subsequently  passed 
this  small  distal  ureteral  stone  without  surgical  inter- 
vention, cystoscopy  or  retrograde  pyelography. 


Figure  5 — Eight  hour  post  infusion  film  (Case 
Two) 


Figure  6 — Twelve  hour  post  infusion  film 
(Case  Two) 


m 


Figure  7 — Eighteen  hour  post  infusion  film 
(Case  Two) 
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Figure  12  — Thirty  minute  film  (Case  Five) 


Case  5:  A 60  year  old  male  had  an  onset  of  left 
flank  pain  18  hours  before  being  seen  in  consultation. 
He  had  microscopic  hematuria.  The  30  minute  film 
of  his  infusion  pyelogram  (Figure  12)  reveals  a 
nephrogram  on  the  left  side  with  a normal  right  upper 
urinary  system.  The  two-hour  film  (Figure  13)  shows 
increasing  density  of  the  nephrogram  on  the  left  side. 
At  four  hours,  on  a post  voiding  film  (Figure  14), 
distal  ureteral  obstruction  on  the  left  side  can  be 
seen.  Some  residual  contrast  material  in  the  bladder  is 
also  noted.  At  eight  hours  (Figure  15)  there  is 
dilatation  of  the  left  calyceal  system  and  ureter.  A 
diagnosis  of  small  distal  left  ureteral  stone  and  partial 
lower  urinary  tract  obstruction  secondary  to  pros- 
tatic enlargement  was  made.  This  stone  was  passed 
without  surgical  intervention.  The  patient  later  had 
a retropubic  prostatectomy  because  of  lower  urinary 
tract  obstructive  symptoms  and  residual  urine,  as 
demonstrated  by  the  above  pyelogram. 

Case  6:  A 32  year  old  male  was  admitted  to  the 
hospital  with  symptoms  of  left  ureteral  colic.  The 
infusion  pyelogram  revealed  a stone  present  in  the 
distal  left  ureter  and  a duplicated  collecting  system 
on  the  right  side.  The  60  minute  film  (Figure  16) 
gave  an  excellent  anatomical  demonstration  of  the 
duplication  which  revealed  both  ureters  joining  at  the 
level  of  the  iliac  vessels.  The  patient  subsequently 
had  the  ureteral  stone  rmoved,  and  no  treatment  was 


indicated  for  the  duplicate  collecting  system  on  the 
right  side. 

Results 

Thirty-five  patients  with  findings  suggest- 
ing ureteral  obstruction  were  evaluated  in  this 
study.  Of  these,  nine  had  the  exact  diagnosis 
confirmed  during  the  initial  20  minute  period 
of  evaluation.  Two  additional  patients  had  the 
diagnosis  confirmed  during  the  first  three 
hours  of  follow-up.  Twenty  others  had  a 
definitive  diagnosis  dining  the  three  to  24 
hour  period.  Three  required  over  24  hours.  In 
one  case,  the  site  of  obstruction  could  not  be 
localized  by  this  technique. 

No  complications  were  encountered  during 
the  infusion  and  immediate  postinfusion 
period.  No  serious  allergic  reactions  were 
present. 

Discussion 

Drip  infusion  urography  with  delayed  films 
has  enabled  us  to  localize  the  site  of  ureteral 
obstruction  in  patients  that  previously  re- 
quired retrograde  pyelograms  in  order  to 


Figure  13  — Two  hour  film  (Case  Five) 
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Figure  14  — Four  hour  film  (Case  Five) 
establish  the  site  of  obstruction.  This  tech- 
nique has  been  particularly  useful  in  our  geo- 
graphic location  where  ureteral  calculi  are 
more  common  than  in  any  other  area  in  the 
country.0  Many  patients  with  typical  ureteral 
cohc  show  only  nephrograms  during  the 
period  of  routine  intravenous  pyelogram 
evaluation. 

Drip  infusion  urography  has  enabled  us  to 
diagnose  the  precise  site  of  lueteral  obstruc- 
tion. As  a result,  one  can  more  accurately 
follow  the  patient’s  clinical  progress  and  plan 
for  any  indicated  surgery.  Retrograde  pyelo- 
grams  (and  the  potential  hazard  associated 
with  this  procedure ) are  rarely  necessary  now 
that  drip  infusion  urography  with  delayed 
drainage  films  is  being  used  routinely  in  all 
patients  with  symptoms  of  ureteral  obstruc- 
tion. 

We  have  confirmed  the  findings  of  previous 
authors  indicating  well  outlined  anatomical 
architecture  of  the  upper  urinary  tracts  and 
have,  in  addition  reaped  benefits  from  follow- 
ing these  patients  for  definitive  evaluation  of 
the  ureter. 
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Summary 

The  value  of  drip  infusion  urography  is 
well  demonstrated.  Delayed  films  using  this 
technique  have  enabled  us  to  localize  the 
site  of  ureteral  obstruction  in  cases  that 
would  have  required  retrograde  pyelograms 


using  “routine”  dosages  and  the  usual  timing 
of  intravenous  pyelography.  The  need  for 
retrograde  pyelograms  to  establish  the  site  of 
obstruction  using  this  technique  is  almost  non- 
existent. 
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PHYSICIAN  FILES  FRAUDULENT 
APPLICATIONS 

A physician  charged  with  fraud  under  the 
Medicare  regulations  could  be  prosecuted 
under  one  of  two  possible  statutes,  according 
to  a federal  appellate  court. 

The  physician  was  accused  of  filing  false 
and  fraudulent  applications  for  payment  of 
professional  services  rendered  Medicare  pa- 
tients under  the  Social  Security  Act.  He  was 
prosecuted  under  a provision  which  made  it  a 
felony  to  give  false  information  to  an  agency 
of  the  U.S.  Government. 


The  physician  claimed  that  he  should  have 
been  prosecuted  under  another  statute  which 
made  it  a misdemeanor  to  give  false  informa- 
tion for  use  in  determining  rights  to  payment 
under  certain  Medicare  benefits. 

In  affirming  the  conviction,  the  court  held 
that  the  facts  of  the  offense  indicated  that  the 
physician  could  have  been  charged  under 
either  statute.  Therefore,  it  was  not  error  for 
the  prosecutor  to  bring  the  charges  under  the 
felony  statute.— U.S.  v.  Chakmakis,  449  F.2d 
315  (C.A.5,  July  13,  1971;  rehearing  denied, 
Nov.  23,  1971) 
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SELF-INFLICTED  OCULAR  INJURY 
ASSOCIATED  WITH  DRUG  USE 


Innumerable  problems  have  arisen  with  the 
advent  of  rather  extensive  usage  of  psy- 
chedelic drugs,  and  somewhat  unique  among 
these  have  been  cases  of  self-enucleation  of 
eyes.  Rosen  and  Hoffman1  reported  two  cases 
of  self-enucleation  following  LSD  usage,  and 
in  their  literature  review  found  only  10  prior 
cases  not  associated  with  LSD  usage  had  been 
reported  of  self-enucleation.  It  is  likely  that 
more  cases  have  occurred  associated  with  LSD 
usage  and  not  yet  reported  as,  for  example,  a 
similar  problem  was  described  in  the  non- 
medical news  media.2  Both  of  the  above 
reported  cases  involved  young  individuals 
who  enucleated  their  right  eyes.  It  was  pos- 
tulated that  both  had  experienced  guilt  in 
relation  to  sexual  experiences  prior  to  psy- 
chotic episodes  associated  with  LSD  which 
subsequently  led  to  their  self-enucleation. 
Both  referred  to  the  Biblical  Verse:  “And  if 
thy  right  eye  offend  thee,  pluck  it  out  and 
cast  it  from  thee.  . .”  (Matthew  5:29),  as 
explanation  for  their  behavior. 

This  case  report  presents  certain  similarities 
to  the  above  reported  cases,  however,  this  pa- 
tient enucleated  both  eyes,  and  presented  the 
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additional  very  real  threat  to  cut  off  his  right 
hand  as  well.  The  event  occurred  in  con- 
nection with  drug  usage  and  was  associated 
with  a psychotic  episode  precipitated  by  LSD 
usage.  After  initial  detoxification  and  surgical 
care,  a severe  reactive  depression  of  psychotic 
proportions  developed  leading  to  the  concern 
that  total  suicide  rather  than  focal  mutilation 
was  imminent.  The  treatment  approach  and 
outcome  is  summarized  below. 

Case  Report:  This  20-year-old  single  male 
college  student  was  admitted  to  the  Hall  Psy- 
chiatric Institute  with  a history  of  drug  use, 
including  psychedelics,  over  a three-year 
period.  Upon  admission  he  was  actively  psy- 
chotic, and  this  was  felt  to  have  been  chemi- 
cally induced  as  a result  of  LSD  usage.  Prior 
to  drug  usage  he  was  described  as  demon- 
strating adequate  development  of  social  and 
interpersonal  skills,  as  well  as  adequate  aca- 
demic achievement.  Approximately  3 years 
prior  to  admission,  and  associated  with  drug 
usage,  he  experienced  an  episode  in  which 
he  was  restrained  by  the  police.  At  that  time 
he  apparently  was  found  running  in  circles 
and  yelling,  and  in  the  ensuing  struggle  sus- 
tained chemical  burns  from  either  Mace  or 
tear  gas  about  the  eyes  and  face.  Over  the 
period  of  drug  usage  he  became  more  pre- 
occupied with  religious  thoughts  and  showed 
increasing  psychiatric  symptoms,  including 
ideas  of  reference.  For  several  months  prior 
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to  admission  he  became  involved  with  various 
sub-cultural  sects  and  began  verbalizing  con- 
cern over  confusion  about  his  religious  doc- 
trinaire, as  well  as  demonstrating  pre-occupa- 
tion with  sexual  matters.  This  eventually  led 
to  a private  hospitalization  three  months 
before  his  admission  to  the  Institute,  at  which 
time  die  patient  had  thoughts  of  blinding  him- 
self and  of  cutting  off  his  right  hand.  He 
connected  these  thoughts  to  guilt  feelings 
about  sex  and  to  the  Biblical  reference  men- 
tioned above  (Matthew  5:29,  30:  “And  if  thy 
right  eye  offend  thee,  pluck  it  out  and  east  it 
from  thee,  and  if  thy  right  hand  offend  thee, 
cut  it  off  and  cast  it  from  thee”).  The  patient 
improved  after  several  weeks  of  private  hos- 
pitalization, but  after  returning  home,  he  again 
showed  inappropriate  behavior;  and  about  two 
weeks  before  his  admission  to  the  Institute 
enucleated  both  eyes.  The  event  occurred  at 
home  early  one  morning  with  initial  enuclea- 
tion of  one  eye.  When  a parent  discovered  this 
and  went  for  aid,  the  patient  fled  from  the 
home  and  enucleated  his  remaining  eye.  He 
was  then  readmitted  to  a local  hospital  for 
immediate  surgical  and  psychiatric  care  until 
transfer  to  this  hospital.  In  the  beginning 
phase  of  treatment  at  his  local  hospital  and  at 
the  Hall  Institute  he  continued  to  verbalize 
wishes  to  cut  off  his  right  hand.  This  was 
considered  a very  real  problem  in  formulating 
his  treatment  plan.  With  adjunctive  use  of 
antidepressants  and  increasing  amounts  of 
phenothiazines  he  began  to  show  improve- 
ment. Initial  improvement  appeared  to  be  par- 


tially associated  with  secondary  gain  attend- 
ant to  publicity  surrounding  the  event:  this 
led  to  more  than  usual  attentiveness  to  the 
patient  from  a variety  of  people  including 
other  patients.  However,  after  several  weeks, 
a severe  reactive  depression  developed  which 
assumed  psychotic  proportions  as  he  seemed 
to  develop  full  awareness  of  the  implications 
of  his  prior  action  and  the  permanent  loss  of 
his  eyesight.  At  this  point  he  was  felt  to  be 
actively  suicidal  and  unable  to  work  through 
these  problems  with  the  therapies  being  util- 
ized. He  was  then  given  a series  of  electro- 
shock treatments,  following  which  he  showed 
gradual  improvement  to  the  point  of  being 
able  to  continue  with  individual  and  group 
psychotherapies  in  addition  to  a rehabilitation 
program  that  included  instruction  provided 
by  the  State  Commission  for  the  Blind.  After 
a total  hospitalization  of  approximately  seven 
and  one  half  months,  he  improved  sufficiently 
to  be  discharged  for  further  training  at  a 
school  for  the  blind  in  another  state.  At  re- 
lease, the  patient  appeared  better  integrated 
and  showed  no  significant  evidence  of  de- 
pression. His  medications  at  discharge  in- 
cluded phenothiazines  and  an  anti-depressant. 
Several  weeks  after  discharge,  the  patient  was 
reported  to  be  adjusting  well. 
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SOME  IMMUNOLOGIC  CONSIDERATIONS  OF  CHRONIC 
PULMONARY  INFECTION  IN  CYSTIC  FIBROSIS 
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Cystic  fibrosis  of  the  pancreas  is  a disease 
of  protean  manifestations  with  involvement 
of  pancreatic,  hepatic,  digestive,  and  pul- 
monary function.  Although  it  is  recognized 
that  cystic  fibrosis(CF)  follows  a mendelian 
autosomal  recessive  inheritance  pattern,  the 
exact  genetic  biochemical  defect  has  yet  to  be 
conclusively  pinpointed.  The  most  common 
symptoms  are  due  to  obstruction  of  the 
bronchopulmonary  tree  with  super-imposed 
infection.  Such  chronic  pulmonary  infection 
leading  to  pulmonary  insufficiency  is  the  prin- 
cipal cause  of  death  in  patients  with  cystic 
fibrosis,  despite  the  aggressive  use  of  anti- 
biotics and  respiratory  inhalation  therapy. 
The  CF  patient’s  poor  response  to  chronic 
pulmonary  infection  may  reflect,  in  part,  some 
inadequacy  in  the  host’s  immune  mechanism. 
Advances  in  immunologic  techniques  during 
the  last  decade  have  enabled  investigators  to 
evaluate  the  immune  response  of  CF  patients 
in  an  effort  to  understand  the  infectious  com- 
plications of  this  disease.  It  is  the  purpose  of 
this  paper  to  discuss  briefly  the  CF  patient  s 
immune  response  to  infection. 

Before  quantitative  measurements  of  the 
immunoglobulins  in  CF  were  available,  Green 
and  o tliers,1  using  paper  electrophoresis,  in- 
vestigated the  serum  proteins  of  these  patients 
with  varying  degrees  of  disease  involvement. 
Little  change  in  the  alpha-1  and  beta  glo- 
bulins was  observed,  regardless  of  the  stage 
of  the  disease.  The  albumin  fraction,  as  often 
seen  with  chronic  infection,  was  reduced. 
More  significant,  however,  was  the  increase  in 
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gamma  globulins  which  were  elevated  pro- 
portionally to  the  severity  of  the  disease. 

It  was  not  until  1966  that  the  serum  immuno- 
globulins in  CF  were  quantitatively  measured. 
Schwartz2  reported  elevated  levels  of  IgG  and 
IgA  in  uncomplicated  CF.  Those  patients  who 
subsequently  developed  severe  pulmonary 
complications  had  very  high  IgA  levels.  In 
addition,  this  latter  group  also  had  elevated 
levels  of  IgM.  The  presence  of  increased 
immunoglobulin  levels  in  these  patients  was 
probably  the  result  of  chronic  exposure  to  a 
variety  of  endogenous  and  exogenous  anti- 
genic stimuli,  including  products  of  tissue 
destruction,  several  strains  of  bacteria,  fungi 
and  antibiotics.  Schwartz  felt  that  this  sero- 
logic hyperimmune  state  may  very  well  ex- 
plain the  relative  resistance  of  CF  patients  to 
blood  borne  infection  by  those  organisms  re- 
sponsible for  the  chronic  pulmonary  infection. 
Although  this  study  demonstrated  the  CF 
patient’s  ability  to  increase  his  serum  immuno- 
globulins when  challenged  by  various  anti- 
gens, the  data  gives  little  information  regard- 
ing the  host’s  defenses  at  particular  sites  of 
chronic  infection,  e.g.  the  respiratory  epi- 
thelium. 

Evaluation  of  the  local  immune  mechanism 
has  focussed  primarily  on  the  immunoglobulin 
content  of  certain  body  fluids.  Tomasi  and 
Ziegelbaum3  noted  that  normal  parotid  saliva 
on  immunoelectrophoresis  showed  an  un- 
usually heavy  line  near  the  gamma-lA  glo- 
bulin ’ band.  Quantitatively,  normal  parotid 
saliva  was  found  to  contain  large  amounts  of 
gamma  globulin,  such  that  the  gamma  glo- 
bulin: albumin  ratio  was  approximately  six 
times  greater  than  that  of  the  serum.  The 
majority  of  this  gamma  globulin  was  immuno- 
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electrophoretic-ally  very  similar  to  IgA,  if  not 
identical  to  it.  Human  urine,  colostrum,  tears, 
bile  and  intestinal  secretions  have  also  been 
found  to  contain  significant  amounts  of  IgA 
immunologic-ally  identical  with  the  gamma 
globulin  found  in  parotid  saliva.  Density 
gradient  ultracentrifugation  of  this  gamma 
globulin  showed  a sedimentation  rate  varying 
from  7S  to  1 IS,  the  larger  portion  to  be  in  the 
1 IS  range.  The  fact  that  the  IgG:  albumin 
ratio  in  parotid  saliva  and  in  serum  was  ap- 
proximately equal  suggested  other  factors 
which  may  be  responsible  for  the  relatively 
increased  IgA  levels  in  secretion  besides 
simple  transudation  from  serum  to  external 
secretions.  These  investigators  felt  that  it  may 
be  a function  of  the  IgA  globulins  as  part  of 
the  body  defense  mechanism  to  furnish  anti- 
microbial and  perhaps  other  antibodies  to 
external  secretions.  This  could  be  accom- 
plished by  either  local  synthesis  (7S  and  1 IS 
IgA  and/or  by  selective  transport  of  IgA 
(7S)  from  the  serum  utilizing  a specific  chem- 
ical site  in  the  mucosal  cell  of  the  epithelium. 
Thus  the  theory  of  an  IgA  transport  site  or 
transport  piece  was  suggested. 

Further  evidence  of  a local  immune  system 
was  advanced  by  Keimwitz1  who  measured 
immunoglobulin  levels  in  tracheobronchial 
washings  of  patients  with  respiratory  disease. 
Aspirates  were  taken  at  the  carina  immedi- 
ately after  induction  of  anesthesia  for  un- 
related surgical  procedures.  Comparison  of 
immunoglobulin: albumin  ratios  in  serum  and 
tracheobronchial  secretions  shows  approxi- 
mately equal  levels  of  IgG  but  almost  a nine- 
fold increase  in  IgA  on  the  surface  of  the 
respiratory  mucosa.  It  was  suggested  that 
possibly  the  disproportionate  quantity  of  IgA 
in  secretions  is  due  to  a differential  in  enzyme 
degradation  of  the  immunoglobulins  on  the 
mucosal  surface,  thereby  leaving  a relatively 
large  amount  of  IgA.  However,  Keimwitz,  as 
well  as  Tomasi  and  Ziegelbaum,  considered  a 
more  probable  mechanism  to  be  a combina- 
tion of  immunoglobulin  transudation  from  the 
serum  to  the  tracheobronchial  mucosa  and 
local  production  of  additional  IgA. 

Nevertheless,  in  spite  of  their  serologic 
hyperimmune  state,  patients  with  cystic  fibro- 


sis continue  to  have  repeated  pulmonary  in- 
fections. Although  the  systemic  IgA  produc- 
tion system  is  intact,  there  is  the  possibility  of 
a generalized  defect  in  the  local  transport 
mechanism  responsible  for  secreting  IgA  onto 
mucosal  surfaces.  South  and  her  co-workers'1 
did  not  find  IgA  levels  in  parotid  saliva  of  CF 
patients  to  be  significantly  different  from  con- 
trol patients.  In  those  patients  having  bronchi- 
ecstasis,  the  salivary  IgA  levels  differed  only 
slightly  from  those  levels  found  in  CF  patients 
without  pulmonary  complications.  Therefore, 
according  to  these  investigators,  it  is  apparent 
that  the  generalized  transport  mechanism  of 
IgA  is  intact  but  there  may  be  a localized  IgA 
deficiency  along  the  respiratory  mucosa.  The 
deficiency  may  be  one  of  relative  ineffective- 
ness, e.g.  the  secretory  IgA  is  present  in  nor- 
mal quantities  but  the  abnormal  mucus  pro- 
duced in  CF  may,  in  some  way,  inhibit  the 
normal  function  of  the  immunoglobulins.  On 
the  other  hand,  the  bronchial  mucosa  may  be 
ruined  by  a continuous  cycle  of  infection 
which  severely  damages  the  epithelial  cells 
required  for  IgA  transport. 

Recently  Martinez-Tello  and  associates0 
employed  immunohistochemical  techniques  to 
investigate  the  secretory  IgA  system  in  the 
bronchial  tree  of  patients  with  cystic  fibrosis. 
In  normal  bronchial  mucosa,  the  ratio  of  inter- 
stitial cells  ( mature  plasma  cells  and  pro- 
plasmacytes) producing  IgG  to  those  pro- 
ducing IgA  was  approximately  1:1.  In  CF 
patients  with  severe  bronchopulmonary  in- 
flamation,  both  IgG  and  IgA  cell  types  be- 
came markedly  increased  in  numbers,  with  an 
additionally  significant  increase  in  the  IgA 
cells  over  the  IgG  cell.  Using  anti-IIS  IgA 
fluorescent  antiserum  on  tissue  from  CF  pa- 
tients, these  authors  demonstrated  cytoplasmic 
fluorescence  of  plasma  cells  as  well  as  bron- 
chial epithelial  cells.  Similar  immunofluores- 
cent  staining  with  anti-secretory  piece  (trans- 
port piece)  antiserum  verified  in  CF  patients, 
the  presence  of  secretory  piece  in  the  bron- 
chial epithelium,  bronchial  glands  and  bron- 
chial secretions.  Consequently,  these  findings 
suggest  that  the  chronic  pulmonary  disease  of 
cystic  fibrosis  is  not  related  to  a local  immuno- 
logic defect  involving  the  production  and 
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secretion  of  IgA  in  the  bronchial  mucosa. 

Thus,  from  the  information  available,  the 
patient  with  cystic  fibrosis  does  not  appear  to 
have  any  gross  defects  in  the  general  or  the 
local  immune  response.  With  a serologic 
hyperimmune  state  and  increased  amounts  of 
immunoglobulins  in  local  bronchial  secretions, 
one  would  expect  in  CF  to  see  a relatively 
normal  response  to  the  usual  bacterial  flora 
found  in  the  respiratory  tract.  However,  since 
this  is  not  the  case,  other  factors  must  be  con- 
sidered. For  instance,  what  is  the  nature  of  the 
respiratory  flora  in  CF?  Also,  what  effect  does 
the  abundant  presence  of  mucus  material  have 
on  the  local  immune  mechanism  in  the  respira- 
tory tract. 

Bacterial  cultures  simultaneously  obtained 
from  the  nasopharynx,  oropharynx  and  spu- 
tum have  shown  a higher  incidence  of 
Staphylococcus  aureus  and  Pseudomonas  aeru- 
ginosa in  children  with  CF  than  in  well  chil- 
dren or  in  children  with  chronic  respiratory 
infection  not  associated  with  CF.7,8  Iacocco 
et  alB  noted  that  in  CF  children  who  had  been 
treated  with  antibiotics,  there  appeared  to  be 
a greater  frequency  of  these  two  pathogens 
than  the  non-antibiotic  treated  group.  As  the 
severity  of  the  respiratory  infection  progresses 
in  CF,  a higher  incidence  of  positive  cultures 
of  pseudomonas  existed,  but  not  of  staphylo- 
cocci. The  majority  of  these  pseudomonas 
strains  have  been  of  the  rough  colony  type 
although  Doggett  and  co-workers9  have  re- 
ported a significant  incidence  of  atypical 
mucoid  variants  of  Pseudomonas  aeruginosa. 
This  mucoid  strain  was  cultured  from  70  per- 
cent of  tracheobronchial  mucus  specimens 
taken  from  CF  patients  who  already  had 
previous  positive  cultures  for  the  rough  colony 
type  of  pseudomonas.  The  mucoid  material, 
appearing  to  originate  from  the  capsule  of  the 
bacterium,  is  precipitated  by  ethanol,  and  the 
amount  of  insoluble  material  is  proportional  to 
the  time  duration  which  the  CF  patient  had 
been  infected  with  pseudomonas.  The  viscid, 
ethanol-insoluble,  mucoid  material  secreted  by 
the  exocrine  glands  of  the  CF  patients  is  simi- 
lar to  the  capsular  slime  of  the  pseudomonas, 
although  the  two  substances  have  not  been 
proven  to  be  chemically  identical. 


The  abundant  presence  of  mucoid  material 
in  the  tracheobronchial  tree  of  CF  patients 
with  chronic  respiratory  infection  necessitates 
a discussion  of  what  role  mucin  may  have  in 
the  infectious  process.  Olitski,11  in  reviewing 
the  literature  on  mucin  as  a resistance  lower- 
ing substance,  noted  evidence  suggesting  that 
the  reduced  phagocytic  activity  of  poly- 
morphonuclear leukocytes  in  a mucinous  en- 
vironment was  not  due  to  a direct  effect  upon 
white  cells  but  to  a coating  action  of  the  bac- 
teria by  the  mucin.  Miller  and  Castle11 
theorized  that  mucin  acts  as  a kind  of  hapten 
in  hindering  either  the  sensitization  of  the  host 
to  the  micro-organism  or  the  attachment  of  the 
antibody  to  the  bacterium.  However,  recent 
reports  indicate  that  the  mucin  does  not  in- 
hibit the  formation  of  antibodies  to  specific 
bacteria.  In  patients  with  CF,  Burns  and  May12 
have  demonstrated  the  presence  of  antibodies 
to  specific  antigenic  components  prepared 
from  Staphylococcus  aureus,  Hemophilus  in- 
fluenza and  Pseudomonas  aeruginosa.  The 
antigens  of  the  pseudomonas  were  obtained 
from  the  rough  colony  strains  and  hence,  in 
those  CF  patients  having  the  atypical  mucoid 
pseudomonas  strains,  the  antibodies  demon- 
strated were  against  somatic  and  not  capsular 
antigens.  Probably  the  host  developed  anti- 
bodies against  the  non-mucoid  pseudomonas 
organism  before  the  mucoid  variant  appeared. 
This,  of  course,  is  assuming  the  rough  strain 
precedes  the  mucoid  variant.  Therefore,  it 
would  be  very  interesting  to  determine 
whether  antibodies,  if  any,  are  formed  against 
the  capsular  material  of  these  atypical, 
mucoid  strains  of  Pseudomonas  aeruginosa. 

Thus,  in  patients  with  CF,  there  appears  to 
be  a unique  problem  in  the  host’s  response  to 
infection,  particularly  to  the  atypical,  mucoid 
strain  of  pseudomonas.  The  sequence  of 
pathogenic  organisms  responsible  for  the 
chronic  pulmonary  infection  begins  with 
Staphylococcus  aureus  and  then  additionally 
involves  Hemophilus  influenza,  the  rough 
colony  type  and  finally  the  mucoid  type  of 
Pseudomonas  aeruginosa.  Conventional  anti- 
biotics plus  respiratory  inhalation  therapy 
appear  to  moderate  the  pulmonary  complica- 
tions until  the  pseudomonas  organisms  are 
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manifest,  at  which  time  the  antibiotics  begin 
to  yield  less  than  optimum  results. 

At  present,  there  is  no  facile  explanation  for 
this  discouraging  response  to  therapy  in  the 
advanced  stages  of  pulmonary  infection.  As 
already  mentioned,  the  CF  patient’s  immune 
response  is  apparently  intact.  Not  only  does 
the  general  immune  mechanism  respond  with 
a serologic  hyperimmune  state,  but  also  the 
local  immune  system  in  the  bronchial  mucosa 
responds  with  increased  IgA  production. 
Mucin  produced  by  the  patient’s  disease  does 


not  interfere  with  antibody  production  as 
shown  by  increased  titers  to  the  three  main 
bacterial  pathogens. 

This  paper  has  therefore  attempted  to  re- 
view some  of  the  immunologic  considerations 
pertaining  to  the  pulmonary  infectious  prob- 
lems in  patients  with  cystic  fibrosis.  Perhaps 
the  key  to  more  successful  management  of 
these  patients  rests  with  a better  understand- 
ing of  the  pseudomonas  mucoid  variant  which 
possibly  may  serve  as  a model  to  help  estab- 
lish the  ultimate  etiology  of  cystic  fibrosis. 
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AN  UNUSUAL  CASE  OF  PNEUMONIA 


ALLEN  H.  JOHNSON,  M.D.* 
WILLIAM  R.  TURNER,  M.D.°° 
Charleston,  South  Carolina 


When  one  sees  a patient  with  the  abrupt 
onset  of  high  fever,  chills,  dyspnea,  and  x-ray 
evidence  of  early  pneumonia,  it  is  quite 
natural  to  suspect  an  infectious  process.  This 
case  report  describes  a patient  with  pul- 
monary sensitivity  to  nitrofurantoin  that  pre- 
sented with  these  symptoms.  Other  drugs  pro- 
duce transient  infiltrations  on  x-ray  examina- 
tion, but  nitrofurantoin  sensitivity  is  much 
more  acute  and  severe. 

Case  History:  A 69-year-old  white  female  was 
seen  as  an  out-patient  with  acute  cystitis  and  treat- 
ment was  initiated  with  nitrofurantoin  macrocrystals 
( macrodantin ) . The  patient’s  past  history  was  not 
remarkable  with  the  exception  of  a long  history  of 
recurrent  bouts  of  cystitis  and  a questionable  recent 
diagnosis  of  angina  pectoris.  Nitrofurantoin  therapy 
was  begun  on  May  4,  1971  and  approximately  ten 
hours  later  she  awoke  with  a shaking  chill,  dyspnea, 
myalgias,  and  high  fever.  She  treated  herself  sympto- 
matically with  aspirin  but  continued  to  have  chills, 
fever,  myalgias,  and  on  May  5,  1971  noted  a rash 
over  her  feet  and  lower  legs.  On  May  7,  1971  the 
dyspnea  was  much  worse  and  she  returned  to  see  her 
physician.  There  was  a leukocytosis  of  15,000  with  a 
predominance  of  neutrophils  and  a chest-x-ray  film 
showed  increased  broncho-vascular  markings  with 
probable  infiltration  at  the  left  base.  She  was  then 
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admitted  to  the  Medical  University  Hospital  with  the 
diagnosis  of  drug  hypersensitivity  vs.  viral  pneumonia. 
There  were  no  eosinophils  described  on  the  initial 
WBC  differential  but  an  eosinophilia  of  13  per  cent 
was  noted  on  May  8,  1971. 

She  was  placed  on  strict  bed  rest  and  given 
acetaminophen  (Tylenol)  for  fever  and  Diphen- 
hydramine hydrochloride  (Benadryl)  50  mgm  every 
6 hours  p.o.  The  nitrofurantoin  was  discontinued  at 
the  time  tire  patient  was  seen  in  the  Out-Patient 
Department.  She  continued  to  improve  with  a 
temperature  decrease  to  normal  in  48  hours.  A slight 
cough,  which  was  non-productive,  persisted  but  she 
was  asymptomatic  after  a 48  hour  period  and  was 
discharged  on  the  5th  hospital  day. 

Di  scussion:  It  is  extremely  difficult  to  esti- 
mate the  number  of  patients  that  have  ex- 
perienced a pulmonary  sensitivity  to  nitro- 
furantoin but  judging  from  the  reported  cases 
in  the  literature  and  the  amount  of  nitro- 
furantoin that  has  been  used,  it  is  exceedingly 
rare.1 

Early  recognition  of  this  type  of  reaction  is 
important  since  continuing  the  drug  will  pro- 
long the  illness  and  discontinuing  die  medica- 
tion results  in  a rather  prompt  improvement. 

The  typical  case  begins  with  chills,  fever, 
dyspnea,  myalgias,  and  cough.  The  time  inter- 
val from  exposure  varies  with  the  past  history 
of  nitrofurantoin  usage.  In  the  initial  sensitiza- 
tion the  reaction  may  occur  during  the  first 
five  to  ten  days  of  therapy.  If  the  patient  has 
been  sensitized  previously,  the  reaction  can 
occur  within  eight  to  twelve  hours;  but  if  the 
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patient  is  re-exposed  after  a documented 
acute  reaction,  hypersensitivity  may  occur 
within  one  to  four  hours  after  ingestion. 

Eosinophilia  and  maculpapular  rash  are  not 
constant  findings  but  when  present  suggest 
drug  hypersensitivity. 

Many  drugs  have  been  used  to  treat  the 


hypersensitivity  reaction  but  in  the  usual  case 
the  only  therapy  necessary  is  immediate  with- 
drawal of  the  drug.  Awareness  of  this  type  of 
pulmonary  reaction  to  nitrofurantoin  should 
enable  us  to  detect  more  of  the  less  acute 
reactions  and  thereby  prevent  a repeated 
exposure. 
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SUIT  FOR  WRONGFUL  DEATH  AFTER 
PHENOTHIAZINE  TREATMENT 

In  an  action  against  a hospital,  physicians, 
and  a drug  manufacturer  for  the  wrongful 
death  of  a patient  who  was  being  treated  with 
a phenothiazine  drug,  a Florida  appellate 
court  ruled  that  the  record  justified  a lower 
court  judgment  for  the  hospital  and  other 
parties. 

The  patient,  a 14-year-old  girl,  was  com- 
mitted to  the  hospital  by  juvenile  authorities 
because  of  a suicide  attempt.  She  responded 
favorably  to  100  mg  per  day  of  Mellaril,  a 
phenothiazine  derivative.  A staff  physician 
authorized  a resident  to  increase  the  dosage 
to  2,400  mg  per  day,  allegedly  three  to  four 
times  the  dosage  recommended  by  the  manu- 
facturer. 

On  the  day  of  the  girl’s  death,  the  dosage 
of  the  drug  was  2,000  mg  per  day,  although 
the  manufacturer  recommended  decreasing 
the  dosage  to  the  smallest  effective  amount. 
The  staff  physician  apparently  knew  of  the 
“sudden  death  phenomenon”  associated  with 
the  drug. 


The  mother  and  administratrix  of  the  girl’s 
estate  brought  a wrongful  death  and  survival 
action  against  the  two  physicians,  the  hospital, 
and  the  drug  manufacturer.  The  trial  court 
entered  judgment  in  favor  of  the  physician 
and  other  parties,  and  the  mother  appealed. 

She  sought  reversal  of  the  judgment,  con- 
tending, among  other  things,  that  the  court 
had  erred  in  refusing  to  direct  a verdict 
against  the  manufacturer  and  to  charge  the 
jury  as  to  the  manufacturer’s  liability  on  the 
theories  of  implied  warranty  of  merchantabil- 
ity and  of  negligence  per  se  for  violation  of 
the  law  concerning  misbranded  drugs.  She 
also  contended  that  the  court  had  erred  in 
refusing  to  instruct  as  to  informed  consent 
where  the  girl  was  given  the  drug  without  her 
parents’  or  the  court’s  consent.  The  appellate 
court,  after  reviewing  the  record,  concluded 
that  there  had  been  no  reversible  error  and 
affirmed  the  judgment  of  the  trial  court.— 
Carter  v.  Metropolitan  Dade  County,  253  So. 
2d  920  ( Fla.Dist.Ct.  of  App.,  Sept.  28,  1971; 
rehearing  denied,  Nov.  23,  1971) 
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SURGERY  FOR  ENLARGING  THE  FEMALE  BREASTS 


Over  the  years  many  methods  and  varying 
materials  have  been  used  to  enlarge  the 
female  breasts.  Until  recently,  the  most 
popular  implant  was  the  Cronin  “natural 
feel’’  implant  made  of  the  gel  form  of 
dimethylpolysiloxane  contained  in  a silastic 
envelope.  The  objections  to  this  implant  were: 
1 ) occasional  palpable  wrinkles  along  the 
edges  of  the  implant.  2)  occasional  un- 
natural firmness.  3)  visible  scar  on  the  chest 
wall. 

Attempts  have  been  made  in  the  past  to 
perfect  an  inflatable  mammary  implant.  The 
principle  fault  was  leakage  from  the  valve 
and  filling  tube  with  subsequent  collapse  of 
the  inflated  implant.  A new  inflatable  mam- 
mary implant  designed  by  Henry  Jenny, 
M.D.,  of  Palm  Springs,  California,  and  pro- 
duced and  distributed  by  the  Heyer-Schulte 
Corporation,  appears  to  have  eliminated  the 
leakage  problem  by  incorporation  of  an 
internal  diaphragm  valve. 

The  Jenny  implant,  which  is  made  of  medi- 
cal grade  silicone  rubber,  is  seamless  and 
contoured  to  avoid  problems  with  wrinkling. 


Figure  2.  Case  1:  Preoperative  condition.  Pa- 
tient wore  “A”  padded  brassiere. 


CARTER  P.  MAGUIRE,  M.  D. 
134  Rutledge  Avenue 
Charleston,  South  Carolina 


Figure  1.  Dotted  line  indicates  periareolar 
incision  site. 

After  insertion,  the  implant  is  inflated  to  the 
desired  size  and  the  fill  tube  which  is  not 
part  of  the  implant  is  removed  and  discarded. 
The  implant  is  available  in  three  volume  sizes 
ranging  from  100  cc  to  350  cc  and  is  inflated 
with  water  or  saline. 

The  problem  of  visible  scars  on  the  chest 
wall  following  augmentation  mammaplasty 
has  been  eliminated  with  the  use  of  the 
Jenny  technique.  This  is  because  the  col- 


Postoperative  condition  two  months.  Patient  now 
wears  “C”  cup  brassiere.  Note  absence  of  visible 
scar.  Large  size  (250  cc)  implant  was  used. 
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Figure  3.  Case  2:  Preoperative  condition.  Pa- 
tient wore  “A”  padded  brassiere. 


Postoperative  condition  three  weeks.  Patient 
wears  “C”  cup  brassiere.  Note  no  visible  scar. 
Medium  size  (200  cc)  implant  was  used. 


lapsed  implant  is  inserted  into  a prepared 
post-mammary  space  through  an  areolar 
incision  (Figure  1).  After  healing,  the  areolar 
scar  is  not  visible  (Figures  2 and  3).  Figure 
4 shows  the  position  of  the  implant  behind 
the  mammary  gland  postoperatively. 

The  operation  takes  about  one  hour  and  is 
done  under  local  anesthesia  in  the  out-patient 
department  of  the  hospital  unless  the  patient 
desires  general  anesthesia.  Postoperatively  the 
patient  is  placed  on  a wide  spectrum  anti- 
biotic for  four  days  and  the  sutures  are  re- 
moved in  seven  days.  As  a postoperative 
dressing,  a brassiere,  which  the  patient  is 
instructed  to  bring  (two  cup  sizes  larger),  is 
used  over  gauze  sponges  to  cover  the  stitches. 

Following  are  two  case  reports: 

Case  #1:  A 30  year  old  female  with  small  breasts 
desired  an  augmentation  mammaplasty  for  cosmetic 
reasons.  She  was  hospitalized  for  two  days.  Figure  2 
shows  the  patient  before  and  two  months  following 
surgery. 


Figure  4.  The  implant  is  seen  to  lie  behind  the 
mammary  gland. 


Case  #2:  Patient  is  a 25  year  old  secretary  with 
small  breasts.  She  wanted  the  breasts  enlarged  so 
that  she  could  wear  bikini  bathing  suits  and  low 
cut  dresses.  Since  she  desired  to  be  asleep  during  the 
operation,  she  was  admitted  to  Roper  Hospital  on 
August  8,  1971,  and  operated  upon  the  following 
day.  The  operation  took  one  hour  and  ten  minutes. 
The  medium  size  center  valve  implants  were  inserted 
and  filled  to  200  cc.  Postoperatively  Tetracycline  was 
administered  for  four  days.  She  was  discharged  on 
August  11,  1971,  on  the  second  postoperative  day. 
The  periareolar  sutures  were  removed  in  the  office 
on  the  seventh  postoperative  day.  The  patient  was 
seen  for  a final  examination  one  month  postoperative 
and  discharged.  Figure  3 shows  the  appearance  of 
the  patient  before  and  three  weeks  following  surgery. 
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NEGLIGENCE  NOT  PROVED 
IN  BRAIN  INJURY 

A patient  who  was  partially  paralyzed  after 
treatment  for  injuries  suffered  in  an  auto- 
mobile accident  was  denied  recovery  of 
damages  by  a California  jury. 

The  patient,  an  18-year-old  student,  was 
hospitalized  for  five  days,  undergoing  intra- 
cranial surgery  for  a cerebral  contusion.  On 
the  student’s  second  day  in  the  hospital  a 
neurosurgeon  recommended  treatment  with 
Urevert  to  reduce  intracranial  pressure.  A 
dose  of  250  cc  of  Urevert  was  administered 
intravenously. 

Allegedly  as  a result  of  treatment  at  the 
hospital,  the  student  suffered  partial  paralysis 
of  his  left  arm  and  right  leg,  impaired  speech, 
and  extremely  impaired  ability  to  walk.  He 
brought  action  for  malpractice,  contending 
that  the  nurses  had  failed  to  observe  ad- 
ministration of  the  drug.  He  said  that  instead 
of  entering  the  bloodstream,  the  drug  had  in- 
filtrated into  his  right  arm  and  therefore  did 
not  reduce  cerebral  swelling,  as  intended.  He 
contended  that  uncontrolled  swelling  had 
forced  the  brain  into  the  medulla  oblongata, 
causing  brain  stem  damage  and  bilateral 
diffuse  paralysis. 

The  physicians  denied  that  Urevert  had 
infiltrated  into  the  student’s  arm,  contending 
that  records  showed  that  there  had  been  an 


infiltration  of  saline  solution,  which  had  not 
caused  damage.  They  said  that  the  student 
had  been  admitted  to  the  small,  24-bed,  gen- 
eral hospital  on  a busy  weekend,  when  only 
two  registered  nurses  and  four  nurse’s  aides 
were  available,  and  there  were  25  patients  in 
the  hospital. 

The  physicians  further  contended  that,  even 
if  the  drug  had  infiltrated  into  the  arm,  attend- 
ing physicians  could  have  administered  more 
doses  as  they  saw  fit.  One  physician  testified 
that  absence  of  Urevert  could  have  con- 
tributed to  swelling  of  the  brain  and  caused 
brain  stem  injury  and  diffuse  paralysis. 

The  neurosurgeon  testified  that  he  had 
treated  the  student  for  three  weeks  after  his 
transfer  from  the  first  hospital.  He  said  that 
the  student’s  brain  stem  injury  had  been 
caused  by  the  automobile  accident  and  that 
the  alleged  infiltration  of  the  drug  was  not 
related  to  his  condition  at  the  time  of  trial. 
He  denied  that  there  had  been  any  brain 
swelling  and  said  that  Urevert  could  not  have 
been  guaranteed  to  reduce  swelling  or  pres- 
sure. 

The  attending  physician  testified  that  there 
had  been  no  drug  infiltration.  The  nurses  who 
had  attended  the  student  did  not  testify  be- 
cause of  illness.— Johnstone  v.  City  of  Needles 
(Cal. Super. Ct.,  San  Bernardino  Co.,  Docket 
No.  133224,  1971 ) 
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This  is  the  last  time  that  I shall  have  the  honor  to  write  a statement  for  the  President’s  Page 
in  the  Journal  of  the  South  Carolina  Medical  Association.  Certainly  it  will  be  the  last  as  President 
for  as  you  read  this,  of  course,  the  1972  Annual  Convention  will  be  over  and  the  new  President 
installed.  This  is  one  of  those  years  when  there  will  be  a rather  drastic  shake  up  in  the  leadership. 
We  shall  have  a new  President,  vice  president,  president-elect,  and  chairman  of  Council,  also  the 
possibility  of  a new  delegate  to  the  AMA.  With  this  much  change  in  people  there  will  be  re- 
flected a change  in  the  attitude,  mood,  and  direction  of  the  Association.  I think  we  will  see  a 
more  militant  conservatism  than  we  have  seen  in  the  last  ten  or  more  years.  There  will  be  out- 
spoken opposition  by  some  to  any  sort  of  National  Health  Program,  even  “medicredit”,  the  doc- 
tor’s plan,  or  the  one  put  forth  by  the  AMA  as  our  plan  and  which  is  gathering  some  momentum 
in  the  Congress.  There  will  be  some  with  deep  reservations  about  the  AMA  and  its  ability  to 
speak  for  the  American  doctor.  Though,  at  the  present  time,  no  other  organization  of  doctors 
speaks  with  such  authority.  Some  will  not  even  look  with  favor  upon  the  South  Carolina  Founda- 
tion for  Medical  Care  which  barely  has  had  the  breath  of  life  breathed  into  it  and  which  strug- 
gles for  the  strength  to  survive.  Yet  in  the  Foundation  we  have  an  organization  which,  when  full 
bodied  and  viable,  can  have  the  power  to  go  to  the  bargaining  table  and  speak  for  the  doctors. 
It  cannot  do  this  unless  a very  large  majority  of  us  become  members. 

Yes,  our  leaders  are  men  of  strong  opinions,  fiercely  conservative,  individually  and  col- 
lectively, but  who  desire  to  serve  us,  and  will  serve  us  well  only  if  our  desires  are  made  known 
to  them.  I am  sure  you  will  join  with  me  in  pledging  our  full  cooperation  to  this  very  capable 
group.  J.  P.  Booker,  M.  D. 

President  South  Carolina  Medical  Association 
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Editorials 


Editorial  Change 

It  has  been  a pleasure  to  have  had  the 
opportunity  of  serving  as  Editor  of  the 
Journal  of  the  South  Carolina  Medical  Asso- 
ciation during  the  last  two  years.  An  up- 
coming  change  in  my  professional  career  will 
involve  a move  for  me  to  another  state  in  the 
near  future,  at  which  time  I will  become  asso- 
ciated with  Loyola  Stritch  School  of  Medicine. 
I have  experienced  very  pleasant  and  reward- 
ing professional  associations  in  South  Caro- 
lina, and  it  is  with  ambivalent  feelings  that  I 
am  making  a change.  At  this  time  I would  like 
to  express  my  sincere  gratitude  to  members  of 
the  South  Carolina  Medioal  Association  for 
their  forbearance  and  support  during  my  ten- 
ure as  Editor  of  the  Journal. 


Stopping  the  Flow  of  Medical  Knowledge 

The  Corps  of  Army  Engineers  has  an  un- 
fortunate habit  of  building  immense  dams 
which  in  the  course  of  time  produce  silting 
and  obstruction  of  the  flow  of  water  that 
would  normally  pass  below  the  structure.  The 
Williams  and  Wilkins  Company,  an  old  and 
respected  firm  publishing  books  and  period- 
icals on  medicine  and  the  allied  sciences  has 
drawn  up  a serious  obstruction  to  the  best 
use  of  the  material  appearing  in  its  publica- 
tions. 

In  brief,  it  claims  that  it  is  a violation  of 
copyright  for  libraries  or  other  persons,  par- 
ticularly the  National  Institutes  of  Health  and 
the  National  Library  of  Medicine,  to  produce 
photocopies  of  any  quantity  from  Williams 
and  Wilkins’  publications.  This  includes  some 
important  journals,  such  as  Medicine,  Gastro- 
enterology, the  Journal  of  Nervous  and  Men- 
tal Disease,  as  well  as  a number  of  standard, 
widely  used  text  books,  containing  materials 


valuable  to  the  progress  of  medicine. 

A court  has  already  ruled  that  a library  has 
no  right  to  make  unauthorized  photocopies 
of  articles  appearing  in  copyrighted  period- 
icals. Even  a single  copy  is  prohibited  under 
pain  of  fine.  Under  this  decision,  libraries 
will  no  longer  be  able  to  furnish  students  and 
practitioners  with  copies  of  material  in  which 
they  are  interested.  This  limitation  would,  in 
effect,  deprive  those  concerned  of  the  op- 
portunity to  obtain  information  simply  and 
inexpensively. 

It  has  been  suggested  that  libraries  should 
operate  under  some  sort  of  license  from  the 
publishers  in  order  to  produce  the  desired 
material.  This  would  probably  be  an  awkward 
arrangement  and  would  entail  expense  and 
trouble.  The  bulk  of  the  mass  of  photocopies 
produced  by  large  libraries  is  very  consider- 
able; in  one  year  NIH  made  93,000  photo- 
copies of  articles  averaging  some  pages  in 
length,  while  NLM  provided  government 
agencies  and  private  libraries  with  copies  of 
about  125,000  articles. 

Williams  and  Wilkins,  who  may  be  joined 
by  other  publishers,  have  no  obvious  purpose 
in  this  except  the  possible  profit  from  the 
licensing  arrangement.  What  the  profit  of  the 
company  would  be  is  not  known,  but  however 
little  or  large,  it  would  seem  to  be  out  of  pro- 
portion to  the  damage  done  by  the  new 
arrangement. 

As  far  as  we  are  aware,  the  authors  of  the 
articles  of  Williams  and  Wilkins’  journals  do 
not  receive  payment.  Perhaps  the  publisher 
could  do  without  his  pound  of  flesh  for  the 
sake  of  medical  progress.  Perhaps  he  has  a 
real  financial  need  to  maintain  service.  The 
present  decision  will  not  go  unchallenged. 

JIW 
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BECAUSE  ALLERGIES 
AREA 

YEAR-RUUNR 

THING. 


NBVAHISTINE  LP 


I 

I <?  ip 


any  women  still  believe  that  a 
uche  is  a cure-all  for  vaginal 
cretions  and  malodor.  Mother 
s daughterand  the  myth  is 
rpetuated. 

Other  cosmetic  products  are  not 
jch  better.  Though  they  may  be 
ective  in  some  minor  infections, 
ay  cannot  touch  the  real  medical 
ablem,  which  very  often  is 
homonal  vaginitis. 

Medicine’s  most  effective 
cure  fortrichomonal 
vaginitis  is  Flagyl® 
(metronidazole). 

It  is  also  pleasantly 


feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis  . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  for  the  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads  have  been  demonstrated 
by  wet  smear  or  culture. 


Flagyl 

/ brand  of  . • ■ . \ 

(metronidazole) 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  of  body 
weight/24  hours,  divided  into  three 
doses,  orally  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 


Flagyl  (metronidazole) 


r“ARLE  ] Manufactured  by  SEARLE  & CO 
I I San  Juan.  Puerto  Rico  00936 

Address  medical  inquiries  to: 

G.  D.  Searle  & Co.,  Medical  Department 
P.  O.  Box  5110,  Chicago,  Illinois  60680 
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pation,  a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  “weak- 
ness,” urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed.  The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  maybe  seen  in 
EKG  tracings. 

Dosage  and  Administration 

For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  in- 
serts are  used,  one  500-mg.  insert  is 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 


Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  rtecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 
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NEUTRALIZING  IMPACT 


□ more  neutralizing  action  per 
teaspoonful  than  standard  antacids 

□ without  the  acid  rebound 
associated  with  calcium  carbonate 

□ pleasant  tasting  / rapidly  effective 

□ non-constipating /non-laxating 
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aluminum  and  magnesium  hydroxides  plus  simethicone 

NEW  HIGH  POTENCY  ANTACID 
FOR  RELIEF  OF  ULCER  FAIN 


STUART  PHARMACEUTICALS  | Dm,. on  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


MINUTES  OF  COUNCIL 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


Charleston,  South  Carolina  March  18,  1972 

The  Council  of  the  South  Carolina  Medical 
Association  met  Saturday,  March  18,  1972,  at 
9:30  a.m.  in  the  Board  Room,  Medical  Univer- 
sity of  South  Carolina,  Charleston,  South 
Carolina.  The  following  were  present:  Dr. 
John  P.  Booker,  Dr.  Edward  F.  Parker,  Dr. 
Forde  A.  Mclver,  Dr.  J.  Howard  Stokes,  Dr. 
C.  Thomas  Weston,  Dr.  William  H.  Hunter, 
Dr.  Waitus  O.  Tanner,  Dr.  Donald  G.  Kilgore, 
Jr.,  Dr.  H.  M.  Stone,  Dr.  John  D.  Gilland,  Dr. 
Michael  Holmes,  Dr.  Harold  P.  Hope,  Dr. 
Randolph  D.  Smoak,  Jr.,  Dr.  Thomas  Parker, 
Dr.  John  C.  Hawk,  Jr.,  and  Dr.  Harrison 
L.  Peeples. 

Also:  Mr.  M.  L.  Meadors,  Mr.  Richard 
Pugh,  Dr.  E.  Kenneth  Aycock,  Mr.  Charles 
H.  Walter,  Dr.  J.  H.  Young,  Dr.  James  W. 
Colbert,  and  Dr.  J.  Hal  Jameson. 

The  Chairman,  Dr.  Harold  P.  Hope  pre- 
sided. Dr.  Waitus  O.  Tanner  offered  the  in- 
vocation. 

The  Chairman  recognized  Dr.  William  M. 
McCord,  President  of  the  Medical  University 
of  South  Carolina,  as  host.  Dr.  McCord  wel- 
comed Members  of  the  Council  to  the  Medi- 
cal University.  The  Chairman  then  introduced 
Dr.  Harrison  E.  Peeples,  Chairman  of  the 
Board  of  Trustees  of  the  Medical  University 
of  South  Carolina,  who  also  welcomed  Mem- 
bers of  the  Council  to  the  University.  Dr. 
Randolph  D.  Smoak,  Jr.,  was  welcomed  to  his 
first  meeting  of  the  Council. 

The  minutes  of  the  October  27  meeting 
were  approved. 

Dr.  John  D.  Gilland  introduced  Mr.  Charles 
H.  Walter  of  Blue  Cross-Blue  Shield,  who 
presented  the  findings  of  the  preliminary 
study  on  professional  liability  insurance  — a 
plan  for  non-profit  self-insurance.  Mr.  Walter 
noted  the  justification  for  spending  time  by 
Blue  Cross-Blue  Shield  to  study  such  a 
plan;  autogenic  health  care  and  defensive 
medicine  resulting  in  excessive  bills  are  sig- 
nificant costs  to  insurance  companies.  The 
necessity  for  hospitals  to  carry  malpractice 
insurance  is  another  factor. 


Mr.  Walter  stated  that  several  major  insur- 
ance companies  were  investigated  concerning 
the  professional  liability  insurance,  Employers 
Mutual  of  Warsaw  offering  perhaps  the  best 
plan.  Because  this  is  a mutual  company,  it  be- 
comes possible  for  members  of  an  association 
to  self  insure  by  rate  stabilization  fund,  which 
would  result  in  either  cash  refund  or  a reduc- 
tion of  malpractice  premiums  in  future  years 
as  claim  experience  justifies.  This  company 
also  feels  that  premium  rates  are  15-17 
per  cent  too  high  in  South  Carolina  because 
they  are  coming  from  national  rating  bureau. 

Mr.  Walter  further  stated  that  Employers 
Mutual  would  refuse  to  write  coverage  on  any 
physician  who  is  not  an  active  member  in 
good  standing  of  the  Association.  The  com- 
pany would  ask  the  Peer  Review  Committee 
or  such  other  arm  to  function  as  a malpractice 
committee,  and  at  least  75  per  cent  of  eligible 
physicians  should  join  the  program,  the  latter 
requirement  not  having  to  be  strictly  en- 
forced. Also,  premium  rates  would  be  guar- 
anteed against  increase  in  the  first  two  years, 
and  in  four-year  periods  thereafter. 

Dr.  John  D.  Gilland  moved  that  this  matter 
now  be  referred  to  the  insurance  committee 
for  a further  in-depth  study,  and  a report 
back  to  the  Council.  Dr.  J.  Howard  Stokes 
seconded  the  motion,  which  was  voted  on  and 
carried.  The  Chairman  asked  Dr.  Gilland  to 
check  with  the  Aetna  Insurance  Company 
also. 

Moving  to  peer  review,  the  Chairman  com- 
mented on  peer  review  in  South  Carolina  and 
stated  that  peer  review  is  the  backbone  of  the 
foundation. 

Mr.  Meadors  advised  that  Dr.  Mike  Patton 
had  requested  by  letter  that  Council  be  pre- 
sented two  items:  fees  for  services  rendered 
by  specialists  and  family  practitioners  and  the 
establishment  of  a definite  local  peer  review 
to  encompass  the  entire  state.  The  Chairman 
stated  that  Council  had  already  gone  on  rec- 
ord as  supporting  equal  fee  for  equal  service. 
He  added  that  the  peer  review  committee  has 
recommended  that  each  speciality  appoint 
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their  own  peer  review  committee. 

Dr.  Hawk  asked  for  continued  assurance, 
whether  there  be  a statewide  or  regional  peer 
review  committees,  that  the  protections  are 
included  for  the  individual  physician  and  his 
right  to  know  about  hearings. 

Dr.  Forde  A.  Mclver  moved  that  the  peer 
review  committee  be  requested  to  submit  to 
Members  of  the  Council  prior  to  the  next 
meeting  some  formal  report  with  recom- 
mendations if  appropriate.  It  was  noted  that 
this  had  been  done.  Mr.  Meadors  then  read 
the  formal  report  of  the  peer  review  com- 
mittee which  will  appear  in  the  April  issue  of 
the  Journal.  The  Chairman  added  that  each 
Member  of  Council  should  ave  the  report 
soon. 

Dr.  Gilland  then  gave  a report  on  the  Medi- 
caid Dmg  Formulary.  He  stated  that  the  Drug 
Evaluation  Committee  of  the  Department  of 
Public  Welfare  voted  non-compliance  with 
this  Council’s  recommendation  that  it  adopt 
an  individual  per  patient  cost  control  for 
drugs  each  month  instead  of  a closed  for- 
mulary. The  non-compliance  recommendation 
was  carried  to  the  Advisory  Committee  on 
Title  XIX,  where  it  was  referred  to  subcom- 
mittee and  action  deferred  for  a feasibility 
study.  He  added  that  Dr.  Ellis  is  opposed  to 
changing  the  closed  formulary  system. 

Dr.  Gilland  then  recommended  that  Coun- 
cil’s recommendation  be  taken  to  the  House  of 
Delegates.  Dr.  Forde  A.  Mclver  moved  that  a 
resolution  be  prepared  to  send  to  the  House 
of  Delegates.  His  motion  was  seconded,  voted 
on  and  carried. 

A discussion  from  several  members  followed 
on  the  open-closed  drug  formulary.  The 
Chairman  added  that  Dr.  Gilland  will  make 
certain  that  his  committee  presents  the  re- 
marks of  Council  to  the  House  of  Delegates. 

Dr.  Gilland  then  reported  on  the  Physician 
Placement  Bureau  and  recommended  it  be 
made  active  as  a recruiting  bureau,  with 
active  out-of-state  recruitment  in  the  medical 
universities  and  training  hospitals.  He  further 
recommended  that  an  active  file  of  physician 
need  by  county  be  set  up  in  conjunction  with 
the  file  of  in-coming  letters.  Dr.  Gilland  made 
the  recommendation  into  a motion,  which  was 
seconded  by  Dr.  Forde  A.  Mclver.  The 


motion  was  voted  on  and  carried. 

Dr.  Booker  commented  on  the  possibility 
of  a tax  break  for  doctors  who  come  from 
out-of-state.  Dr.  Peeples  then  asked  that 
Council  Members  think  about  bringing  in 
foreign  graduates,  as  Governor  West  had 
suggested  in  the  State  of  the  State  address. 

Dr.  Gilland  further  recommended  that  Mr. 
Pugh  compile  information  to  give  to  inquirers, 
adding  that  the  Conway  Chamber  of  Com- 
merce was  quite  receptive  in  helping  to  pre- 
pare a folder.  Dr.  Gilland  amended  his  motion 
for  a “Physician  need  by  county”  file  to  in- 
clude the  contacting  of  Chambers  of  Com- 
merce, and  a report  to  be  given  at  the  annual 
meeting.  The  amendment  was  seconded  by 
Dr.  H.  M.  Stone,  voted  on  and  carried. 

The  Chairman  called  on  Dr.  J.  Howard 
Stokes,  Treasurer,  for  his  report  of  the  Invest- 
ment Committee.  Dr.  Stokes  referred  the 
group  to  copies  of  the  budget  which  had  been 
distributed  to  all  members,  noting  items  in 
this  budget  that  his  committee  suggests  be 
deleted.  He  stated  that  the  deletion  of  these 
items,  if  approved,  would  decrease  the  indi- 
cated budget  for  this  year  by  at  least  $7,300. 
He  added  that  the  revenue  from  the  general 
fund  investment  amounts  to  about  $5000  per 
year,  which  has  never  been  used.  Finally,  he 
added  that  if  the  budget  were  reduced  by 
$7000  and  if  the  dividends  of  $5000  were 
used,  the  South  Carolina  Medical  Association 
would  be  operating  within  $1000  revenue 
opposed  to  expenses. 

Dr.  Gilland  recommended  that  ( 1 ) this 
amended  1972  budget  be  adopted  and  (2)  as 
much  deficit  as  seemed  to  be  probable  be 
used  from  current  dividends  of  the  general 
funds.  Dr.  Donald  G.  Kilgore  made  this 
recommendation  in  the  form  of  a motion, 
which  was  seconded,  voted  on  and  carried. 

Dr.  Gilland  further  reported  that  after  in- 
vestigating three  banks  and  one  investment 
counseling  firm,  the  committee  reached  an 
early  conclusion  that  if  any  change  is  to  be 
made  in  the  present  handling  of  investments, 
it  should  be  through  the  use  of  a bank.  He 
added  that  at  the  present  time  the  investment 
committee  feels  that  the  funds  in  the  general 
fund  should  be  left  in  the  present  mutual 
investment  group.  The  committee  also  advises 
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a quarterly  report  for  all  members  of  Council. 
Also,  the  committee  recommends  to  future 
investment  committees  that  they  hold  a meet- 
ing prior  to  each  council  meeting.  Finally,  the 
committee  recommends  that  the  general  fund 
total  be  set  at  $100,000. 

Dr.  Kilgore  moved  that  the  recommenda- 
tions of  the  Investment  Committee  be 
adopted.  Dr.  Thomas  Parker  seconded  the 
motion  which  was  voted  on  and  carried. 

The  Chairman  stated  that  the  South  Caro- 
lina Medical  Association  should  concentrate 
on  more  members,  specifically  Medical  Uni- 
versity faculty.  A discussion  by  several  mem- 
bers followed  concerning  membership  status 
of  residents,  internes  and  students.  Dr.  Wes- 
ton recommended  that  bills  for  S.C.M.A. 
membership  be  sent  to  members  of  local  med- 
ical societies  who  are  not  members  of 
S.C.M.A.  The  advisability  of  such  an  action 
was  discussed  by  several  members  of  Council. 

Dr.  Forde  A.  Mclver  moved  that  a com- 
mittee be  appointed  before  the  annual  meet- 
ing to  study  the  whole  problem  of  recruitment 
and  bring  recommendations  to  the  Council 
prior  to  the  meeting.  The  motion  was  sec- 
onded, voted  on  and  carried. 

Mr.  Meadors  called  on  Mr.  Pugh  to  com-- 
ment  on  income  that  can  be  made  with  an 
automobile  firm  for  endorsing  its  leasing 
provision.  Mr.  Pugh  presented  the  plan  of 
Jim  Moore  Cadillac-Oldsmobile  in  Columbia, 
adding  that  the  S.C.M.A.  would  receive  five 
dollars  per  month  per  car  plus  advertising  in 
the  Journal  by  the  automobile  firm.  Dr.  Stone 
moved  that  the  idea  be  endorsed  and  that 
Mr.  Pugh  seek  further  information.  The 
motion  was  seconded,  voted  on  and  carried. 
The  Chairman  also  requested  that  Mr.  Pugh 
check  with  King  Oldsmobile  in  Spartanburg. 

Mr.  Meadors  commented  on  die  expenses 
of  the  annual  meeting.  He  stated  that  during 
the  past  few  years  the  amount  taken  into  the 
exhibit  account  has  been  decreasing  because 
there  is  less  response  from  the  drug  houses. 
Dr.  Tanner  presented  the  possibility  of  con- 
tribution in  lieu  of  exhibits.  Dr.  Peeples  fur- 
ther suggested  a single  booth  for  contributors, 
with  Dr.  Kilgore  adding  the  possibility  of 
having  these  contributors  sponsor  a speaker. 

Dr.  Tanner  moved  that  these  possibilities 


be  explored.  The  motion  was  seconded,  voted 
on  and  carried. 

Dr.  Stone  then  commented  that  because  of 
dissatisfaction  with  the  Ocean  Forest  Hotel, 
moving  to  the  Convention  Center  might  help. 
He  added  that  the  drug  companies  must  sign 
up  for  exhibits  by  January  1 when  the  budget 
is  made.  Dr.  Thomas  Parker  suggested  that 
the  advertisers  be  contacted  by  November  1, 
rather  than  December  1. 

The  Chairman  introduced  Dr.  James  W. 
Colbert,  Vice  President  for  Academic  Affairs 
at  the  Medical  University  and  Chairman, 
Regional  Advisory  Group  Regional  Medical 
Program.  Dr.  Colbert  commented  on  the 
change  in  emphasis  in  the  Washington  office 
in  the  objectives  and  goals  of  RMP.  The  move 
is  away  from  emphasis  on  categorical  disease 
and  toward  personnel,  institutional  form  and 
network  communication.  He  added  that  ed- 
ucation is  still  a major  component.  He  noted 
the  significance  of  the  federal  government’s 
developing  a tremendous  number  of  areas  of 
health  personnel  to  see  if  a new  distribution 
of  health  care  personnel  can  be  made. 

Mr.  Meadors  reported  on  the  preparation 
of  legislation  for  the  MEDEX  program.  He 
recommended  a bill  to  amend  Chapter  24  of 
Title  56  of  the  Code  of  Laws  of  South  Caro- 
lina, commonly  referred  to  as  the  Medical 
Practice  Act,  by  excepting  Certified  Physi- 
cians’ Assistants  from  the  restrictions  provided 
in  said  Chapter. 

Dr.  Peeples  expressed  concern  over  a phy- 
sician’s assistant  being  licensed  to  practice 
with  any  unspecified  physician.  He  recom- 
mended that  the  physician’s  assistant  be  cer- 
tified to  practice  with  a specific  physician 
who  is  licensed  to  practice  and  to  whom  he 
is  responsible.  He  added  that  when  he  leaves 
the  specified  physician,  he  should  be  re-cer- 
tified  to  practice  with  another  physician. 

A discussion  followed  by  several  members 
as  to  the  wording  of  the  bill  to  incorporate 
Dr.  Peeples’  suggestion.  It  was  the  consensus 
of  the  group  to  change  the  proposed  bill, 
paragraph  2(a)  to  “.  . . such  assisant  is  ap- 
proved and  certified  by  the  Board  as  one 
qualified  by  training  or  experience  to  function 
as  an  assistant  to  a specified  physician  or 
specified  physician’s  group  or  a specified  pro- 
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fessional  association.  . Paragraph  2(b)  will 
be  changed  accordingly. 

Further  discussion  was  held  as  to  how  the 
bill  should  be  introduced.  Mr.  Meadors  com- 
mented on  the  possibility  that  amendments 
might  be  added,  and  Mr.  Pugh  spoke  briefly 
on  the  exemptions  added  in  New  York  and 
California  laws.  It  was  the  consensus  of  the 
group  to  meet  the  problem  of  amendments 
as  they  arise,  and  to  present  the  bill,  as  cor- 
rected, to  Mr.  Cuttino. 

Dr.  E.  Kenneth  Aycoek  gave  a progress 
report  on  the  HMO  study  for  state  employees. 
He  stated  that  the  piece  of  legislation 
adopted  unanimously  and  recommended  by 
the  HMO  Committee  appointed  by  Governor 
West  sets  up  and  describes  what  an  HMO  is. 
He  added  that  the  committee  feels  that  the 
risk  should  be  borne  by  the  State  at  this  point 
and  that  the  involvement  of  the  Medical 
Foundation  would  be  primarily  that  of  peer 
review  and  providing  services  on  a fee  for 
service  basis. 

A discussion  by  several  members  followed 
as  to  whether  or  not  the  legislation  should 
be  enacted  at  this  time,  since  the  federal 
government  has  only  begun  work  in  this  area. 

Further  discussion  followed  concerning  the 
definition  of  HMO,  and  the  Chairman  stated 
that  the  S.C.M.A.  would  be  in  favor  of  fee  for 
service  and  selection  of  physician. 

Dr.  Aycock  answered  questions  pertaining 
to  the  recommendations  of  the  Governor’s 
Management  Review  Commission,  particu- 
larly in  reference  to  the  proposed  new  execu- 
tive committee  of  the  Board  of  Health.  He 
commented  on  die  concern  about  compre- 
hensive health  planning  and  the  possibility  of 
removing  it  from  the  State  Board  of  Health. 

Mr.  Meadors  further  discussed  the  ad- 
visability of  legislation  this  early.  Dr.  Aycock 
stated  that  there  is  nothing  in  the  statutes 
now  prohibiting  the  establishment  of  HMO’s; 
therefore,  it  was  necessary  to  make  sure  that 
if  and  when  they  did  develop,  they  were  at 
least  licensed  to  insure  the  quality  of  care. 

After  further  discussion,  the  Chairman 
asked  if  the  advisory  committee  could  post- 
pone presenting  tire  legislation  until  Council 
had  an  opportunity  to  study  the  matter.  Dr. 
Aycock  informed  the  Chairman  that  he  had 


already  written  the  Governor.  Tin;  Chairman 
then  asked  if  it  could  be  suggested  to  the  Gov- 
ernor to  delay  action  until  national  legisla- 
tion or  the  national  feasibility  study  has  been 
completed.  Dr.  Aycock  said  that  he  could 
ask  but  that  the  feasibility  study  is  for  state 
employees  and  there  are  already  HMO’s 
beginning  in  Greenville  and  possibly  Charles- 
ton. 

Dr.  Tanner  moved  that  the  above  be  re- 
ceived as  information,  which  was  duly  sec- 
onded, voted  on  and  carried.  Dr.  Thomas 
Parker  moved  that  a copy  of  the  proposal  be 
sent  to  each  member  of  Council. 

Dr.  J.  H.  Young  reported  on  the  Nursing 
Liaison  Commission,  now  called  the  Joint 
Practice  Commission.  The  two  major  topics 
were  a more  liberal  approach  toward  nursing 
education  and  greater  protection  through  a 
change  in  Licensure  of  nurses  in  the  State. 
Also,  die  definition  of  “nurse  clinician”  was 
presented. 

Dr.  Tanner  moved  that  the  report  be  re- 
ceived as  information  and  that  the  Council 
study  it  until  the  annual  meeting  and  make  a 
decision  at  that  time.  The  motion  was  duly 
seconded,  voted  on  and  carried. 

Dr.  C.  Tucker  Weston  reported  on  the  Per- 
manent Housing  Foundation  Committee.  He 
stated  that  Mr.  John  C.  B.  Smith  has  given  an 
option  on  one  and  one  half  acres  of  land 
adjacent  to  the  Richland  Memorial  Hospital 
for  one  dollar  per  square  foot  for  the  per- 
manent home  of  the  South  Carolina  Medical 
Association.  He  added  that  there  is  a pos- 
sibility of  acquiring  an  additional  one  half 
acre  at  two  dollars  per  square  foot.  Also,  Dr. 
Weston  stated  that  the  Columbia  Medical 
Society  has  $45,000  which  they  wish  to  give 
to  the  S.C.M.A.  for  space  in  the  building. 
Action  must  be  taken  before  April  15  and 
construction  of  the  home  must  be  within  five 
years. 

After  a discussion  by  several  members  of 
Council,  Dr.  Stone  moved  that  the  S.C.M.A. 
buy  this  acre  and  one  half  of  land  and  if  pos- 
sible the  other  one  half  acre  as  expeditiously 
as  possible.  Dr.  Kilgore  seconded  the  motion, 
which  was  voted  on  and  carried. 

A discussion  followed  by  several  members 
concerning  the  agreement  between  the  Co- 
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Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


A gratifying 
announcement  about 
Empirin  Compound 
with  Codeine 

You  may  now  specify  up  to  five  refills 
within  six  months  when  you  prescribe 
Empirin  Compound  with  Codeine 
(unless  restricted  by  state  law). 

It  is  significant  in  this  era  of  increased 
regulation,  that  Empirin  Compound  with  Co- 
deine has  been  placed  in  a less  restrictive  category. 
You  may  now  wish  to  consider  Empirin  with 
Codeine  even  more  frequently  for  its  predictable 
analgesia  in  acute  or  protracted  pain  of  moderate 
to  severe  intensity. 

Empirin  Compound  with  Codeine  No.  3 contains 
codeine  phosphate*  (32.4  mg.)  gr.  Vi.  No.  4 
contains  codeine  phosphate*  (64.8  mg.)  gr.  1. 
*(Warning— may  be  habit-forming.)  Each  tablet 
also  contains:  aspirin  gr.  3Vt,  phenacetin  gr.  2Vi, 
caffeine  gr.  Vi. 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 


1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 


In  usual  IV doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 


< Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


nfections  caused  by  susceptible  strains 
)f  pneumococci,  streptococci,  and 
taphylococci,  including  penicillin- 
esistant  strains.  Staphylococcal  strains 
esistantto  Lincocin  (lincomycin 
lydrochloride,  Upjohn)  have  been 
ecovered.  Before  initiating  therapy, 
ulture  and  susceptibility  studies  should 
>e  performed.  Lincocin  has  proved 
aluable  in  treating  patients  hyper- 
ensitive  to  penicillin  or  cephalosporins, 
ince  Lincocin  does  not  share 
ntigenicity  with  these  compounds, 
[owever,  hypersensitivity  reactions 
ave  been  reported,  some  of  these  in 
atients  known  to  be  sensitive  to 
enicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin 

Sterile  Solution  (300  mg  per  ml) 

( lincomyci  n hydroch  lor  ide,  Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


lincocin  may  be  used  with  other 
iitimicrobial  agents:  Since  Lincocin 
■stable  over  a wide  pH  range,  it  is 
s itable  for  incorporation  in 
intravenous  infusions;  it  also  may  be 


fell  tolerated  at  infusion  site:  Lincocin 
itra venous  infusions  have  not 
roduced  local  irritation  or  phlebitis, 
hen  given  as  recommended.  Lincocin 
usually  well  tolerated  in  patients  who 
•e  hypersensitive  to  other  drugs, 
evertheless,  Lincocin  should  be  used 
uutiously  in  patients  with  asthma  or 
gnificant  allergies. 


1 1 patients  with  impaired  renal  function, 
lie  recommended  dose  of  Lincocin 
siould  be  reduced  to  25—30%  of 
e dose  for  patients  with  normal 
I dney  function.  Its  safety  in 
J egnant  patients  and  in  infants 
ss  than  one  month  of  age  has 
E)t  been  established. 
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( lincomycin  hydrochloride, Upjohn) 


Up  to  8 grains  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

‘‘Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


' Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment 
Skin  and  mucous  membranes—  Skin  rashe> 
urticaria,  vaginitis,  and  rare  instances  of  ev 
foliative  and  vesiculobullous  dermatitis  have 
been  reported.  Liver— Although  no  direct  re 
lationship  to  liver  dysfunction  is  established 
jaundice  and  abnormal  liver  function  test- 
(particularly  serum  transaminase)  have  been 
observed  in  a few  instances.  Cardiovasculai 
—Instances  of  hypotension  following  paren 
teral  administration  have  been  reported 
particularly  after  too  rapid  IV  administra 
tion.  Rare  instances  of  cardiopulmonary  ar 
rest  have  been  reported  after  too  rapid  b 
administration.  If  4.0  grams  or  more  admin- 
istered IV,  dilute  in  500  ml  of  fluid  ana 
administer  no  faster  than  100  ml  per  hour 
Special  senses— Tinnitus  and  vertigo  has: 
been  reported  occasionally.  Local  reaction 
— Excellent  local  tolerance  demonstrated  tc 
intramuscularly  administered  Lincocir 
(lincomycin  hydrochloride).  Reports  of  par 
following  injection  have  been  infrequen: 
Intravenous  administration  of  Lincocin  ir 
250-to  500  ml  of  5%  glucose  in  distiller5 
water  or  normal  saline  has  produced 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg  and  500  m. 
Capsules— bottles  of  24  and  100.  Sterih 
Solution,  300  mg  per  ml— 2 and  10  ml  via! 
and  2 ml  syringe.  Syrup,  250  mg  per  5 w 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consul 
the  package  insert  or  see  your  Upjoln 
representative. 

MED  B-6-S  (k.ZL-7)  J A7 1-163 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


lumbia  Medical  Society  and  the  S.C.M.A. 
The  Chairman  stated  that  at  the  annual  meet- 
ing a building  committee  would  be  appointed 
which  could  negotiate  with  the  Columbia 
Medical  Society.  Dr.  Tanner  added  the  pos- 
sibility of  assessing  each  member  of  S.C.M.A. 
a certain  amount  for  the  building. 

Dr.  Weston  then  commented  on  the  meet- 
ing of  the  Speakers  Association  of  the  South- 
eastern United  States  which  involved  conduct 
of  conventions  and  parliamentary  procedure, 
lie  proposed  that  a manual  be  developed  in- 
cluding ( 1 ) an  outline  to  inform  delegates  of 
their  duties  and  responsibilities  and  (2)  an 
incorpoation  of  all  reports,  to  be  mailed  two 
weeks  before  the  convention  in  May.  Dr. 
Weston  also  recommended  a meeting  with 
the  chairmen  of  the  reference  committees, 
outlining  their  duties  and  responsibilities  and 
giving  them  a small  manual  to  expedite  the 
workings  of  the  convention.  Dr.  Hawk  moved 
that  the  recommendations  be  accepted.  Dr. 
Tanner  seconded  the  motion  which  was  voted 
on  and  carried.  Dr.  Weston  added  that  this 
would  cost  approximately  three  to  four  hun- 
dred dollars. 

Dr.  Hawk  stated  that  getting  typed  copies 
of  the  committee  reports  should  be  antici- 
pated. After  discussion,  Dr.  Hawk  moved  to 
amend  the  above  motion  to  include  a pro- 
vision for  secretarial  help  for  the  reference 
committees.  Dr.  Weston  also  suggested  that 
those  who  write  the  reports  might  prepare 
them  in  two  parts;  the  body,  and  the  recom- 
mendations listed  at  the  bottom. 

Dr.  Weston  also  mentioned  a socio-eco- 
nomic seminar  presented  by  another  state 
medical  association  for  students,  internes,  and 
residents  concerning  practical  information 
which  is  not  taught  in  the  medical  school.  He 
stated  that  this  would  be  another  means  of 
motivating  and  communicating  with  these 
people.  Dr.  Weston  recommended  that  these 
seminars  be  considered  by  S.C.M.A.  at  a 
proper  time.  The  Chairman  added  that  he 
had  inquired  about  the  Councils  using  ETV 
to  present  information,  and  received  a favor- 
able answer. 

Dr.  Hawk  moved  that  at  an  early  date  the 
Council  write  to  the  Medical  University  in- 
viting students,  house  staff  and  internes  to 


attend  the  convention  and  where  possible, 
be  allowed  the  day  off.  Dr.  Booker  had  al- 
ready done  so. 

Dr.  Donald  G.  Kilgore  then  i>resented  the 
annual  report  on  SOCPAC.  He  also  dis- 
tributed the  Federal  Election  Campaign  Act 
of  1971  Conference  Report.  And  finally,  Dr. 
Kilgore  presented  a proposed  statement  of 
the  Council  of  S.C.M.A.  to  the  Representatives 
and  Senators  for  consideration. 

A discussion  by  several  members  followed 
on  this  statement.  The  Chairman  and  Mr. 
Meadors  stated  that  it  perhaps  should  go  out 
over  the  signature  of  the  President. 

Dr.  Hunter  stated  that  he  felt  the  added 
note  on  Page  2 was  discriminatory.  Dr.  Booker 
moved  that  this  be  deleted,  which  was  sec- 
onded by  Dr.  Kilgore,  voted  on  and  carried. 
Dr.  Stone  added  the  need  for  emphasis  on 
fee  for  service  and  choice  of  physician.  There 
will  be  further  study  and  communication 
with  Dr.  Booker  on  the  statement. 

Mr.  Meadors  reminded  the  Council  to  send 
personal  checks  rather  than  corporation 
checks  to  SOCPAC. 

Dr.  Weston  moved  that  Dr.  Kilgore  be 
given  an  opportunity  to  make  a report  on 
SOCPAC  to  the  House  of  Delegates  at  the 
convention.  Dr.  Gilland  seconded  the  motion 
which  was  voted  on  and  carried. 

Dr.  Hawk  stated  that  in  the  County  Medi- 
cal Society  meeting  Dr.  Edward  Parker  had 
presented  the  paper  he  had  presented  to  the 
Southern  Surgical  Association,  analyzing  the 
health  care  situation.  Dr.  Hawk  asked  that 
Dr.  Parker  mail  a copy  of  this  paper  to  each 
member  of  Council  and  that  the  members 
read  this  paper  before  making  any  decisions 
or  suggestions. 

Dr.  Tanner  read  Dr.  Forde  A.  Mclver’s 
report  on  the  Hospital  Franchising  Act.  The 
Committee  recommended  that  the  S.C.M.A. 
go  on  record  as  opposing  in  general  the 
regulatory  measures  which  restrict  the  oppor- 
tunities of  the  private  sector  while  leaving  the 
state  and  federal  governmental  sector  free  of 
all  legal  limitations  in  hospital  construction. 
Also,  the  committee  recommended  that  the 
S.C.M.A.  Council  advise  the  State  Board  of 
Health  of  its  specific  objections  to  the  hos- 
pital construction  franchise;  also,  that  Council 
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prepare  a resolution  to  be  presented  to  the 
House  of  Delegates  in  May,  outlining  the 
objections  to  the  Hospital  construction  and 
financing  act  and  urging  its  leadership  to 
work  through  its  legislative  delegation.  It  was 
decided  that  the  above  recommendations  and 
the  remainder  of  the  report  be  typed  and 
sent  to  Members  of  Council. 

Dr.  Booker  moved  that  the  above  be  re- 
ceived as  information.  Dr.  Holmes  seconded 
the  motion  which  was  voted  on  and  carried. 

Mr.  Meadors  discussed  the  plans  for  the 
annual  meeting  in  Myrtle  Beach.  He  stated 
that  - the  plans  were  essentially  the  same  as 
those  of  last  year.  A discussion  followed  by 
several  members  in  reference  to  inviting  medi- 
cal students  to  attend  specific  meetings  at  the 
convention.  The  consensus  of  the  group  was 
to  invite  the  President  of  the  Student  Body  to 
sit  in  the  House  of  Delegates  meeting,  and 
address  the  group  if  he  so  desired.  Dr.  Hawk 
also  suggested  that  other  students  be  allowed 
to  sit  in  the  reference  committee  meetings. 

Dr.  Edward  Parker  moved  that  the  Presi- 
dents of  the  junior  and  senior  classes,  student 
body  and  SAMA,  and  twenty  additional  stu- 
dents, be  invited  to  the  banquet  at  the  ex- 
pense of  the  S.C.M.A.;  and  that  the  dean  be 
written  in  reference  to  excusing  the  students 
for  that  day.  The  motion  was  duly  seconded, 
voted  on  and  carried. 

Dr.  Weston  commented  on  some  of  the 
interviewers  for  prospective  medical  students 
at  the  Medical  University  of  South  Carolina. 
He  added  that  students  who  have  been  inter- 
viewed at  other  universities  have  perhaps  re- 
ceived more  personal  attention.  He  suggested 
that  the  Medical  University  might  present  a 
better  image  and  be  able  to  attract  better  stu- 
dents if  the  interview  procedure  were  im- 
proved. 

The  Chairman  commented  on  the  ending 
of  the  schedule  with  Blue  Shield  last  year. 


He  added  that  nothing  could  be  done  except 
to  thank  Dr.  Holmes  and  his  committee  for 
their  efforts  since  Blue  Shield  cannot  proceed 
at  this  time.  Dr.  Stone  added  that  the  report 
that  went  to  Blue  Shield  was  caught  in  the 
freeze  and  was  never  presented  to  the  central 
steering  committee. 

Dr.  Hawk  discussed  public  relations  activi- 
ties and  suggested  that  the  S.C.M.A.  might 
employ  a part-time  public  relations  person  to 
work  with  Mr.  Pugh. 

The  motion  last  summer  to  introduce  legis- 
lation in  regard  to  high  speed  chasing  by 
police  was  discussed.  Mr.  Meadors  stated  that 
the  resolution  had  been  passed  but  no  legisla- 
tion had  been  introduced  at  this  time. 

Dr.  Weston  offered  his  resignation  as 
representative  from  the  Council  to  the  Re- 
gional Medical  Program,  and  recommended 
Dr.  Charlie  Crews  as  his  replacement.  Dr. 
Tanner  moved  that  the  recommendation  be 
accepted.  Dr.  Kilgore  seconded  the  motion, 
which  was  voted  on  and  carried. 

The  Officers  for  the  South  Carolina 
Foundation  for  Medical  Care  were  then 
elected.  Dr.  Stone  moved  that  the  vice-chair- 
man of  the  Council  be  made  president  of  the 
Foundation.  Dr.  Holmes  seconded  the  motion 
which  was  voted  on  and  carried.  Dr.  Booker 
nominated  Dr.  Stone  as  vice-president  of  the 
Foundation.  Upon  Dr.  Holmes’  second,  the 
motion  was  voted  on  and  carried.  Dr.  Strother 
Pope  was  nominated  by  Dr.  Stone  as  secre- 
tary-treasurer of  the  Foundation.  Dr.  Holmes 
seconded  the  nomination  which  was  voted 
on  and  carried.  Dr.  Tanner  moved  that  Mr. 
Meadors  be  made  executive  director  of  the 
Foundation.  Dr.  Holmes  seconded  the  motion 
which  was  voted  on  and  carried. 

The  meeting  was  adjourned  by  common 
consent. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


82.8% 

Physicians  should  play  a role 

78.3% 

Independent  scientists  should 
play  a role 

69.8% 

Medical  academicians  should 
play  a role 


Should  nongovernment  scientists  and  physicians 
play  a role  in  drug  regulation? 


Doctor 

of 

Medicine 


Herbert  L.  Ley,  Jr., 
M.D.,  Formerly 

Commissioner,  F.D.A. 
(1968-1969) 

Currently  Medical  Consultant 


In  order  for  drug  regula- 
tion to  be  effective,  partici- 
pation in  the  regulatory 
process  from  nongovern- 
ment physicians  and  scien- 
tists must  be  encouraged. 
Without  such  involvement, 
there  will  continue  to  be  a 
high  degree  of  controversy 
surrounding  any  regula- 
tions promulgated  by  the 
Food  and  Drug  Adminis- 
tration. 

There  are  two  areas  in 
which  participation  and 
communication  by  non- 
government physicians  and 
scientists  could  signifi- 
cantly improve  the  process 
of  regulation.  First,  scien- 
tists and  physicians 
throughout  the  country 
could  become  involved  in 
consulting  relationships 
with  the  Food  and  Drug 
Administration  in  impor- 
tant scientific  areas  while 
regulatory  policies  are  be- 
ing evolved.  If  nongovern- 
ment professionals  could 
bring  their  expertise  and 
experience  to  bear  early  in 
the  decision-making  proc- 
ess, they  would  have  less 
reason  to  criticize  the  final 
outcome. 

Secondly,  practicing 
physicians,  academic  phy- 
sicians, and  academic- 
based  scientists  could  make 
it  their  business  to  com- 
ment on  proposed  regu- 
lations appearing  in  the 


Federal  Register.  Ideally, 
a system  could  be  instituted 
whereby  medical,  scientific 
and  technical  people  could 
see  the  Federal  Register 
regularly,  and  provide  the 
Food  and  Drug  Administra- 
tion with  a body  of  opinion 
that  has  so  far  gone  un- 
heard. The  FDA  is  caught 
among  pressures  from  in- 
dustry, Congress,  the  Pres- 
idential Administration 
and  consumers.  It  should 
also  feel  pressures  from 
practicing  physicians  and 
scientists. 

In  order  to  become  more 
involved  in  these  stages  of 
the  drug  regulatory  process, 
nongovernment  physicians 
and  scientists  should  begin 
to  exercise  their  influence 
through  their  respective 
professional  organizations, 


state  and  national  medical 
societies,  and  specialty 
groups.  Logically,  a letter 
from  these  organizations 
representing  a collective 
opinion  has  far  greater 
weight  in  the  regulatory 
process  than  individual  let- 
ters. If  the  Food  and  Drug 
Administration  receives 
opinions  from  these  organi- 
zations early,  before  a reg- 
ulation gets  into  the  Fed- 
eral Register,  they  are  in  a 
good  position  to  respond 
with  further  study  and  re- 
view. Without  such  dissent- 
ing opinions,  there  is  very 
little  incentive  to  make 


changes  in  proposed  regu- 
lations. 

One  instance  in  which 
practitioners  did  influence 
drug  regulatory  affairs  in 
this  way  is  the  recent  con- 
troversy that  arose  over  the 
legitimacy  of  drug  combi- 
nations. The  strong  opinion 
of  practitioners  on  the 
value  of  such  medication 
in  clinical  practice  played 
a very  prominent  role  in 
making  the  Food  and  Drug 
Administration  modify  its 
rather  restrictive  policy. 

Another  way  in  which 
practitioners  can  effectively 
influence  drug  regulations 
is  by  working  with  drug 
manufacturers  conducting 
clinical  trials  of  chemo- 
therapeutic agents.  When  a 
drug  is  rated  other  than  ef- 
fective it  may  only  mean 
that  there  is  a lack  of  con- 
trolled clinical  evidence  as 
to  efficacy.  Thus,  physicians 
might  offer  to  conduct  clin- 
ical studies  that  could  help 
keep  a truly  effective  drug 
in  the  marketplace.  The 
treatment  of  diseases  such 
as  diabetes  and  angina  are 
areas  where  the  practi- 
tioner can  aid  in  clinical 
studies  because  patients 
suffering  from  these  dis- 
eases are  rarely  found  in 
the  conventional  hospital 
setting. 

By  working  with  ethi- 
cally and  scientifically 
sound  study  designs  in  his 
everyday  practice,  the 
practitioner  could  begin  to 
play  an  important  part  in 
determining  official  ratings 
on  drug  efficacy. 

Nongovernment  physi- 
cians and  scientists  and  the 
FDA  should  also  improve 
their  lines  of  communica- 
tion to  the  public.  The 
medical  community  must 
develop  a voice  every  bit  as 
loud  as  that  of  the  consum- 
erists,  the  press,  and  others 
who  sometimes  criticize 
without  complete  informa- 


tion. If  not,  much  of  wha' 
the  medical  community 
and  federal  regulators  dr 
will  often  be  represented  in 
simplistic  and  somewhat 
misleading  terms. 

One  illustration  of  the 
misuse  of  the  media  in  thi- 
regard  is  the  recall  of  anti 
coagulant  drugs  severa 


years  ago.  This  FDA  actior ! 
was  given  publicity  by  the 
press  and  television  that® 
went  far  beyond  its  prob-jj! 
able  importance.  The  resul' 
was  a very  uncomfortable! 
situation  for  the  p racti- j] 
tioner  who  had  patient) 
taking  these  medication-!; 
Since  the  practitioner  ant  i 
pharmacist  had  not  beer  j 
informed  of  the  action  b:  j 
the  time  it  was  publicized) 
in  most  states  they  were)’ 


froirh 


deluged  with  calls 
worried  patients. 

The  practitioner  can  at 
tempt  to  solve  these  prob 1 
lems  of  inadequate  comrau  ; 
nication  in  several  waysj.V 
One  would  be  the  creatioi 
of  a communications  lint 
in  state  pharmacy  societie; 
When  drug  regulation  new 
is  to  be  announced,  the  sc 
ciety  could  immediatel.jtlo 
distribute  a message  to  ivlie; 
ery  pharmacist  in  the  state 
The  pharmacist,  in  turr 
could  notify  the  physician! 
in  his  local  community  s I 


fc 


that  he  and  the  physicia  i:  A 
could  be  prepared  to  an t 


swer  inquiries  from 
tients.  Another  approae 
would  be  to  use  profe 
sional  publications  tb  ot 
practitioner  receives.  kT 
All  of  this  leads  back  t 
my  opening  contention: 
drug  regulation  is  to  be  e 
fective,  timely,  and  relate 
to  the  realities  of  clinic, 
practice,  a better  method  < 
communication  and  fee< 
back  must  be  developed  to 
tween  the  nongovernme) 
tal  medical  and  scientif 
communities  and  the  reg> 
latory  agency. 


it 
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Medicine 


I Henry  W.  Gadsden, 
rman  & Chief  Executive 
ficer,  Merck  & Co.,  Inc. 

my  opinion,  it  is  the 
onsibility  of  all  physi- 
3 and  medical  scientists 
I ke  whatever  steps  they 
|k  are  desirable  in  a law- 
I regulation-making 
I ess  that  can  have  far- 
I hing  impact  on  the 
I tice  of  medicine.  Yet 
I y events  in  the  recent 
i indicate  that  this  is 
i|  happening.  For  exam- 
I it  is  apparent  from 
I efficacy  studies  that 
I 'JAS/NRC  panels  gave 
:t  • consideration  to  the 
Imce  that  could  have 
j>  provided  by  practic- 
i§  physicians. 

I lere  are  several  current 
3'  lopments  that  should 
I ease  the  concern  of 
aticing  physicians  about 
i regulatory  affairs.  One 
I e proliferation  of  mal- 
ts tice  claims  and  litiga- 
o Another  is  the  effort 
lovernment  to  establish 
urelative  efficacy  of 
I s.  This  implies  that  if 
liysician  prescribes  a 
i other  than  the  “estab- 
d d’’  drug  of  choice,  he 
a be  accused  of  practic- 
tgsomething  less  than 
r;-class  medicine.  It 
old  come  perilously 
O!  to  federal  direction  of 
o medicine  should  be 
rft  iced. 

I]  order  to  minimize  this 
r of  arbitrary  federal 
c;on,  a way  must  be 
>cd  to  give  practitioners 
at  voice  and  represen- 

— 


tation  in  government  af- 
fairs. Government  must  be 
caused  to  recognize  the 
essentiality  of  seeking  their 
views.  One  of  the  difficul- 
ties today,  however,  is  that 
there  is  no  way  for  con- 
cerned practitioners  to  par- 
ticipate in  the  early  stages 
of  decision-making  proc- 
esses. They  usually  don’t 
hear  about  regulations  until 
a proposal  appears  in  the 
Federal  Register,  if  then. 
By  that  time  a lot  of  con- 
crete has  been  poured,  and 
a lot  of  boots  are  in  the  con- 
crete. 

Physicians  in  private 
practice,  and  particularly 
clinicians,  should  press  for 
representation  on  the  ad- 
visory committees  of  the 
Food  and  Drug  Admin- 
istration, joining  with 
academic  and  teaching  hos- 
pital physicians  and  scien- 
tists who  are  already  serv- 
ing. Though  practitioners 
may  not  have  access  to  all 
available  information,  the 
value  of  their  clinical  expe- 
rience should  be  recognized. 
Clinicians,  for  example, 
rightly  remind  us  that  diffi- 
culty in  proving  precise  ef- 
fects does  not  necessarily 
mean  a drug  is  ineffective. 

Unless  practitioners  are 
more  involved  in  drug  reg- 
ulations, it  will  be  increas- 
ingly difficult  for  the  phar- 
maceutical industry  and 
scientists  elsewhere  to 


make  optimal  progress  in 
drug  development.  The 
benefit/ risk  ratio  must  be 
re-emphasized,  and  as  part 
of  this  it  must  be  acknowl- 
edged that  benefit  can  come 
from  the  judgments  of  med- 
ical science  as  a whole. 
Even  this  concept,  unfor- 
tunately, is  not  always  ac- 
cepted in  drug  regulatory 
processes.  For  example,  if 
current  medical  opinion 
holds  that  an  excess  of  total 
lipids  and  cholesterol  in  the 
blood  is  probably  predis- 
posing to  atherosclerosis, 
and  if  a drug  is  discovered 
which  reduces  total  lipids 
and  cholesterol,  the  drug 
ought  to  be  accepted  prima 
facie  as  a contribution  to 
medical  science  . . . until 
someone  disproves  the 
theory.  The  sponsor  should 
not  have  to  prove  the  the- 
ory as  well  as  to  develop 
and  test  the  drug. 

I feel  a major  new  effort 
must  also  be  made  to  erase 
the  feeling  of  mistrust  of 
medicine  and  of  medicines 


that  seems  to  be  growing  in 
the  public  consciousness. 
Triggered  primarily  by  stri- 
dent announcements  in 
Washington,  people  are 
reading  and  hearing  con- 
fidence-shaking things 
almost  continuously.  Al- 
though challenge  and 
awareness  are  essential  to 
medical  advancement,  our 
long-term  goal  is  construc- 
tively to  build,  not  destroy. 
This  means  strengthening 
patient-physician  relation- 
ships based  on  mutual  con- 
fidence and  trust.  And  in 
matters  of  health  policy,  it 
means  working  toward  par- 
ticipatory rather  than  ad- 
versary proceedings— where 
everyone  with  an  interest 
and  a capacity  to  contrib- 
ute has  an  opportunity  to 
be  heard  . . . and,  if  that  op- 
portunity is  not  spontane- 
ously afforded  him,  he  may 
seek  it. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


What  it  means 
to  live  and  work  in 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5  % for  white  males  and  1 9.5  % 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


□ Persons  without  soiar  keratoses  Persons  with  solar  keratoses 


’Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


!olar,  actinic,  senile  keratoses 

tailed  by  many  names,  the  typical  lesion  is  flat 
;•  slightly  elevated,  brownish  or  reddish  in 
;>lor,  papular,  dry,  adherent,  rough,  sharply 
;:fined;  usually  multiple  lesions,  chiefly  on 
r. posed  portions  of  the  skin. 

lequence/selectivity  of  response 

frythema  in  areas  of  lesions  may  begin  after 
sveral  days  of  therapy;  height  of  reaction 
Jnly  in  affected  areas)*  usually  occurs  within 
6'0  weeks,  declining  after  discontinuation  of 
ijerapy.  Since  this  response  is  so  predictable, 
Isions  that  do  not  respond  should  be  biopsied 
a rule  out  the  presence  of  a frank  neoplasm. 

(osmetic  results 

hsmetic  results  are  highly  favorable.  Inci- 
3 nee  of  scarring  is  low— important  with  multi- 
b facial  lesions.  Efudex  should  be  applied 
JSth  care  near  the  eyes,  nose  and  mouth. 

% cream-a  Roche  exclusive 

5ily  Roche  formulates  the  5 % cream . . . 

I*h  in  patient  acceptability . . . high  in  clinical 
iicacy,  especially  for  lesions  of  hands  and 
irearms. . .economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution ' 


onouc  \ Roche  Laboratories 
nULiiL  / Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N.J.  07110 


SMILE  CARE 

DENTAL  COVERAGE,  IT’S  NEW! 


Blue  Cross 

OF  SOUTH  CAROLINA 


COVERED  DENTAL  SERVICES  INCLUDE: 
Fillings  Bridges  Cleaning 
Oral  Surgery  X-rays  of  teeth 
Routine  Examinations 


IN  ASTHMA  optional 

in  emphysema  therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  A to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 


WILLIAM  P.  PO YTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Dr.  James  0.  Morphis,  Jr.  of  Hartsville 
has  been  appointed  chairman  of  the  South 
Carolina  School  Health  Committee  of  the 
South  Carolina  Chapter  of  the  American 
Academy  of  Pediatrics.  Dr.  Morphis’s  pur- 
pose will  be  to  make  school  officials  through- 
out the  state  more  aware  of  children’s  health 
problems  and  provide  them  with  informa- 
tion regarding  the  services  available  to  the 
children,  both  indigent  and  lion-indigent. 
Dr.  Benjamin  N.  Miller  of  Columbia  lias  been 
appointed  to  the  Emory  University  Regional 
Research  and  Rehabilitation  Training  Cen- 
ter Policy  Board.  Dr.  Miller  is  a graduate 
of  Duke  University  and  is  currently  doing 
graduate  work  at  the  University  of  South 
Carolina  in  rehabilitation  counseling. 

Dr.  Angus  Hinson  of  Rock  Hill  has  been 
elected  president  of  the  Tri-State  Medical 
Association  of  the  Carolinas  and  Virginia. 


Dr.  Max  A.  Culp  of  Port  Mill,  will  serve  as  a 
councillor  of  the  organization.  Dr.  Kenneth 
Aycock  has  been  named  by  the  State  Board 
of  Health  workers  as  Outstanding  Employee 
for  1972.  Drs.  Rupert  E.  Hodges  of  Spartan- 
burg and  George  L.  Irwin  of  Greenville  have 
been  named  Fellows  of  the  American  College 
of  Radiology.  Both  doctors  graduated  from 
the  Medical  University  of  South  Carolina. 

Dr.  Middleton  H.  Lambright  has  an- 
nounced the  opening  of  an  office  for  the 
practice  of  general  and  thoracic  surgery  at 
24  Vendue  Range,  Charleston.  Dr.  Edward 
Umgelter  has  joined  Dr.  James  N.  Cragie  of 
Loris.  Dr.  Umgelter  received  his  M.D.  degree 
from  the  New  York  Medical  College,  served 
his  internship  in  California  and  completed 
a four-year  residency  in  surgery  in  Ro- 
chester, New  York  and  Long  Branch,  New 
Jersey. 


New  Members,  S.  C.  M.  A. 


Dr.  David  C.  Burdge 

P.  0.  Box  157 
Simpsonville,  S.  C.  29681 

Dr.  Wm.  Eckstein 
1003  Grove  Rd. 

Greenville,  S.  C.  29605 
Dr.  Rodney  E.  Frothingham 
115  Mallard  St. 

Greenville,  S.  C.  29601 
Dr.  W.  Richard  Hearne 
Greenwood,  S.  C.  29646 


Dr.  Thomas  Edward  House 

Bell  Tower  Shopping  Center 
Greenville,  S.  C.  29601 

Dr.  Cecil  L.  Quattlebaum,  Jr. 

15  Med.  Ct. 

Greenville,  S.  C.  29601 

Dr.  William  V.  Relyea 

308  79th  Ave. 

Myrtle  Beach,  S.  C.  29577 

Dr.  Lewis  N.  Terry,  Jr. 

100  Mallard  St. 

Greenville,  S.  C.  29601 


May,  1972 
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Medical  University  of  South  Carolina 


Drs.  E.  J.  Dennis,  Lawrence  L.  Hester,  Jr., 
Charles  C.  Stamey,  John  F.  Hooker,  and  E. 
Frank  Shavender  participated  in  sessions  of 
the  Southern  Gynecological  and  Obstetrical 
Society  in  Houston,  Texas,  April  9 through 
11. 

Dr.  Benjamin  F.  Lawson  has  been  ap- 
pointed dean  of  the  College  of  Allied  Health 
Sciences.  Dr.  Lawson  is  currently  professor 
and  chairman  of  the  Dental  College’s  De- 
partment of  Oral  Medieine/Periodontology. 
He  will  succeed  Dr.  William  N.  Adams- 
Smith,  who  will  return  to  a full-time  position 


in  the  College  of  Medicine’s  Department  of 
Anatomy. 

Dr.  Joseph  C.  Ross,  professor  and  chair- 
man of  the  Department  of  Medicine  at  the 
Medical  University  of  South  Carolina,  has 
been  appointed  by  President  Nixon  to  the 
newly  formed  National  Advisory  Panel  on 
Heart  Disease. 

Dr.  Ross  has  been  with  the  Medical  Uni- 
versity since  July,  1970,  coming  here  from 
the  Indiana  University  School  of  Medicine 
where  he  was  director  of  the  Pulmonary 
Disease  Division  and  co-director  of  the  Post- 
graduate Cardiovascular  Training  Program. 


50  YEARS  AGO 


May,  1922 

Plans  were  being  made  for  the  75th  Anni- 
versary meeting  of  the  South  Carolina  Medical 
Association,  to  be  held  in  1923.  Dr.  J.  Richard 
Allison  of  Columbia  advocated  a routine 
Wasserman  for  all  persons. 
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TUBERCULOSIS  IN  SOUTH  CAROLINA  - 1971 

CASES  AND  DEATHS  RISE  WHILE  PREVENTION  DECLINES 


DAVID  B.  GREGG,  M.  D. 

State  Board  of  Health,  Columbia,  S.  C. 


There  were  669  new  active  cases  of  tuber- 
culosis reported  in  South  Carolina  last  year. 
This  compares  unfavorably  with  the  618  re- 
ported in  1970.  There  were  also  59  reactiva- 
tions in  1971  compared  with  24  in  1970.  There 
were  69  deaths  attributed  to  tuberculosis  in 
South  Carolina  in  1970  and  73  deaths  in  1971. 
These  rising  figures  should  jolt  our  compla- 
cency about  tuberculosis  and  remind  us  that 
even  though  it  has  dropped  to  23rd.  place 
among  the  leading  causes  of  death  it  still 
causes  more  deaths  than  all  other  specific 
reportable  diseases  together  in  the  United 
States. 

As  bad  as  these  statistics  would  seem,  an 
even  more  alarming  view  is  taken  by  the 
Tuberculosis  Control  Division  of  the  data 
indicating  an  actual  decrease  in  preventive 
measures  last  year.  There  were  1,686  house- 
hold contacts  to  the  669  new  and  59  re- 
activated cases  identified  last  year.  Of  these 
1,573  were  examined  by  chest  x-ray  and  tuber- 
culin tests.  Thirty-seven  percent  (591)  had 
positive  tuberculin  reactions  confirming  the 
high  risk  of  this  group.  However,  only  69.2 
percent  of  this  high  risk  group  were  begun 
on  preventive  treatment  with  isoniazid.  In 
1970,  77  percent  of  the  household  contacts 
were  begun  on  preventive  treatment.  There 
can  be  little  doubt  that  this  decline  in  pre- 
vention can  be  attributed  to  the  unfavorable 
publicity,  largely  in  the  lay  press,  concerning 
isoniazid  and  liver  toxicity.  Unfortunately, 


less  publicity  was  given  to  the  exhaustive 
studies  in  this  connection  by  a panel  of  ex- 
perts assembled  by  the  U.  S.  Public  Health 
Service  Center  for  Disease  Control.  Their 
conclusions  and  recommendations  which  are 
in  agreement  with  those  of  the  American 
Thoracic  Society  and  the  National  TB-RD 
Association  are  essentially  as  follows: 

1.  The  risk  of  liver  disease  associated  with 
isoniazid  is  small— from  0 to  10  incidences 
per  1,000  persons  per  year. 

2.  Monitoring  at  monthly  intervals  for 
symptoms  of  incipient  liver  dysfunction  can 
detect  even  this  small  group  before  serious 
hepatic  damage  results  and  even  this  is  re- 
versible on  discontinuing  the  drug. 

3.  No  changes  in  the  current  use  of 
isoniazid  for  both  treatment  of  active  disease 
and  preventive  treatment  is  indicated. 

In  household  contacts  the  annual  risk  of  de- 
veloping active  tuberculosis  is  about  1 in  30, 
a much  greater  risk  than  that  of  liver  damage. 
Furthermore,  with  preventive  treatment,  the 
small  risk  is  only  for  the  year  during  which 
isoniazid  is  taken;  whereas  the  risk  of  de- 
veloping active  tuberculosis  is  lifetime.  Phy- 
sicians are  urged  to  support  the  preventive 
treatment  activities  of  the  health  departments 
and  consider  this  valuable  protection  for 
their  own  patients  when  indicated.  Only  by 
its  widespread  application  can  wre  hope  to 
accelerate  the  slow  decline  of  tuberculosis, 
still  a very  large  public  health  problem. 
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Now 

form  follows 
function 

Only  Candeptin  (candicidin) 

gives  you  this  unique  form. . . 
a soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN®  (candicidin)  VAGELETTES u 
Vaginal  Capsules ...  a unique  dosage  form . . . 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 
the  specific  high  potency  antimonilial  agent, 
candicidin,  in  a soft  gelatin  capsule  — the  shape 
designed  with  your  patient  in  mind.  It  permits  easy 
manual  insertion  without  the  need  for  an  applicator 
or  inserter. . .of  particular  value  for  the  pregnant 
patient. . .for  intravaginal  use.  By  cutting  off  the  tip 
of  the  narrow  soft  end,  the  contents  can  be  extruded 
through  an  intact  hymen  for  intravaginal  use.  And 
it  is  readily  adaptable  to  topical  application  for 
labial  involvement,  and/or  intravaginal  use  to  treat 
mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  relief  — itching,  burning, 
and  discharge  subside  in  48-72  hours) 

Soothing,  miscible  ointment  permits  complete 
contact  with  affected  tissue. 

Usually  cures  in  a single  14-day  course  of  therapy.2  3'4 


Safe 

Exact  dosage  assured2  3 

No  side  effects,  clinical  reports  of  irritation  or 
sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  poten 
in  vitro  than  nystatin5  Candeptin  Vaginal  Ointmenl 
and  Tablets  have  a clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patients!'4  6 In  recent  studies  on  Candeptin 
Vagelettes  vr.g;nal  Capsules,  involving  both  gravic 
slid  ncn  gravid  natients,  a 100%  culture-confirmed 
cure  ra.e  war  achieved  with  a single  14-day 
course  of  therapy.2  3 

Unique 

CANDEPTIN  (candicidii 

VAGELETTES  M Vaginal  Capsule 


Ocription:  Candeptin (candicidin) 

Vi  nal  Ointment  contains  a dispersion  of 
IE  ficidin  powder  equivalent  to  0.6  mg. 
gm.  or  0.06%  Candicidin  activity  in 
P.  petrolatum.  3 mg.  of  Candicidin  is 
c ained  in  5 gm.  of  ointment  or  one 
catorful.  Candeptin  Vaginal  Tablets 
c ain  Candicidin  powder  equivalent  to 
’.  (0.3%)  Candicidin  activity  dispersed 
arch,  lactose  and  magnesium  stearate. 

I deptinVagelettes  Vaginal  Capsules 
ain  3 mg.  of  Candicidin  activity 
lersed  in  5 gm.  U S P petrolatum. 

I on:  Candeptin  Vaginal  Ointment, 
nal  Tablets,  and  Vagelettes  Vaginal 
I sules  possess  anti-monilial  activity, 
cations:  Vaginitis  due  to  Candida 
ans  and  other  Candida  species 
raindications:  Contraindicated  for 
nts  known  to  be  sensitive  to  any  of  its 
ponents.  During  pregnancy  manual 
et  or  Vagelettes  Capsule  insertion  may 
referred  since  the  use  of  the  ointment 
icator  or  tablet  inserter  may  be 
raindicated 

tion:  During  treatment  it  is  recom- 
ded  that  the  patient  refrain  from 
al  intercourse  or  the  husband  wear  a 
om  to  avoid  re-infection 
erse  Reaction:  Clinical  reports  of 
tization  or  temporary  irritation  with 
deptin  Vaginal  Ointment.  Vaginal 
ets  or  Vagelettes  Vaginal  Capsules 
been  extremely  rare, 
age:  One  vaginal  applicatorful  of 
deptin  Ointment  or  one  Vaginal  Tablet 
ne  Vagelettes  Vaginal  Capsule  is 
rted  high  in  the  vagina  twice  a day,  in 
lorning  and  at  bedtime,  for  14  days, 
tment  may  be  repeated  if  symptoms 
ist  or  reappear. 

ilable  Dosage  Forms:  Candeptin 
V inal  Ointment  is  supplied  in  75  gm  tubes 
ia  i applicator  ( 14-day  regimen  requires 
bes).  Candeptin  Vaginal  Tablets  are 
■ kaged  in  boxes  of  28,  in  foil  with 
rter  — enough  for  a full  course  of  treat- 
n it.  Candeptin  Vagelettes  Vaginal 
i isules  are  packaged  in  boxes  of  14  ( 14-day 
nimen  requires  2 boxes.) 

S re  under  refrigeration  to  insure  full 
p:ncy. 

leral  law  prohibits  dispensing  without 
p scription. 

Rerences:  1.  Olsen,  J R Journal-Lancet 
S 287  (July)  1965  2.  Giorlando.  S.W  : 

/Gyn  Dig.  73:32  (Sept.)  1971.3.  Decker, 

4 Case  Reports  on  File,  Medical  Department, 
ius  Schmid.  4.  Giorlando.  S.W. .Torres,  J.F., 
Muscillo,  G.:  Am.  J.  Obst.  & Gynec. 

370  (Oct.  1)  1964.  5.  Lechevalier,  H,: 

A ibiotics  Annual  1959-1960.  New  York, 

A ibiotica  Inc.,  1960.  pp,  614-618. 6.  Friedel, 
Maryland  M.J.,  75:36 (Feb.)  1966. 

>3  Julius  Schmid  Pharmaceuticals 
J 423  West  55th  Street 
lJ  New  York,  New  York  10019 
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DICTIONARIES 

WEBSTER 

Library  size,  1971  edition,  brand  new, 
still  in  box.  Cost  new:  $45.00. 

Will  Sell  for  $15 

Deduct  10%  on  orders  of  6 or  more. 

Mail  to 

NORTH  AMERICAN 
LIQUIDATORS 

1450  Niagara  Falls  Blvd. 

Dept. 

Tonawanda,  New  York  14150 

C.O.D.  orders  enclose  $1.00  good  will 
deposit.  Pay  balance  plus  C.O.D.  ship- 
ping on  delivery.  Be  satisfied  on  inspec- 
tion or  return  within  10  days  for  full 
refund.  No  dealers,  each  volume  specifi- 
cally stamped  not  for  resale. 

Please  add  $1.25  postage  and  handling. 
New  York  State  residents  add  applicable 
sales  tax. 


What  makes 
a good 
hearing  aid 

GREAT? 

The  man  who  does  the  fitting. 

There  are  a lot  of  good  hearing  aids  on  the 
market,  but  how  well  you  hear  with  any  aid  depends 
to  a great  degree  on  the  ability  of  the  hearing  aid 
dealer  to  properly  “fit”  the  correct  aid  for  your 
individual  hearing  problem. 

The  services  offered  by  your  MAICO  dealer 
reflect  Maico’s  30-year  record  of  integrity  and  experi- 
ence, willingness  to  stand  behind  their  product,  and 
the  care  and  thoroughness  with  which  Maico  selects 
and  trains  dealers  to  serve  the  hard  of  hearing.  Your 
Maico  dealer  is  a good  man  to  know  if  you  have  a 
hearing  problem. 

You  can  rely  on  MAICO— “Most  Respected  Name 
in  Hearing.” 

MAICO  "For  Audiometers  and  Sound  Rooms” 


Young's  Hearing  Aid  Service 
1607  Brabham  Avenue 
Columbia.  S.  C.  29202 
253-7085 

Young's  Hearing  Aid  Service 
511  W.  Palmetto  Street 
Florence,  S.  C. 

662-1211 


Young's  Hearing  Aid  Service 
800  Pendleton  Street 
Greenville,  S.  C. 

232-1007 

Melton  Hearing  Aid  Center 
326  King  Street 
Charleston,  S.  C.  29402 
772-1219 


APPALACHIA  PLANNING 


Last  year  (1971)  a Health  Policies  Confer- 
ence was  conducted  by  the  Brookings  Insti- 
tute at  Furman  University  to  draw  up  a health 
policy  statement  for  the  Appalachian  Region 
of  South  Carolina,  and  to  create  a permanent 
organization  to  implement  the  policy.  The 
permanent  organization  is  the  South  Carolina 
Appalachian  Region  Health  Policy  and  Plan- 
ning Council.  Attendance  was  by  invitation  to 
select  persons  of  influence  in  the  community, 
including  several  doctors  of  medicine.  Occa- 
sional reports  that  meetings  were  taking  place 
appeared  in  the  local  papers.  No  report  of  any 
sort  was  given  to  the  Greenville  County  Medi- 
cal Society. 

Dr.  Robert  E.  Toomey,  General  Director  of 
the  Greenville  Hospital  System,  is  chairman 
of  the  Permanent  Task  Force.  The  first  meet- 
ing of  the  Permanent  Task  Force  was  sehed- 
nled  for  February  14,  1972;  and  members  of 
the  Task  Force  were  invited  to  submit  in- 
dividual working  papers  for  consideration  at 
this  meeting.  By  chance,  the  paper  submitted 
by  Mr.  Ernest  E.  Cooler  of  the  Pickens  County 
Planning  and  Development  Board  received 
considerable  distribution  beforehand.  This  led 
Mr.  J.  H.  McKinney,  Jr.  to  send  to  Mr.  M.  L. 
Meadors  a letter  stating  that  Mr.  Cooler’s 
paper  was  for  study  purposes  only,  and  had 
not  been  adopted  by  the  Permanent  Task 
Force,  and  enclosing  a copy  of  the  Health 
Policy  statement  drawn  up  by  the  Health 
Policy  Conference.  Mr.  McKinney  fears  that 
Mr.  Cooler’s  paper  has  created  the  impression 
that  “the  Task  Force  is  about  to  launch  a 
vindictive  campaign  against  the  medical  pro- 
fession.” Nothing  he  says,  “could  be  further 
from  the  truth.”  Mr.  McKinney  continues, 
“the  group  does  not  seek  dictatorial  powers 
over  die  medical  profession,  but  earnestly 
desires  to  cooperate  with  physicians  in  every 
possible  way  to  head  off  undesirable  health 
care  mechanisms  imposed  from  outside  our 
region.” 


THOMAS  PARKER,  M.D. 

Greenville,  S.  C. 

The  diction  employed  in  these  two  docu- 
ments, allegedly  the  work  of  local  citizens,  is 
interesting,  for  it  is  surely  not  that  in  common 
vise  in  Appalachia.  Mr.  Cooler’s  paper  is  in 
purest  Washington  officialese.  It  commences, 
“We  ( the  people  of  the  South  Carolina  Pied- 
mont) recognize  the  need  for  more  medical 
doctors,  ancillary  medical  personnel,  and 
allied  professionals,  as  well  as  the  need  for 
improvement  of  organizational,  structural  and 
operational  frameworks  encompassing  the 
medical  profession.”  It  is  full  of  “musts”, 
among  which  are  “primary  care  physician 
numbers  must  reach  the  national  average  at 
an  early  date.”  “The  number  of  ancillary 
medical  Professionals  needed  to  reach  the 
national  average  must  be  obtained.”  “The 
regional  overview  organization  will  direct 
innovations  in  the  organization  of  health  man- 
power.” “A  formal  regional  organization  of 
doctors  will  be  created  by  mid  1972  and  will 
have  as  one  of  its  objectives  the  allocation  of 
medical  doctors  on  a geographic  basis.”  “A 
formal 'regional  organization  of  hospitals  will 
be  created  by  mid  1972.”  “The  hospital  or- 
ganization shall  require  members  to  enter 
into  agreements  — , and  shall  provide  for 
penalties  to  those  that  do  not  join  the  regional 
effort.”  The  paper  stresses  the  necessity  for 
the  extensive  use  of  computers,  foreseeing 
ultimately  a console  in  each  participating  phy- 
sician’s office.  This  will  make  available  im- 
mediate recall  of  the  records  of  all  patients 
treated  by  medical  doctors  in  1973  who  wish 
to  enroll  in  the  system. 

“The  Education  Committee  of  the  South 
Carolina  Appalachian  Council  of  Govern- 
ments will  develop  a system  of  integrating 
personal  and  community  health  education  into 
the  curriculum  of  all  elementary  and  second- 
ary education  systems.” 

“One  of  the  principal  objectives  is  the  de- 
velopment of  a system  of  financing  medical 
care.”  It  advocates  “stimulation  and  guidance 


224 


The  Journal  of  the  South  Caroi.ina  Medical  Assoclation 


by  enlighted  (sic)  leaders.”  There  is  a lot 
more  of  the  same,  and  the  organization  is 
“to  be  recognized  by  the  state  government  as 
the  Regional  Medical  Authority  for  programs 
and  policy  making  for  the  region." 

The  health  policy  statement  in  contrast  is 
written  in  superb  United  Nations  lingo.  Para- 
graph after  paragraph  commences  — “we 
recognize”,  “we  define”,  “we  assert  ’,  “we 
acknowledge”. 

One  paragraph  commences,  “At  least  two 
major  considerations  have  guided  construction 
of  this  statement.  Each  exists  conceptually  as 
a void.”  You  can’t  beat  that  for  “opaque 
transparency”. 

Another  paragraph  runs,  “We  define  health 
as  that  state  of  physical  and  mental  well-being 
which  enables  each  individual  to  function  at 
maximum  potential  in  his  or  her  role  in  so- 
ciety, as  comfortably  and  as  satisfactorily  as 
possible.  The  overall  goal  is  good  health  of 
each  citizen.”  This  is  based  upon  Aristotle. 
Further,  “We  affirm  that  quality  health  care 
is  a right  of  all  people.  We  affirm  that  it  is 
also  the  individual  responsibility  of  each  per- 


son to  pursue  a course  of  action  that  will 
optimize  his  or  her  health  status."  “We  affirm 
that  all  persons  should  have  equity  of  access 
to  quality  health  care  which  remains  re- 
sponsive to  total  needs  at  reasonable  and 
bearable  costs.” 

“We  affirm  that  the  current  array  of  health 
care  services  is  not  equitably  available  to  all 
people  in  this  region,  and  that  strong  efforts 
must  be  made  by  providers,  consumers,  third- 
party  financers,  and  government  to  rectify  this 
situation.” 

Despite  Mr.  McKinney’s  opening  statement 
that  the  Task  Force  desires  to  head  off  “un- 
desirable health  care  mechanisms  imposed 
from  outside  our  region”,  in  die  writer’s 
opinion  this  will  be  impossible  as  long  as  the 
Task  Force  affirms  that  “strong  efforts  must 
be  made  — by  government  to  rectify  this  situa- 
tion”. A united  front  including  government 
must  be  run  by  government.  Again,  in  the 
writer’s  opinion,  the  voice  of  government  is 
easily  discernible  in  the  diction  of  the  two 
documents,  as  well  as  in  the  condemnation  of 
the  existing  delivery  system.  It  is  also  visible 
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WINCHESTER 

“CAROL1NAS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 
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We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver-  | 
^ tised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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in  the  reference  to  the  various  alternative 
methods  of  delivering  medical  care  that  are  to 
be  “examined  and  constantly  re-evaluated  ’. 
“These  include,  but  are  not  limited  to  solo 
practice,  group  practice,  hospital-based  prac- 
tice, health  care  corporation,  health  main- 
tenance organization,  and  medical  society 
foundation.”  The  only  other  possibilities  left 
are  varieties  of  state  medicine,  call  it  what  you 
will.  And  “constant  re-evaluation"  should  be 
understood  to  indicate  “new  and  innovative 
systems”— i.e.,  different  from  the  present,  the 
difference  very  likely  to  be  a difference  of 
kind,  not  degree. 

Interesting  too  is  the  affirmation  of  need 
for  “provision  of  guidance  and  evaluation 
from  outside  the  system”.  Any  honest  and 
well-meaning  person  welcomes  constructive 
advice.  Guidance  is  another  matter.  There 
just  might  be  coercive  guidance. 

Passing  mention  might  be  made  of  the 
emphasis  upon  preventive  medicine.  As  every- 
one knows,  the  major  causes  of  death  these 
days  are  accidents,  heart  disease,  cancer,  and 
stroke.  The  major  contributing  factors  to  these 
are  irresponsible  operation  of  motor  vehicles, 
excessive  eating,  excessive  drinking  of  al- 
coholic beverages,  and  excessive  smoking. 
What  preventive  action  will  the  Task  Force 


recommend  in  these  fields,  and  what  if  the 
people  ignore  its  recommendations?  Will  pre- 
ventive medicine  become  coercive  too,  as 
prohibition  of  alcohol  consumption  was,  as 
fluoridation  of  municipal  water  supplies  is, 
as  sex  education  in  the  schools  may  be? 

The  trouble  with  the  social  reformers  is 
that  they  are  dogmatically  righteous.  Having 
observed  that  the  present  state  of  our  world 
is  not  perfect,  and  believing  that  it  is  pos- 
sible to  make  it  so  by  human  action  through 
government,  they  resolve  to  accept  the  chal- 
lenge to  make  it  perfect.  When  one  plan 
fails,  they  do  not  recognize  the  impossibility 
of  the  task  as  the  reason  for  the  failure,  but 
come  up  fighting,  with  a new  and  more  ex- 
pensive plan.  As  long  as  planners  plan  at 
government  expense,  however,  we  may  expect 
to  have  them  with  us. 

We  should  be  very  grateful  to  Mr.  Cooler 
and  Mr.  McKinney  for  making  these  fas- 
cinating documents  available  to  us.  In  all  fair- 
ness, the  Task  Force  being  nonelective  and 
in  no  way  accountable  to  the  medical  profes- 
sion or  the  people,  such  disclosures  have  to  be 
regarded  as  a kindness  rather  than  a duty. 
Such  is  the  state  of  the  land  of  the  free  in  the 
year  of  our  Lord  1972. 


School  of  Public  Health 


The  Maternal  and  Child  Health  Program 
of  the  University  of  California  School  of  Pub- 
lic Health  at  Berkeley  announces  postgradu- 
ate courses  of  instruction  for  pediatricians, 
obstetricians,  and  other  physicians  interested 
in  receiving  training  in  the  field  of  Maternal 
and  Child  Health.  These  programs  all  dead  to 
the  degree  of  Master  of  Public  Health.  Tax- 
exempt  Fellowships  are  available,  consisting 
of  support  for  the  trainee  and  his  dependents, 
tuition  and  fees. 

Program  areas  at  the  present  time  include 


nine-month  programs  in  Maternal  and  Child 
Health,  Healdi  of  School-Age  Children  and 
Youth,  and  Family  Planning.  Twenty-one 
month  programs  in  Care  of  Handicapped 
Children,  Comprehensive  Health  Care  and 
Perinatology  are  also  available. 

Applications  are  now  being  accepted  for 
the  group  entering  September,  1973.  For  in- 
formation, write  to  Helen  M.  Wallace,  M.D., 
School  of  Public  Health,  University  of  Cali- 
fornia, Berkeley,  California  94720. 
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or  open  to  infection  ••• 

choose  the  topieals 
that  give  your  patient- 

e broad  antibacterial  activity  against 
susceptibleskin  invaders 
3 lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin*  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  Y2  oz.  for  topical  use  only. 

\imisliinji  ( "ream  Base 

Neosporirf-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3,5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

1 In  tubes  of  15  g. 

| NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
■ impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptibie  organisms  and/or  fungi.  Appropriate 
\ measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 

| Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
I have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


.in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED' 
provides  more  complete  relief : 

[H  belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
D phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
half  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  swallowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 

to  calm) 

KINESED 

antispasmodic/  sedative/  antiflatulent 


THE  CONSULTANT’S  REPORT 


Re:  Mrs.  Blatz 

Dear  Doctor: 

Rummaging  in  my  desk  today  I came  across 
a folder  which  reminded  me  that  I had  not 
reported  to  you  on  the  patient,  Mrs.  Blatz, 
whom  you  sent  to  me  several  months  ago.  I 
am  sure  you  will  understand  that  we  con- 
sultants to  whom  important  cases  are  referred 
find  it  difficult  to  get  our  thoughts  collected 
promptly,  and  naturally  we  are  not  bothered, 
as  you  would  be,  by  the  importunities  of  the 
patient  and  family  in  reference  to  the  urgent 
situation  which  you  and  I discovered. 

The  above-captioned  patient  (whatever 
that  means)  was  seen  by  me  after  an  exhaust- 
ing series  of  tests  ranging  from  the  Abder- 
halden  reaction  to  Zangemeister’s  test.  A num- 
ber of  these  tests  were  slightly  positive,  while 
others  which  were  repeated  were  contra- 
dictory to  themselves  for  some  strange  reason, 
and  we  were  finally  driven  to  pouring  the 
liquid  elements  into  the  sink  and  the  solids 
into  the  usual  receptacle.  During  this  process 
it  was  discovered  that  the  patient  was  still 
alive,  and  strenuous  efforts  were  made  to 
revive  her  to  the  point  that  a physical  ex- 
amination could  be  done.  As  the  event  seemed 
doubtful,  we  quickly  repeated  all  our  tests, 
maintaining  the  patient  in  an  iron  lung  with 


the  help  of  oxygen  and  a number  of  the  latest 
stimulant  drugs,  and  finally  we  were  able  to 
make  rapid  but  minute  examination  of  all  of 
the  several  systems,  ruling  out  this  and  ruling 
out  that  in  very  short  order.  After  all  the 
ruling  out,  the  patient  was  found  to  have  an 
extremely  unusual  condition,  a single  case  of 
which  has  been  described  by  Kunkel,  Fursten- 
burger,  Gerstenberger,  and  Klunk  in  the 
Zeitschirt  fiir  Pure  Balogny,  Vol.  58,  p.  299. 
We  would  like  very  much  to  have  investigated 
this  condition  further,  but  as  the  patient  had 
already  exhausted  all  her  insurance  and  such 
funds  as  she  could  beg,  borrow,  or  steal,  we 
were  forced  to  discharge  her  with  her  condi- 
tion incompletely  diagnosed. 

After  her  recovery  from  her  examination, 
she  was  sent  home  to  convalesce  from  her 
experience,  and  we  would  like  very  much  to 
have  daily  reports  on  her  progress. 

Enclosed  herewith  is  a 16-page  single- 
spaced electrically  typed  report  in  which  we 
conclude  in  well  chosen  vague  phrases  that 
this  is  an  extremely  interesting  case  and  that 
we  will  agree  fully  with  your  diagnosis  when- 
ever it  may  be  made. 

Yours  in  science, 

JIW 


Material  for  publication  should  be  in 
the  JOURNAL  office  by  the  10th  of  the 
month  preceding  publication. 
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THE  SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


Charges  for  the  care  and  treatment  of  pa- 
tients at  all  facilities  of  the  South  Carolina 
Department  of  Mental  Health  will  be  in- 
creased effective  July  1,  1972,  it  has  been 
announced  by  Dr.  William  S.  Hall,  state 
commissioner  of  mental  health. 

There  has  been  no  increase  in  charges  since 
September  1,  1967,  it  was  pointed  out  by  Dr. 
Hall,  and  this  action  came  only  after  long 
study  by  the  governing  board  of  the  Depart- 
ment, the  South  Carolina  Mental  Health  Com- 
mission. 

For  South  Carolina  State  Hospital,  Crafts- 
Farrow  State  Hospital,  and  the  Alcohol  and 
Drug  Addiction  Project,  $6.00  per  day. 

For  C.  M.  Tucker,  Jr.  Human  Resources 
Center  which  includes  the  John  M.  Fewell 
Pavilion  and  the  E.  Roy  Stone,  Jr.  War  Vet- 
erans Pavilion,  $11.00  per  day. 

For  the  William  S.  Hall  Psychiatric  Insti- 
tute, $25.00  per  day. 

The  current  charge  of  $3.50  per  day  was 
levied  in  1967. 

“The  Commission  has  taken  this  action 
reluctantly,”  Dr.  Hall  said,  “but  during  the 
past  five  years  the  Department  and  its  facili- 
ties, as  has  all  business,  institutions  and 
private  citizens,  has  had  to  absorb  mounting 
cost  increases  in  all  areas,  while  at  the  same 
time  it  has  had  to  function  within  the  frame- 
work of  a limited  budget.” 

Dr.  Hall  pointed  out  the  charges  set  by 
the  Department  for  its  facilities  have  historic- 


ally been  below  those  charges  collected  by 
adjoining  states  and  considerably  below  the 
national  average.  In  addition,  the  charges 
levied  have  never  reflected  the  actual  cost  to 
the  state  on  a per  patient  per  day  basis. 

A national  survey  of  state  mental  hospitals 
for  the  past  year  shows  that  South  Carolina 
ranked  47th  among  the  states  with  an  average 
daily  expenditure  per  patient  of  $7.82,  while 
the  national  average  was  $14.89. 

All  funds  coming  to  the  Department  from 
the  care  and  treatment  charges  go  directly 
toward  amortizing  bonds  that  are  issued  for 
the  construction  and  renovation  of  patients’ 
facilities. 

“We  are  now  well  into  what  has  been  a 
constant  renovation  and  modernization  pro- 
gram to  generally  upgrade  all  existing  struc- 
tures and  to  relieve  crowded  conditions  at  our 
two  major  institutions,  State  Hospital  and 
Crafts-Farrow,”  Dr.  Hall  said. 

“We  have  also  approved  plans  for  the  con- 
struction of  a new  treatment  facility  carrying 
out  treatment  and  design  concepts  known  as 
the  ‘Village  System’  which  will  go  a long  way 
toward  updating  our  program,”  he  added. 

The  Department  is  obligated  by  law  to  set  a 
realistic  charge  for  the  care  and  treatment  of 
patients,  Dr.  Hall  said,  and  the  new  rates,  as 
have  those  in  the  past,  fully  take  into  account 
the  ability  of  die  patient  and/or  his  family, 
to  pay  such  charges. 
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Because  you 
practice 

medicine  in  the 
Palmetto  State. 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
a number  of  patients  with 
gastritis  and  duodenitis . . . 
you  should  know 
nore  about  Librax® 


delps  reduce 

inxiety-related  G.I.  symptoms 

k patient  may  blame  his  attacks  of  gastritis  or 
uodenitis  on  “something  he  ate”  but  contribut- 
ig  factors  may  be  his  job, 
larital  problems,  financial 
/orries  or  some  other  unmen- 
oned  source  of  stress  and 
excessive  anxiety  that 
exacerbated  the  condition. 

/hether  it  is  “something 
lie  ate”  or  “something  eating  him,”  adjunctive 
ibrax  can  help.  Librax  offers  both  the  antianxiety 
:tion  of  Librium®  (chlordiazepoxide  HC1),  that  can 
!;lp  relieve  excessive  anxiety,  and  the  dependable 
iticholinergic  action  of  Quarzan®  (clidinium  Br), 

I at  can  help  reduce  gastrointestinal  hypermotility 
.id  hypersecretion. 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
w *1  adjunctive 

Librax  - 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


hfore  prescribing,  please  consult  complete  product  information, 
; iummary  of  which  follows: 

t mtraindications:  Patients  with  glaucoma;  prostatic  hyper- 
nphy  and  benign  bladder  neck  obstruction;  known  hypersen- 
! ivity  to  chlordiazepoxide  hydrochloride  and/or  clidinium 
lomide. 

Warnings:  Caution  patients  about  possible  combined  effects 
i th  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 

1 ting  drugs,  caution  patients  against  hazardous  occupations 
iquiring  complete  mental  alertness  (e.g.,  operating  machinery, 
Living).  Though  physical  and  psychological  dependence  have 

i rely  been  reported  on  recommended  doses,  use  caution  in 

2 ministering  Librium  (chlordiazepoxide  hydrochloride)  to 

I own  addiction-prone  individuals  or  those  who  might  increase 
dsage;  withdrawal  symptoms  (including  convulsions),  following 
d continuation  of  the  drug  and  similar  to  those  seen  with  bar- 
t urates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 

S tation,  or  in  women  of  childbearing  age  requires  that  its 
p tential  benefits  be  weighed  against  its  possible  hazards.  As 
nth  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
niy  occur. 

{^cautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
e active  amount  to  preclude  development  of  ataxia,  overseda- 
tin  or  confusion  (not  more  than  two  capsules  per  day  initially; 
iiirease  gradually  as  needed  and  tolerated).  Though  generally 
n recommended,  if  combination  therapy  with  other  psycho- 
tipics  seems  indicated,  carefully  consider  individual  pharma- 
c ogic  effects,  particularly  in  use  of  potentiating  drugs  such  as 
hkO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
ii  presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
rijctions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
b n reported  in  psychiatric  patients.  Employ  usual  precautions 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  New  Jersey  07110 


palmedico 

. . . more  than  just  a name! 


Working  hand  in  hand  with 
medical  research  and  physicians, 
Palmedico  constantly  strives  to 
provide  the  latest  in  pharmaceu- 
ticals to  meet  advancing  needs. 
Caretul  formulation  and  superior 
production  are  important  factors 
in  being  . . . more  than  just 
a name. 


• Amphaplex®  1 0 (Cl  1 ) 

Each  Tablet  contains:  Meth- 

amphetamme  Saccharate  - 2.5 
Mg.;  Methamphetamine  Hyd- 
rochloride - 2.5  Mg.;  Ampheta- 
mine Sulfate  - 2.5  Mg.;  Dextro 
Amphetamine  Sulfate  - 2.5  Mg. 


• Palohist® 


Each  Capsule  contains:  Phe- 
nylephrine Hydrochloride  - 25.0 
Mg.;  Chlorpheniramine  Maleate 

- 7.5  Mg.;  Pyrilamine  Maleate 

- 25.0  Mg.;  Methapyrilene  Hy- 
drochloride - 12.5  Mg. 
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THE  SOUTH  CAROLINA  REGIONAL 
MEDICAL  PROGRAM 

Vince  Moseley,  M.D. 
Coordinator,  South  Carolina 


South  Carolina  Regional  Medical  Program 
Records  Six  Years  of  Progress 


The  South  Carolina  Regional  Medical  Pro- 
gram observes  its  Sixth  Anniversary  this  year 
while  preparing  for  an  expansion  of  its  activi- 
ties to  improve  health  care  services  for  South 
Carolinians. 

The  SCRMP  was  organized  in  April  1966 
as  a result  of  Public  Law  89-239  which  author- 
ized the  establishment  of  regional  medical 
programs. 

Since  the  SCRMP  was  initiated,  37  projects 
have  received  operational  funds  and  eleven 
are  approved  pending  funding.  In  addition, 
SCRMP  has  supported  dozens  of  workshops, 
seminars  and  conferences  and  engaged  in  a 
score  of  studies  and  developmental  plans  to 
assist  with  some  of  the  most  pressing  health- 
care problems  in  the  State.  Over  the  6-year 
period,  SCRMP  funding  has  totalled  more 
than  $5,700,000. 

Nineteen  of  the  original  SCRMP  projects 
have  become  self-supporting.  For  the  period 
July  1,  1971  to  June  30,  1972,  SCRMP  has  14 
operational  projects  in  action  and  a total 
award  grant  of  $1,074,224. 

Organization  of  SCRMP  was  realized  by  a 
joint  effort  of  the  Medical  University  of  S.  C., 
the  State  Board  of  Health,  the  S.  C.  Heart 
Association,  the  S.  C.  Hospital  Association 
and  other  agencies. 

Regional  Medical  Programs  promote 
through  grants  the  development  of  regional 
cooperative  arrangements  between  the  health 
professions  and  institutions.  They  are  de- 
signed to  improve  regional  organization  of 
health  resources  and  servcies,  to  enhance 
health  care  at  the  community  level  and  gen- 
erally to  improve  personal  health  care,  es- 


pecially for  persons  threatened  with  heart  dis- 
ease, cancer,  stroke,  kidney  and  related  dis- 
eases. 

Grant  awards  are  provided  to  56  regional 
medical  programs  across  the  Nation  by  Re- 
gional Medical  Programs  Service,  a division 
of  the  Health  Service  and  Mental  Health  Ad- 
ministration, HEW,  Washington,  D.  C. 

The  SCRMP  is  under  tire  direction  of  a 72- 
member  statewide  Regional  Advisory  Group 
which  is  representative  of  practicing  physi- 
cians, dentists,  nurses,  State  Board  of  Health, 
professional  and  volunteer  health  organiza- 
tions, educational  representatives  and  inter- 
ested citizens. 

Dr.  James  W.  Colbert,  Jr.,  vice-president 
for  Academic  Affairs  of  the  Medical  Univer- 
sity of  S.  C.  at  Charleston,  is  chairman  of  the 
group.  Dr.  Louis  P.  Wright,  Jr.,  of  Florence, 
is  vice-chairman.  The  co-chairman  is  William 
B.  Finlayson,  administrator  at  the  Conway 
Hospital.  Dr.  Vince  Moseley,  Charleston,  co- 
ordinator for  the  S.  C.  Regional  Medical  Pro- 
gram, serves  as  secretary. 

Concurrent  with  the  observance  of  the 
Sixth  Anniversary  of  SCRMP,  the  Regional 
Advisory  Group  met  in  Myrtle  Beach  April 
29-30  to  consider  proposals  for  an  expansion 
of  SCRMP  activities  from  categorical  em- 
phasis (heart  disease,  cancer,  stroke,  kidney 
and  related  disease)  to  broader  cooperative 
efforts  in  health  care  delivery. 

Some  SCRMP  contributions  to  improved 
health  care  during  its  first  six  years  of  opera- 
tion are  as  follows: 

RMP  binding  assisted  in  the  achieve- 
ment of  a Kidney  Transplant  Program  in 
South  Carolina. 
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Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


Since  1968,  SCRMP  projects  have 
contributed  directly  to  the  care  of  over  6,000 
heart  patients,  45,000  cancer  patients  or 
screening  program  participants,  400  stroke 
patients  and  180  renal  patients. 

SCRMP  projects  have  held  instruc- 
tional programs  having  a total  attendance  of 
more  than  10,000  physicians,  over  18,000 
registered  nurses,  and  over  10,000  occupa- 
tional and  technical  aides. 

Enrollment  in  health  careers,  reflect- 
ing SCRMP  sponsored  recruitment  and  educa- 
tion programs  of  the  S.  C.  Hospital  Associa- 
tion, increased  from  1,802  to  3,768  in  the  past 
three  years.  Health  materials  have  been  given 
to  300,000  individuals,  resulting  in  over  25,000 
inquiries  for  further  information. 

A Television-Telephone  network  has 

been  established  to  enable  conferences  and 
consultations  directed  toward  patient  care, 
linking  11  hospitals  throughout  the  State. 

— A Computer  Network  to  the  Medical 

University  of  S.  C.  Hospital  has  been  estab- 
lished to  assist  in  improved  dosimtery  cal- 
culations for  radiation  treatment  of  cancer, 
with  linkages  to  two  other  hospitals  in  the 
State. 

Heart  and  Cancer  Clinics  have  been 

actively  supported  with  RMP  grants  admin- 
istered by  the  State  Board  of  Health. 

SCRMP  sponsored  Acute  and 

Chronic  Stroke  Projects  at  Columbia  Hospital 
have  demonstrated  die  value  of  such  pro- 
grams with  lowering  of  acute  mortality  from 
approximately  52%  to  19%. 

SCRMP  has  contributed  to  lowering 

of  mortality  of  those  with  acute  myocardial 
infarction  during  the  first  week  of  illness 
from  about  35%  to  18-20%  through  the 
training  of  nurses  and  physicians  in  the  use 
of  monitoring  equipment.  During  the  past 
four  years,  hospitals  utilizing  this  equpiment 
have  expanded  from  three  to  33  hospitals. 
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• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  61/2  0 per  tablet) 


Before  prescribing,  please  consult  complete  product  infc 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract 
fections  (primarily  cystitis,  pyelitis,  pyelonephritis)  d 
to  susceptible  organisms  (usually  £.  coli,  Klebsiel 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabu 
and  less  frequently,  Proteus  vulgaris)  in  the  absence 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tes 
are  not  always  reliable.  The  test  must  be  carefully  coor 
nated  with  bacteriologic  and  clinical  response.  When  f 
patient  is  already  taking  sulfonamides,  follow-up  cultui 
should  have  aminobenzoic  acid  added  to  the  culture  med 
Currently,  the  increasing  frequency  of  resistant  organisn 
is  a limitation  of  the  usefulness  of  antibacterial  agents 
eluding  the  sulfonamides,  especially  in  the  treatment 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  p 
tients  receiving  sulfonamides  for  serious  infections  sin 
there  may  be  wide  variations  with  identical  doses;  20  m; 
100  ml  should  be  maximum  total  sulfonamide  level, 
adverse  reactions  occur  more  frequently  above  this  lev 
Contraindications:  Hypersensitivity  to  sulfonamides, 
fants  less  than  2 months  of  age  (except  adjunctively  w 
pyrimethamine  in  congenital  toxoplasmosis),  pregnan 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  I has  r 
been  established.  Sulfonamides  will  not  eradicate  gre 
A streptococci.  Deaths  associated  with  sulfonamide  a 
ministration  have  been  reported  from  hypersensitiv  i 
reactions,  agranulocytosis,  aplastic  anemia  and  otr 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  feve 
pallor,  purpura  or  jaundice  may  be  early  indications 
serious  blood  disorders.  Complete  blood  counts  a 
urinalyses  with  careful  microscopic  examination  sho. 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal 
.hepatic  function,  severe  allergy  or  bronchial  asthma 
present.  In  glucose-6-phosphate  dehydrogenase-deficie 
individuals,  hemolysis  (frequently  a dose-related  re: 
tion)  may  occur.  Maintain  adequate  fluid  intake  to  p 
vent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocyto: 
aplastic  anemia,  thrombocytopenia,  leukopenia,  her 
lytic  anemia,  purpura,  hypoprothrombinemia,  mether 
globinemia.  Allergic  reactions:  Erythema  multiforme  (S 
vens-Johnson  syndrome),  generalized  skin  eruptic  i 
epidermal  necrolysis,  urticaria,  serum  sickness,  prurit. 
exfoliative  dermatitis,  anaphylactoid  reactions,  perio; 
tal  edema,  conjunctival  and  scleral  injection,  photose'  i 
tization,  arthralgia,  allergic  myocarditis.  Gastrointesti 
reactions:  Nausea,  emesis,  abdominal  pains,  hepat: .. 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.A/.S.  re 
tions:  Headache,  peripheral  neuritis,  mental  depress 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills,  tc  ‘ 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nod 
and  L.E.  phenomenon  have  occurred  with  sulfonair 
therapy.  Sulfonamides  bear  certain  chemical  similari 
to  some  goitrogens,  diuretics  and  oral  hypoglycer . 
agents.  Goiter  production,  diuresis  and  hypoglyce 
have  occurred  rarely  in  patients  receiving  sulfonamic  i 
Cross-sensitivity  may  exist  with  these  agents. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


„ ROCHE  LABORATORIES 
ROCHE  > Division  of  Hoffmann-La  Roche 
' Nutley,  N.J.  07110 


:ute,  recurrent  or  chronic  nonobstructed  cystitis 

THREE  OTHER 
BUILT-IN 
BENEFITS  OF 
GANTRISIN 

sulfisoxazole/Roche 


For  nonobstructed  cystitis  due  to  E.  coli 
and  other  susceptible  organisms 

begin  with 

Gantrisin1 

sulfisoxazole/Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


High  solubility  at  average  urinary  pH 

Gantrisin's  unusual  solubility  is  the  main  reason  for 
its  relatively  low  toxicity.  In  both  free  and  acetylated  forms, 
it  is  highly  soluble  at  urinary  pH  values  of  5.5  to  6.5,  so 
there  is  no  need  for  prophylactic  alkali  therapy. 


Rapid  absorption 

Gantrisin  reaches  its  sites  of  action  quickly. 
Measurable  levels  of  the  drug  have  been  found  in  blood  and 
urine  within  60  minutes;  in  2 to  3 hours,  therapeutic 
levels  usually  have  been  reached. 


Rapid  renal  clearance 

Gantrisin's  rapid  excretion  rate  is  another  reason  why 
it  is  generally  well  tolerated.  Over  50%  of  a single  oral  dose 
is  excreted  in  8 hours,  over  90%  in  24  to  48  hours,  so  there 
is  little  risk  of  hematuria  or  crystalluria,  and  anuria  is  rare. 

As  with  all  sulfonamides,  adequate  fluid  intake  must  be 
maintained.  Complete  blood  counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be  performed  frequently. 


MEETINGS 

Course  in  Postgraduate  Gastroenterology 

The  Annual  Course  in  Postgraduate  Gastro- 
enterology of  the  American  College  of  Gastro- 
enterology will  be  given  at  the  Hotel  Bona- 
venture  in  Montreal,  Canada,  October  19,  20, 
and  21,  1972,  immediately  following  the  37th 
Annual  Convention  of  the  College  which  will 
also  be  held  there  on  16,  17,  18  October  1972. 

The  faculty  for  the  Course  will  include 
many  distinguished  teachers  from  both  the 
United  States  and  Canada. 

Further  information  and  enrollment  may  be 
obtained  from: 

The  American  College  of  Gastroenterology 

299  Broadway 

New  York,  N.  Y.  10007  U.S.A. 


First  National  Conference  on 
Urologic  Cancer 

Sponsor:  American  Cancer  Society 

Shoreham  Hotel,  Washington,  D.  C. 
March  29-31,  1973 
For  information  write: 

Sidney  L.  Arje,  M.D. 

First  National  Conference  on  Urologic  Cancer 
c/ o American  Cancer  Society 
219  East  42nd  Street 
New  York,  New  York  10017 
All  members  of  the  medical  and  related 
professions  and  medical  students  are  invited 
to  attend  this  conference.  Advance  registra- 
tion is  requested.  There  is  no  registration  fee. 


Postgraduate  Cruise 

The  College  of  Medicine,  Division  of 
Postgraduate  Education,  University  of 
Florida  would  like  to  extend  an  invita- 
tion to  South  Carolina  physicians  and 
their  wives  to  join  Florida  physicians  on 
the  FIRST  ANNUAL  POSTGRADU- 
ATE INVITATIONAL  CRUISE  aboard 
the  M/S  Skyward  February  3 - 10.  1973, 
out  of  Miami,  Florida,  to  ports  in  Haiti, 
Puerto  Rico,  the  Virgin  Islands,  and 
Nassau.  This  7-day  cruise  program  has 
been  designed  to  appeal  primarily  to,  but 
certainly  not  limited  to,  physicians  prac- 
ticing internal  medicine,  family  practice, 
or  thoracic  surgery.  E.  Grey  Dimond, 
M.D.,  Provost  for  the  Health  Sciences, 
Professor  of  Medicine,  University  of 
Missouri  at  Kansas  City,  is  special  guest 
speaker.  Application  for  credit  hours  has 
been  made  to  the  American  Academy  of 
General  Practice. 

The  program  fee  per  physician  will  be 
$150  with  a cabin  deposit  of  $100  per 
person  due  by  May  15,  1972.  Requests 
for  additional  information,  program  con- 
tents, reservation  forms,  and  brochure 
mailings  should  be  addressed  to: 

Dr.  Lamar  Crevasse 
Assistant  Dean 
Postgraduate  Education 
Box  746  - MSB 
J.  Hillis  Miller  Health  Center 
University  of  Florida 
Gainesville,  Florida  32601 


DEATHS 


DR.  R.  W.  THOMAS 

Dr.  Richard  Ward  Thomas,  43,  of  1329 
Cardinal  Drive  in  Columbia,  died  at  his  home 
on  March  12.  Dr.  Thomas  was  Vice  Chief-of- 
Staff  of  Lexington  County  Hospital  and  a 
member  of  the  American  Medical  Association, 
the  South  Carolina  Medical  Association  and 
the  Columbia  Medical  Society.  He  was  a 1957 
graduate  of  the  Medical  University  of  South 
Carolina  and  had  practiced  in  West  Columbia 
since  1958. 


DR.  0.  B.  WILSON 

Dr.  Oscar  Britton  Wilson,  89,  of  5206  Lake- 
shore  Drive  in  Columbia,  died  March  18  in 
the  Providence  Hospital.  Dr.  Wilson  was  a 
graduate  of  the  Medical  University  of  South 
Carolina  and  had  studied  urology  and  surgery 
in  New  York  City.  He  had  special  training  at 
Johns  Hopkins.  Dr.  Wilson  practiced  medi- 
cine in  Spartanburg  for  more  than  50  years 
prior  to  moving  to  Columbia  five  years  ago. 
He  was  a member  of  the  Spartanburg  Medical 
Association. 
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DR.  J.  F.  BONIFACE 

Dr.  John  Francis  Boniface,  50,  died  April  1 
at  Mary  Black  Hospital  in  Spartanburg  after 
a long  illness.  He  was  a radiologist  at  the 
Mary  Black  Hospital  and  was  a member  of 
the  American  Medical  Association,  the  South 


Carolina  Medical  Association,  the  Spartan- 
burg County  Medical  Society,  and  the  South- 
ern Medical  Association.  Dr.  Boniface  was 
also  a member  of  the  American  College  of 
Radiology  and  a diplomate  of  the  American 
Board  of  Radiology. 


Clinical  Center  Study  of  Patients  With 
Ovarian  Carcinoma 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  for  a controlled 
clinical  trial  of  the  treatment  of  advanced 
ovarian  carcinoma  being  conducted  by  the 
National  Cancer  Institute’s  Solid  Tumor  Ser- 
vice at  the  Clinical  Center,  National  Institutes 
of  Health,  Bethesda,  Maryland. 

Previously  untreated  patients  with  serious 
or  undifferentiated  ovarian  carcinomas  Stage 
III  or  IV  (International  Classification)  are 
needed  for  this  study. 

Of  particular  interest  are  patients  with 
ascites,  since  pretreatment  assessment  of 
aspects  of  the  cell  cycle  estimations  of  the 
effectiveness  of  each  dose  of  administered 


drug  and  other  studies  are  performed  on 
available  tumor  tissue  prior  to  therapy. 

Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of  find- 
ings. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  these 
studies  may  telephone: 

Vincent  T.  DeVita,  M.D.  or  Robert  C. 
Young,  M.D.,  301-496-2031 
or  write: 

Admitting  Office 

National  Cancer  Institute 

Clinical  Center,  Room  4-B-17 

Bethesda,  Maryland  20014 


Clinical  Center  Study  of  Patients  With 
Australia  Antigen  Positive  Hepatitis 

The  cooperation  of  physicians  is  requested 
in  the  referral  of  patients  with  acute  viral 
hepatitis,  Australia  antigen  positive,  for  studies 
being  conducted  by  the  National  Institute  of 
Arthritis  and  Metabolic  Diseases  at  the  Clini- 
cal Center,  National  Institutes  of  Health, 
Bethesda,  Maryland. 

Needed  are  patients  for  in-patient  studies 
of  immunologic  reactivity.  Preference  will  be 
given  to  those  individuals  who  are  in  the 
early  stages  of  the  disease.  Patients  who  are 
addicted  to  drugs,  who  have  chronic  hepatitis, 
or  who  have  any  other  serious  chronic  disease 
will  not  be  considered.  Patients  who  have 
severe  hepatitis  with  impending  coma  or 
abnormal  prothrombin  time  would  not  be 
good  candidates. 


Upon  completion  of  their  studies,  patients 
will  be  returned  to  the  care  of  the  referring 
physician  who  will  receive  a summary  of  find- 
ings. 

Physicians  interested  in  having  their  pa- 
tients considered  for  admission  to  this  study 
may  write  or  telephone: 

* Paul  H.  Plotz,  M.D. 

Clinical  Center,  Room  9N-210 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Phone:  301-496-14794 
or 

Saul  Agus,  M.D. 

Clinical  Center,  Room  9D-15 
National  Institutes  of  Health 
Bethesda,  Maryland  20014 
Phone:  301-496-4201 


May,  1972 
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The  Department  of  Obstetrics  and  Gynecology,  Duke  University  Medical 
Center  is  sponsoring  the  “1972  Walter  L.  Thomas  Symposium  on  Gynecological 
Malignancy  and  Surgery”.  This  symposium  will  be  held  at  Duke  University 
Medical  Center,  Durham,  North  Carolina  on  September  15  and  16,  1972.  The 
two  day  symposium  will  be  clinically  oriented  with  the  main  emphasis  on 
“Why  Cancer  Treatment  Fails  and  its  Subsequent  Management,  Hormonal 
Aspects  of  Endometrial  Cancer  and  Urinary  Incontinence  Problems”.  It  is 
designed  for  the  practitioners  and  residents  in  Obstetrics  and  Gynecology. 

Inquiries  should  be  addressed  to  W.  T.  Creasman,  M.D.,  Director  of 
Gynecological  Oncology,  Post  Office  Box  3079,  Duke  University  Medical 
Center,  Durham,  North  Carolina  27710. 


PHYSICIAN  - INTERNIST  OR  GENERAL  PRACTITIONER  NEEDED 
IMMEDIATELY.  500-BED  AFFILIATED  GENERAL  HOSPITAL  LOCATED 
IN  HISTORIC  CHARLESTON,  S.  C.  SALARY  CONTINGENT  UPON  QUALI- 
FICATIONS AND  PROFESSIONAL  ATTAINMENT.  EXCELLENT  FRINGE 
BENEFITS.  NEW  HOSPITAL,  EXCELLENT  FACILITIES  FOR  TEACHING 
AND  RESEARCH.  FOR  FURTHER  DETAILS  CONTACT  CHIEF  OF  STAFF, 
VETERANS  ADMINISTRATION  HOSPITAL,  CHARLESTON,  S.  C.  29403. 


232 


The  Journal  of  the  South  Carolina  Medical  Association 


Something  new 
in  ampicillin 
therapy: 

low  cost 


POTASSIUM*H  ETACI LLI  INI 
the  ampicillin  derivative 

Each  capsule  contains  potassium  hetacillin  equivalent  to 
225  mg.  or  450  mg.  ampicillin. 


BRISTOL 


BRISTOL  LABORATORIES 
Division  of  Bristol-Myers  Company 
Syracuse,  New  York  13201 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam) 
Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operatijjgo 
dangerous  machinery. 


Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 
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Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. in  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision 
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Paradoxical  reactions  such  as  acutf? 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticity 
insomnia,  rage,  sleep  disturbance^* 
stimulation  have  been  reported;  s^pldl 
these  occur,  discontinue  drug.  Isolated  f 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therap^ 

Dosage:  Individualize  for  maximuif 
beneficial  effect.  Adults-.  Tension,  anxietj 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.dj 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients-.  2 to 
2%  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2Vz  mfl 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under] 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottlesj 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


<^R0CHE^> 


Roche  Laboratories 
Division  of  Hoffmann-La  Roche  In 
Nutley.  N J.  07110 
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Simple,  accurate  test  for  glycosuria 


TES-TAPE®& 

URINE  SUGAR  ANALYSIS  PAPER  l— 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 

100133 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic  tension  and  need  your  counsels 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
lizepam)  part  of  your  treatment 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
. . - . . . plaints  which  are  concomitants  of  emotional  factors;  psycho- 

n,  check  on  w hether  or  imt.  the  , H. . lejjirptjp^a^iK^anifested  by  tension,  anxiety,  apprehension, 

• • i i • i i.  , f."  ■y.  ' farigue,  depressive  symptoms  or  agitation;  symptomatic  relief 

'(lent  IS  prCSentl\r  taking  Cirugj^j^ij^.'y  |)/ofaiJutB  agitation,  tremor,  delirium  tremens  ana  hallucinosis 

‘ if  QO  whaf  his  rpsnnncp  r?  acute  alcohol  withdrawal;  adjunctively in .skeletal 

i vv  nai  mo  i naa  muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 

n.  Along  with  the  medical  and 
ial  history,  this  information  can 
sp  you  determine  initial  dosage, 
i»  possibility  of  side  effects  and 
it  ultimate  prospects  of  success 
* ail ure. 

While  Valium  can  be  a most 
ful  adjunct  to  your  counseling, 
jhould  be  prescribed  only  as  long 
xcessive  psychic  tension  per- 
and  should  be  discontinued 
n you  decide  it  has  accom- 
ed  its  therapeutic  task.  In 
ileral,  when  dosage  guidelines 
(followed,  Valium  is  well 
>1 : rated  (see  Dosage).  For  con- 
iience  it  is  available  in  2-mg,  5-mg 
v 10-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
been  the  most  commonly  re- 
ed side  effects. 

Until  response  is  determined, 
ents  receiving  Valium  should 
autioned  against  engaging  in 
rdous  occupations  requiring 
lplete  mental  alertness,  such 
riving  or  operating  machinery. 


ROCHE 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


wgjLu^yd  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
|0  JUL  syncifome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
' ‘against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults : Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  AT 
Tel-E-Dose®  packages  of  1000. 


strengths  also  available  in 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


When  you  prescribed 

Orinase 

(tolbutamide, Upjohn) 

14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessa 
for  optimal  control  with  insulin  are  also  necessary  with  Orinas 
The  patient  on  Orinase  must  be  fully  instructed:  about  tl 
nature  of  his  disease;  how  to  prevent  and  detect  complication 
how  to  control  his  condition;  not  to  neglect  dietary  restriction 
develop  a careless  attitude  or  disregard  instructions  relative 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  i 
fection;  how  to  recognize  and  counteract  impending  hypogl 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  he 
to  use  insulin;  and  to  report  to  the  physician  immediately  ifii| 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment  jj 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  tr  ; 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiazi 
diuretics  are  administered  which  may  result  in  aggravation  jj 
diabetic  state  and  increased  tolbutamide  requirement,  tem$|j 
rary  loss  of  control,  or  even  secondary  failure;  treating  patie 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  m i 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hy|j| 
glycemia  which  may  require  corrective  therapy  over  seven 
days;  and  treating  patients  with  severe  trauma,  infection,  ors,: 
gical  procedures  where  temporary  return  to  insulin  or  additl 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  di nr!,', 
ished  in  patients  receiving  therapy  with  beta  blocking  ager/ 

As  some  diabetics  are  not  suitable  candidates,  it  is  essenjjj 
that  the  physician  familiarize  himself  with  the  indications,  lint 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  i j! 
during  the  initial  test  period  should  communicate  with  the  ph 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
ably  had  quite  a bit  of  clinical  experience 
! Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
bout  it. 

On  the  one  hand,  you  know  that  diet 
weight  control  are  the  initial  and  essential 
pations  for  the  management  of  adult- 

!,  non-ketotic  diabetes.  When  these 
ures  prove  satisfactory,  no  additional 
py  is  indicated.  On  the  other  hand,  you 
/ that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  low  ers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know7  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  wdth,  and  probably  have  confidence  in. 

And  that  mav  be  the  best 

J 

recommendation  Orinase  can  have. 


Orinase* 

0.5  g.  tablets 

(tolbutam  ide,Upjoh  n) 


riaily,  and  during  the  first  month  report  at  least  once  weekly 
| ysical  examination  and  definitive  evaluation.  After  a month, 
linations  are  recommended  monthly  or  as  indicated.  Ap- 
Ince  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
ing  or  persistent  elevation  of  blood  sugar,  or  failure  to 
n and  hold  clinical  improvement  indicate  nonresponsive- 
|to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
ilaining  standard  diet  regulation.  Uncooperative  patients 
1 d be  considered  unsuitable  for  therapy.  Prescriptions  should 
Ifilled  only  on  specific  instruction  of  physician.  In  treating 
3 asymptomatic  diabetic  patients  with  abnormal  glucose 
iince,  glucose  tolerance  tests  should  be  obtained  at  three- 
l-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
E^or  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
Ites  or  in  diabetes  complicated  by  acidosis  or  coma  where 

in  is  indispensable. 

ihenformin  is  prescribed  in  combination  with  Orinase,  ap- 
iate  package  literature  should  be  consulted. 

Averse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
pccur  and  may  mimic  acute  neurologic  disorders  such  as 
< ral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
«se,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
rual  and  pituitary  insufficiency  may  predispose  to  hypogly- 
13  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
»,  oxyphenbutazone,  salicylates,  probenecid,  monamine 
< se  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
e/ramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
uase  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
e reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Upjohn 


are  apt  to  encounter  aural 
difficulties  after  engaging  in  various 
natatory  pursuits'.' 


FuracinOtic 

(nitrofurazone)  antibacterial/anesthetic/antifungal 


Formula:  Contains  (w/w)  0.2%  FURACIN,  brand  of  nitrofurazone, 
0.375%  Micofur®,  brand  of  nifuroxime,  and  2%  diperodon  hydro- 
chloride dissolved  in  water-soluble,  nondrying,  hygroscopic 
polyethylene  glycol. 

Indications:  For  treatment  of  bacterial  otitis  externa,  bacterial  otitis 
media  and  otomycosis.  In  otitis  media,  this  preparation  is  not  effec- 
tive if  the  tympanic  membrane  is  intact 

FURACIN  (nitrofurazone)  and  Micofur  (nifuroxime)  are  active  against 
a variety  of  gram-positive  and  gram-negative  orgonisms.  Activity 
versus  Pseudomonas  sp  is  limited  to  certain  strains.  Micofur 
(nifuroxime)  is  active  against  Candida  (Monilia)  albicans. 


Precautions:  Sensitizotion  may  occur  with  prolonged  use  and  is 
more  likely  to  develop  in  eczematous  otitis  externa.  To  minimize 
such  reactions  (a)  limit  application  to  a week  or  less,  ond  (b)  avoid 
use  of  excessive  amounts  which  may  run  down  the  face. 

This  preparation  is  not  indicated  for  use  in  treatment  of 
cholesteatoma,  where  surgical  intervention  is  necessary. 

Supplied:  Bottle  of  15  cc.  with  dropper. 


®Origmators  and  Developers  of  The  Nitrofurans 
EATON  LABORATORIES 

Division  of  The  Norwich  Pharmacol  Company 
NORWICH,  NEW  YORK  13815 


II  3IUII  UllVViVUf 

or  open  to  infection  ••• 

choose  the  topicals 
that  give  your  patient- 


f broad  antibacterial  activity  against 
j susceptible  skin  invaders 
? lowallergenic  risk— prompt  clinical  response 

I Special  Petrolatum  Base 

Nc(  )SP(  Ointment 

(polymyxin  B-bacitracin-neomycin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

< \anishing  Cream  Base 

Neosporin-G  "ream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
i units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
l|  gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 

II  cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
■ petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 

ft  polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 

I methylparaben  as  preservative, 
ft  In  tubes  of  15  g. 

• NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
I impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
I have  shown  hypersensitivity  to  any  of  the  components. 

I Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML. 


Wellcome 


I 

1 

Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


mportant  Wole:  This  drug  is  not  a simple  analgesic, 
to  not  administer  casually.  Carefully  evaluate  patients 
lefore  starting  treatment  and  keep  them  under  close 
upervision.  Obtain  a detailed  history,  and  complete 
hysical  and  laboratory  examination  (complete 
lemogram,  urinalysis,  etc.)  before  prescribing  and  at 
requent  intervals  thereafter.  Carefully  select  patients, 
ivoiding  those  responsive  to  routine  measures,  con- 
raindicated  patients  or  those  who  cannot  be  observed 
requently.  Warn  patients  not  to  exceed  recommended 
losage.  Short-term  relief  of  severe  symptoms  with 
he  smallest  possible  dosage  is  the  goal  of  therapy, 
tosage  should  be  taken  with  meals  or  a full  glass  of 
silk.  Patients  should  discontinue  the  drug  and  report 
mmediately  any  sign  of:  fever,  sore  throat,  oral 
esions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
ipigastric  pain,  symptoms  of  anemia,  black  or  tarry 
tools  or  other  evidence  of  intestinal  ulceration  or 
lemorrhage,  skin  reactions,  significant  weight  gain  or 
:dema.  A one-week  trial  period  is  adequate.  Discon- 
inue  in  the  absence  of  a favorable  response.  Restrict 
reatment  periods  to  one  week  in  patients  over  sixty. 
ndications:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
heumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
latients;  history  or  symptoms  of  G.l.  inflammation  or 
ilceration  including  severe,  recurrent  or  persistent 
lyspepsia;  history  or  presence  of  drug  allergy;  blood 
lyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
lypertension;  thyroid  disease;  systemic  edema; 
;tomatitis  and  salivary  gland  enlargement  due  to  the 
Irug;  polymyalgia  rheumatica  and  temporal  arteritis; 
ratients  receiving  other  potent  chemotherapeutic 
igents,  or  long-term  anticoagulant  therapy. 

Warnings:  Age,  weight,  dosage,  duration  of  therapy, 
ixistence  of  concomitant  diseases,  and  concurrent 
>otent  chemotherapy  affect  incidence  of  toxic  reac- 
ions.  Carefully  instruct  and  observe  the  individual 
latient,  especially  the  aging  (forty  years  and  over) 
vho  have  increased  susceptibility  to  the  toxicity  of  the 
Irug.  Use  lowest  effective  dosage.  Weigh  initially 
inpredictable  benefits  against  potential  risk  of  severe, 
rven  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may  i 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 

Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with  | 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis,  ;| 
renal  stones,  ureteral  obstruction  with  uric  acid  crys-  ; 
tals  due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus-  j 
cle  necrosis,  perivascular  granulomata,  aggravation  of  ; 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage,  toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con-  I 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 

(B)  98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  information. 
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after  reduction. 
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Because  you 
practice 

medicine  in  the 
Palmetto  State. 


You  carry  one  of  the  heaviest 
patient  loads  in  the  country. 
Since  this  may  include 
i number  of  patients  with 
gastritis  and  duodenitis... 
fou  should  know 
nore  about  Librax® 


felps  reduce 

nxiety-related  G.I.  symptoms 

i patient  may  blame  his  attacks  of  gastritis  or 
uodenitis  on  “something  he  ate”  but  contribut- 
ig  factors  may  be  his  job, 
larital  problems,  financial 
orries  or  some  other  unmen- 
oned  source  of  stress  and 
ccessive  anxiety  that 
!cacerbated  the  condition. 

'hether  it  is  “something 
p ate”  or  “something  eating  him,”  adjunctive 
brax  can  help.  Librax  offers  both  the  antianxiety 
t tion  of  Librium®  (chlordiazepoxide  HC1),  that  can 
1 lp  relieve  excessive  anxiety,  and  the  dependable 
iiticholinergic  action  of  Quarzan®  (clidinium  Br), 
tat  can  help  reduce  gastrointestinal  hypermotility 
<id  hypersecretion. 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
v •<!  adjunctive 

Librax<^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


fore  prescribing,  please  consult  complete  product  information, 
|ummary  of  which  follows: 

|ntraindications:  Patients  with  glaucoma;  prostatic  hyper- 
!phy  and  benign  bladder  neck  obstruction;  known  hypersen- 
vity  to  chlordiazepoxide  hydrochloride  and/or  clidinium 
amide. 

irnings:  Caution  patients  about  possible  combined  effects 
v h alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
aing  drugs,  caution  patients  against  hazardous  occupations 
r<  uiring  complete  mental  alertness  (e.g.,  operating  machinery, 
diving).  Though  physical  and  psychological  dependence  have 
r ely  been  reported  on  recommended  doses,  use  caution  in 
a mastering  Librium  (chlordiazepoxide  hydrochloride)  to 
kpwn  addiction-prone  individuals  or  those  who  might  increase 
dikage;  withdrawal  symptoms  (including  convulsions),  following 
d continuation  of  the  drug  and  similar  to  those  seen  with  bar- 
gprates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 
Ration,  or  in  women  of  childbearing  age  requires  that  its 
piential  benefits  be  weighed  against  its  possible  hazards.  As 
wh  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
my  occur. 

P: cautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
it  ctive  amount  to  preclude  development  of  ataxia,  overseda- 
:iu  or  confusion  (not  more  than  two  capsules  per  day  initially; 
n ease  gradually  as  needed  and  tolerated).  Though  generally’ 
it  recommended,  if  combination  therapy  with  other  psycho- 
troics  seems  indicated,  carefully  consider  individual  pharma- 
cogic  effects,  particularly  in  use  of  potentiating  drugs  such  as 
M.O  inhibitors  and  phenothiazines.  Observe  usual  precautions 
n resence  of  impaired  renal  or  hepatic  function.  Paradoxical 
e itions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
reported  in  psychiatric  patients.  Employ  usual  precautions 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido-all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 


Roche  Laboratories 

Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  New  Jersey  07110 


Literary 

Hemorrhoids 


Mrs.  S.R.,  47,  high  school  English 
teacher.  A history  of  anorectal 
pain  and  burning  of  several 
years'  duration.  On  and  off 
weight  reducing  diets,  the 
insufficient  bulk  of  which  has 
aggravated  a chronic 
constipation  problem.  Sub- 
sequent straining  at  stool  has 
precipitated  an  acute 
episode  of  internal-external 
hemorrhoids. 


atypical 

proctological 

patient 


to  help 

relieve  the  pain, 
itching, 

burning  associated 
with  this  and 
similar  anorectal 
conditions 


prescribe 


Inusol 


Jr 

z hemorrhoida 
I suppositories 

with  hydrocortisone 
acetate 

Each  suppository  contains  hydrocortisone 
acetate  10  mg.  bismuth  subgallate  2.25%, 
bismuth  resorcin  compound  1.75%,  benzyl 
benzoate  1.2%.  Peruvian  balsam  1.8%,  zinc 
oxide  11.0%.  and  boric  acid  5.0%.  plus  the 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  color] 
ing  in  a bland  hydrogenated  vegetable  J 
oil  base. 

Precaution  Prolonged  or  excessive  use  of 
Anusol-HC  might  produce  systemic  cortical 
steroid  effects.  Symptomatic  relief  should 
not  delay  definitive  diagnosis  or  treatmei 
Dosage  and  Administration  Anusol-HC: 
One  suppository  in  the  morning  and  one  at 
bedtime  for  3 to  6 days  or  until  the  inflai 
motion  subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedtii 
and  one  immediately  following  each 
evacuation. 

And  for  long-term 
patient  comfort. ..recommend 

Anusol5  hemorrhoidal 
suppositories. 

Each  suppository  contains 
the  ingredients  of 
Anusol-HC  without  the 
hydrocortisone. 

Warner-Chilcott 

J Division,  Warner-Lambert  Compq 
^ * Morris  Plains,  New  Jersey  07950 
ANGP-23  Rev. 


LjrrentG.U.  Research 


ftantanol  in  animals 

sulfamethoxazole) 


12.5  mg  sulfamethoxazole/ kg  50  mg  of  sulfamethoxazole/ kg  100  mg  of  sulfamethoxazole/ kg 

of  body  weight  of  body  weight  of  body  weight 


Tissue  slice  technique  maps 

1 1 renal  distribution  in  animal  studies 

I Please  note  that  while  the  method  described  may  add  to 

the  knowledge  of  how  antibacterial  agents  are  distrib- 
uted in  the  kidney  of  this  animal,  no  conclusions  can  be 
drawn  from  this  study  relative  to  the  drug’s  distribution, 
I effect  or  use  in  humans,  as  it  is  not  possible  to  extrapo- 

late animal  data  to  humans. 
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Gantanol®  (sulfamethoxazole)  administered  to 
Macaca  speciosa  monkeys 

Working  with  Macaca  speciosa  monkeys,  researchers  at 
the  University  of  Arkansas  Medical  Center  administered 
sulfamethoxazole  at  doses  of  1 2.5  mg,  50  mg  and  1 00  mg/kg 
of  body  weight.  Each  dosage  level  was  given  to  three  animals 
while  three  were  left  untreated  as  controls.* 

Kidneys  inoculated  with  Staphylococcus  aureus 

After  2Vz  hours,  the  1 2 monkeys  were  sacrificed  and  their 
kidneys  frozen  with  C02.  Sagittal  tissue  slices  were  prepared 
and  placed  on  blood  agar  bacteriological  plates  They  were 
incubated  at  37°C.  for  1 V2  hours.  Staphylococcus  aureus  broth 
culture  was  then  used  to  inoculate  the  tissue  and  slices  were 
reincubated.* 

Dark  staining  reveals  heavy  bacterial  growth 

A solution  of  triphenyltetrazolium  chloride,  which  turns  a 
reddish  purple  in  the  presence  of  bacteria,  was  added  to  the 
plates  after  6 hours.  Renal  slices  from  the  untreated  control 
animals  consistently  demonstrated  heavy  bacterial 
growth,  as  evidenced  by  dark  staining.* 

Distribution  throughout  Macaca  speciosa 
renal  parenchyma 

At  the  dosage  of  1 2.5  mg/kg  of  body  weight,  a diffuse 
stain  pattern  indicated  partial  inhibition  of  bacterial  growth, 
: Renal  slices  from  monkeys  given  the  50  and  1 00  mg/kg 
doses  showed  no  staining,  indicating  complete  bacterial 
inhibition  and  suggesting  antibacterial  distribution 
throughout  the  parenchyma.* 


*Mobley,  J.  E 
Obstet.. 


; Redman,  J.  F.,  and  Robbins,  R.  P.:  Surg.  Gynec. 
737:1122,  1970. 
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ablishes  antibacterial  levels  in  blood 
lit  urine  in  from  2 to  3 hours 

ibm  2 to  3 hours  of  the  initial  2-Gm  adult  dose,  effective 
bacterial  levels  of  Gantanol®  (sulfamethoxazole)  are 
fsved  in  both  blood  and  urine.  This  prompt,  early  treatment 
;ute  nonobstructed  pyelonephritis  may  help  avert  possible 
rjnic  sequelae. 

trols  primary  bacterial  offenders 

acterial  Gantanol  (sulfamethoxazole)  controls  susceptible 
()//,  the  most  common  cause  of  urinary  tract  infections.  It  is 
effective  against  other  susceptible  gram-negative  and  gram- 
tive  urinary  pathogens  such  as  Klebsiella-Aerobacter,  Staph. 

|r ps  and  Proteus  mirabilis. 

lo  effective  in  nonobstructed  chronic 
Ml  recurrent  urinary  tract  infections 

stlso  common  forthe  elderly  and  debilitated  to  develop 
rnic  nonobstructed  urinary  tract  infections,  primarily  pyelo- 
I ritis  and  cystitis.  Such  cases  often  respond  satisfactorily  to 
fi  ipy  with  Gantanol. 

«|D./T.I.D.  schedule  gives 
nd-the-clock  coverage 

equent  1 -Gm  doses  can  provide  up  to  1 2 hours  of  antibacte- 
ctivity.  The  b.i.d.  dosage  is  recommended  for  mild  to 
;rate  infections;  the  t.i.d.  for  the  more  severe  u.t.i.  Gantanol 
des  coverage  around  the  clock— coverage  that  is  especially 
rtant  during  the  hours  of  sleep,  when  urinary  retention 
fs  bacterial  proliferation. 

r option:  tablets  or  suspension 

|anol  is  available  in  two  convenient  dosage  forms— tablets  or 
sant-tasting  suspension.  It  is  generally  well  tolerated  with 
ve  freedom  from  complications.  The  usual  precautions  with 
[namide  therapy  should  be  observed,  including  adequate  fluid 
, frequent  c.b.c.’s  and  urinalyses  with  microscopic  exam- 
n.  The  most  common  side  effects  reported  are  nausea, 
ng  and  diarrhea.  (It  should  also  be  noted  that  the  increasing 
sc  ency  of  resistant  organisms  is  a limitation  of  usefulness  of 
itl acterial  agents,  including  sulfonamides,  especially 
C'onic  or  recurrent  u.t.i.) 


Monobstructed  pyelonephritis 
u|  to  susceptible  organisms 

jantanol 

sulfamethoxazole) 
ijsic  therapy 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Effective  in  acute,  recurrent  or 
chronic  urinary  tract  infections  (primarily  pyelo- 
nephritis, pyelitis  and  cystitis)  due  to  susceptible 
organisms  (usually  E.  coli,  Klebsiella-Aerobacter, 
Staphylococcus  aureus,  Proteus  mirabilis,  and, 
less  frequently,  Proteus  vulgaris)  and  in  the  ab- 
sence of  obstructive  uropathy  or  foreign  bodies. 
Note:  Since  in  vitro  sulfonamide  sensitivity 
tests  are  not  always  reliable,  carefully  coordi- 
nate in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response.  Add 
aminobenzoic  acid  to  culture  media  of  patients 
receiving  sulfonamides.  The  increasing  fre- 
quency of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents,  including 
sulfonamides,  especially  in  chronic  or  recur- 
rent urinary  tract  infections. 

Blood  levels  should  be  measured  in  patients  re- 
ceiving sulfonamides  for  serious  infections,  since 
there  may  be  wide  variations  with  identical 
doses;  20  mg/100  ml  should  be  the  maximum 
total  sulfonamide  level,  as  adverse  reactions  oc- 
cur more  frequently  above  this  level. 
Contraindications:  Sulfonamide  hypersensitivity; 
infants  less  than  2 months  of  age  (except  adjunc- 
tively  with  pyrimethamine  in  congenital  toxoplas- 
mosis); pregnancy  at  term  and  during  nursing 
period. 

Warnings:  Safe  use  in  pregnancy  has  not  been 
established,  and  teratogenicity  potential  has  not 
been  thoroughly  investigated.  Sulfonamides  will 
not  eradicate  or  prevent  sequelae  to  group  A 
streptococcal  infections,  i.e.,  rheumatic  fever, 
glomerulonephritis.  Deaths  from  hypersensitivity 
reactions,  agranulocytosis,  aplastic  anemia  and 
other  blood  dyscrasias  have  been  reported;  early 
clinical  signs  such  as  sore  throat,  fever,  pallor, 
purpura  or  jaundice  may  indicate  serious  blood 
disorders.  Complete  blood  counts  and  urinalysis 
with  careful  microscopic  examination  are  recom- 
mended frequently  during  sulfonamide  therapy. 
Clinical  data  are  insufficient  on  prolonged  or  re- 
current therapy  in  chronic  renal  diseases  of  chil- 
dren under  6 years. 

Precautions:  Use  with  caution  in  patients  with 
impaired  renal  or  hepatic  function,  severe  allergy, 
bronchial  asthma  and  in  glucose-6-phosphate 
dehydrogenase-deficient  individuals.  In  the  lat- 
ter, dose-related  hemolysis  may  occur.  Maintain 
adequate  fluid  intake  to  prevent  crystalluria  and 
stone  formation. 

Adverse  Reactions:  Blood  dyscrasias : agranulo- 
cytosis, aplastic  anemia,  thrombocytopenia, 
leukopenia,  hemolytic  anemia,  purpura,  hypo- 
prothrombinemia  and  methemoglobinemia;  aller- 
gic reactions:  erythema  multiforme  (Stevens- 
Johnson  syndrome),  skin  eruptions,  epidermal 
necrolysis,  urticaria,  serum  sickness,  pruritus, 
exfoliative  dermatitis,  anaphylactoid  reactions, 
periorbital  edema,  conjunctival  and  scleral  injec- 
tion, photosensitization,  arthralgia  and  allergic 
myocarditis;  gastrointestinal  reactions:  nausea, 
emesis,  abdominal  pains,  hepatitis,  diarrhea, 
anorexia,  pancreatitis  and  stomatitis;  C.N.S.  re- 
actions: headache,  peripheral  neuritis,  mental 
depression,  convulsions,  ataxia,  hallucinations, 
tinnitus,  vertigo  and  insomnia;  and  miscellaneous 
reactions:  drug  fever,  chills,  toxic  nephrosis  with 
oliguria  and  anuria,  periarteritis  nodosa  and  L.E. 
phenomenon.  Due  to  certain  chemical  similar- 
ities with  some  goitrogens,  diuretics  (acetazol- 
amide  and  thiazides)  and  oral  hypoglycemic 
agents,  sulfonamides  have  caused  rare  instances 
of  goiter  production,  diuresis  and  hypoglycemia. 
Cross-sensitivity  with  these  agents  may  exist. 
Dosage:  Systemic  sulfonamides  are  contraindi- 
cated in  infants  under  2 months  of  age,  except 
adjunctively  with  pyrimethamine  in  congenital 
toxoplasmosis.  Usual  dosage  is  as  follows: 
Adults  — 2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  (2  tabs  or  teasp.)  b.i.d.  or  t.i.d.  depending 
on  severity  of  infection.  Children  — 0.5  Gm  (1  tab 
or  teasp. )/20  lbs  of  body  weight  initially,  fol- 
lowed by  0.25  Gm/20  lbs  (Vz  tab  or  teasp.)  b.i.d. 
Maximum  dose  for  children  should  not  exceed 
75  mg/kg/24  hrs. 

Supplied:Tablets,  0.5  Gm  sulfamethoxazole;  Sus- 
pension, 0.5  Gm  sulfamethoxazole/teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia,  : 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness,  ! 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability,  : 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenii  [ 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  livi 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


I New 

tosage  Form: 


'hewable 

ablets  500  mg 

Mintezol 

HIABENDAZOLE  MSD) 


easy  to  take 
I'eryone  in  the  family 
Ul  keep  to  the 
(gimen  you  prescribe 


:l,le:  fever,  facial  flush,  chills,  conjunctival  injection, 
gedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
C ding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
ied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
ces  of  36,  strip  packaged,  individually  foil  wrapped; 
msion,  containing  500  mg  thiabendazole  per  5 cc,  in 
is  of  120  cc. 


r ore  detailed  information,  consult  your  MSD  representa- 
e r see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
w on  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


MSD 


INDICATION  I DOSAGE  SCHEDULE 


MINTEZ0L®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZ0L  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


ALCOHOLISM 


DRUG  ADDICTION 


And  Other  Drug  Dependency  Conditions 


IdJilUntfUMiif,  cM'OAfutal 
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A unique  original  program  of  recovery  with  a different  approach. 
For  information  or  to  admit  patients  contact : 


WILLINGWAY  HOSPITAL 

311  Jones  Mill  Road 

P.  O.  Box  508,  Statesboro,  Georgia  30458 

(912)  764-6236 

Member  Georgia  Hospital  Association 


John  Mooney,  Jr.,  M.D. 
Medical  Director 


Dorothy  R.  Mooney 
Administrator 


Security  means  planning  and  acting 
to  minimize  the  financial  risks  of  death, 
retirement,  illness  and  injury. 

How  financially-secure  are  your  plans? 

Have  you  arranged  for  adequate  income  for  your  family's  home, 
food,  and  education  if  you're  not  here  to  be  the  provider? 
What  about  an  income  if  you  are  disabled  and  can't  earn  it? 
And  of  course,  enough  income  for  retirement? 

Turn  daydreams  into  self-completing  financial  goals 
if  you  die  prematurely  or  into  a guaranteed  retirement  income 
for  your  golden  years. 

Call  the  Educators  Mutual  Life  man. 

Let  him  make  the  word  security 
meaningful  for  you. 

CHARLES  W.  DUDLEY,  Administrator 
South  Carolina  Medical  Association  sponsored 
Disability  Income  Insurance  Plan 
Box  3201  / Florence,  S.C.  29501 
Phone:  (803)  662-6525 


A REMINDER:  While  the  cost  of  nearly  everything  has  goneup  in  the  last  few  years,  your  SCMA-sponsored 
Disability  Income  Insurance  Plan  costs  less  today  than  when  it  was  first  selected  by  your  Society.  And,  the 
most  recent  changes  to  the  Plan  give  you  more  flexibility  in  fitting  your  needs  — you  may  now  apply  for 
weekly  benefits  up  to  $275.00,  and  you  have  a greater  choice  of  waiting  periods  for  benefits  to  begin. 


Educators  Ifhitual  £ife 


INSURANCE  COMPANY 

Home  Office:  Lancaster,  Pennsylvania 


EDUCATORS 


jliVing 
securibu 


DBI®  phenformin  HCI 
(ablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
capsules  of  50  and  100  nig. 


Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  secondary; 
adjunct  to  insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 


hypoglycemia. 

Warnings:  Use  during  pregnancy  is  to  be  avoided. 
Precautions:  1.  Starvation  Ketosis:  This  must  be 
differentiated  from  “insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in  spite  of  rela- 
tively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive 
insulin  reduction,  or  insufficient  carbohy- 
drate intake.  Adjust  insulin  dosage,  lower  phen- 
formin dosage,  or  supply  carbohydrates  to 
alleviate  this  state.  Do  not  give  insulin  without 
first  checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recommended 


Why  go  to  the  islets 


Let’s  say  you’ve  decided  that  diet  alone  won’t 
work  in  your  adult-onset,  nonketotic  diabetic. 

You're  considering  oral  therapy  for  a new 
patient.  DBI-TD  or  a sulfonylurea.  Which? 


Both  lower  blood  sugar.  But  here’s  why  DBI-TD, 
which  is  not  a sulfonylurea,  may  be 
important  to  the  dieting  diabetic. 

• Sulfonylureas  promote  release  of  insulin. 

• Insulin  is  lipogenic  and  helps  transport  glucose 

into  adipose  tissue. 

• Overweight  patients  frequently  have  normal 

or  high  levels  of  endogenous  insulin. 

• DBI-TD  lowers  blood  sugar  without 

stimulating  insulin  secretion  from 
the  pancreas. 

Usual  dosage:  one  50-mg.  capsule 
with  breakfast  may  be  effective,  or  a 
second  capsule  may  be  given  with 
the  evening  meal. 


DBI-TD®  Geigy 

phenformin  HCI 


i e presence  of  azotemia  or  in  any  clinical 
ti  tion  that  predisposes  to  sustained  hypoten- 
o that  could  lead  to  lactic  acidosis.  To 
if  Irentiate  lactic  acidosis  from  ketoacidosis, 
ei  idic  determinations  of  ketones  in  the  blood 
n<  jrine  should  be  made  in  diabetics  previously 
a lized  on  phenformin,  or  phenformin  and 
is  in,  who  have  become  unstable.  If  electrolyte 
nl  lance  is  suspected,  periodic  determinations 
ic Id  also  be  made  of  electrolytes,  pH,  and  the 
ic  te-pyruvate  ratio.  The  drug  should  be  with- 
rz  n and  insulin,  when  required,  and  other 
ar dive  measures  instituted  immediately  upon 


the  appearance  of  any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when 
insulin  or  a sulfonylurea  has  been  given  in  com- 
bination with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 


has  been  reported,  as  have  gastrointestinal  symp- 
toms such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)98-146-103-C 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


of  Langerhans  ? 


500 /u  KOOp 


Islets  of 

Langerhans 

1 

Interlobular 

Tissue 

Before  using  DBI-TD  or  any  oral  hypo- 
glycemic, please  read  the  prescribing 
information  concerning  dosage,  warnings, 
contraindications,  precautions  and  adverse 
reactions. 


conditions 


The  Gl  tract  in  spasm  is  commonly  a “gas  trap.” 
Sidonna®  is  formulated  to  release  entrapped 
gas,  as  well  as  to  provide  antispasmodic/ seda- 
tive effects. 

In  addition  to  the  traditional  combination  of 
belladonna alkaloidsand  butabarbital  (warning: 
may  be  habit  forming.),  Sidonna  contains  si- 
methicone—a non-systemic  defoaming  agent 
that  “lyses”  gas  bubbles  on  contact. 

Sidonna  has  the  ability  to  relieve  Gl  spasm, 
pain  and  gas  in  the  irritable  bowel  syndrome, 
spastic  colon,  pylorospasm,  gastroenteritis,  gas- 
tritis, nausea,  nervous  indigestion,  or  gastric  and  duodenal  ulcer. 

Sidonna  can  calm  Gl  spasm... control  anxiety... and  release  entrapped  Gl  gas  from 
the  system. 

Sidonna  can  do  more  for  your  “gasspastic”  patient.  Try  him  on  1 or  2 tablets 
before  meals  and  at  bedtime. 


Each  scored  tablet  contains:  Specially  activated  simethicone  25  mg.;  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to  belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  buta- 
barbital sodium  N.F.  16  mg.  (Warning:  May  be  habit  forming.) 

can  do  more 

Contraindications:  Anticholinergics  should  not  be  used  in  patients  with  glaucoma,  known  prostatic  hypertrophy,  or 
pyloric  obstruction.  Urinary  retention  may  indicate  the  presence  of  prostatic  hypertrophy.  If  it  occurs,  the  dose  should 
be  reduced  or  the  drug  withdrawn.  Also  contraindicated  in  patients  with  known  hypersensitivity  to  one  of  the  components. 
Side  Effects:  Dryness  of  the  mouth,  blurred  vision,  dysuria,  skin  rash,  constipation  or  drowsiness  may  occur. 

Reed  & Carnrick/  Kenilworth,  New  Jersey  07033 


palmedicol 

. . . more  than  just  a name! 


Working  hand  in  hand  with 
medical  research  and  physicians, 
Palmedico  constantly  strives  to 
provide  the  latest  in  pharmaceu- 
ticals to  meet  advancing  needs. 
Careful  formulation  and  superior 
production  are  important  factors 
in  being  . . . more  than  just 
a name. 


• Amphaplex®  1 0 (Cl  1 ) 

Each  Tablet  contains:  Meth- 

amphetamine  Saccharate  - 2.5 
Mg.;  Methamphetamine  Hyd- 
rochloride - 2.5  Mg.;  Ampheta- 
mine Sulfate  - 2.5  Mg.;  Dextro 
Amphetamine  Sulfate  - 2.5  Mg. 


• Palohist® 


Each  Capsule  contains:  Phe- 
nylephrine Hydrochloride  - 25.0 
Mg.;  Chlorpheniramine  Maleate 

- 7.5  Mg.;  Pyrilamine  Maleate 

- 25.0  Mg.;  Methapyrilene  Hy- 
drochloride - 12.5  Mg. 


pcilmedicO'inc. 
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These  are  Candeptin: 

The  highly  effective  candicidin 
for  all  your  vaginal  moniliasis  patients. 


First  came  Candeptin  (candicidin)  Tablets 
for  intravaginal  use.  Then  Candeptin  Ointment 
to  treat  labial  involvement  and  for  intravaginal 
use.  Now  unique  Candeptin  Vagelettes— 
candicidin  ointment  in  soft  gelatin  capsules  — 
extend  the  range  of  Candeptin  therapy  to  even 
your  pregnant  and  virginal  patients  (you 
merely  cut  off  the  narrow  tip  and  extrude  the 
contents  through  the  intact  hymen). 

Clinical  proof  of  potency 

Candeptin  brings  your  patients  prompt 
relief  of  itching,  burning  and  discharge  — 
usually  within  72  hours.'  A single,  14-day  course 
of  treatment  is  usually  all  that’s  needed  for  a 
complete  cure.2  3 4 

Significantly  more  potent  in  vitro  than 


nystatin.5  Candeptin  Tablets  and  Ointment  have 
shown  clinical  cure  rates  of  90%  and  higher  in 
both  pregnant  and  non-pregnant  patients.' J h 
And  in  recent  studies  of  Candeptin  Vagelettes 
Vaginal  Capsules  involving  both  pregnant  and 
non-pregnant  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.2  3 

Only  Candeptin  gives  you  a dosage  form 
for  every  therapeutic  need,  plus  eight  years’ 
clinical  proof  of  potency.  Consider  Candeptin 
for  your  next  vaginal  moniliasis  patient. 

CANDEPTIN 
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and  prejudice.” 

— George  Sarton,  from  “The  History 
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Wfould  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Would  it  be  useful  in  clinical  practic* 
to  have  government  predetermine 

drugs  of  choice?  j 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really 
determined. 

The  Bureau  of  Drug 
suggested  the  package 
serf  as  a possible  meai 
communicating  informal 
on  relative  efficacy  of  dr 
to  the  physician.  I find 
objectionable,  since  I 
not  believe  the  physi 
should  have  to  rely  on 
source  for  final  scienl 
truth.  There  is  also  a pi 
tical  objection:  Since 
physicians  actuallyd 
pense  drugs,  they  seld( 
see  the  package  insert 
any  event,  I would 
tain  that  the  physifj 
should  know  what  dru| 
wants  and  why  without 
pending  on  the  gover: 
or  the  manufacturer  to 
him. 

Undoubtedly,  physi 
are  swamped  by  excess  |! 
numbers  of  drugs  in  so  ! 
therapeutic  categories.  A I 
I am  well  aware  that  me  ;j 
drugs  within  such  cay 
gories  could  be  elimina: 
without  any  loss,  or  p jj 
haps  even  some  profit, 
the  practice  of  medici 
But,  in  my  opinion,  neit!  .• 
the  FDA  nor  any  of 


single  group  has  the  exp 
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ny  opinion,  it  is  not 
action  of  any  govern- 
or private  regulatory 
r to  designate  a “drug 
ce.”  This  determina- 
lould  be  made  by  the 
ian  after  he  has  re- 
full information  on 
•operties  of  a drug, 
<1  len  it  will  be  based  on 
slcperience  with  this 
uflmd  his  knowledge  of 
ai  dividual  patient  who 
seeing  treatment, 
if  n evaluation  of  com- 
ra  ve  efficacy  were  to  be 
id  particularly  by  gov- 
i|  nt,  at  the  time  a new 
uf  s being  approved  for 
irjting,  it  would  be  a 


disservice  to  medi- 
rd  thus  to  the  patient 
heionsumer.  For  exam- 
i.fihen  a new  therapeu- 
nt  is  introduced,  on 
sis  of  limited  knowl- 
t may  be  considered 
more  potent,  more 
- ive,  or  safer  than 
o<|  cts  already  on  the 
t.  Conceivably,  at 
ime  the  new  drug 
lie  be  labeled  “the  drug 
c.)ice.”  But  as  addi- 
clinical  experience  is 
u;ulated,  new  evidence 
lyoecome  available, 
te  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi2  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 
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DRUG  ADDICTION  IN  THE  ADOLESCENT  AND 
YOUNG  ADULT 


Currently  it  is  fashionable  to  talk  about  a 
drug  abuse  epidemic.  Whatever  the  accuracy 
of  this  remark,  it  points  up  the  fact  that  drug 
use  and  abuse  is  all  around  us. 

Most  physicians  can  cite  from  their  prac- 
tices examples  of  difficult  patients  whose 
lethargy  and  occasional  despond  would  remit, 
so  the  patient  urges,  if  only  they  could  have 
a stimulant,  tranquilizer,  or  mild  analgesic. 
True  enough,  they  are  not  like  narcotic  ad- 
dicts who  must  keep  on  increasing  their 
doses  in  order  to  remain  free  of  withdrawal 
symptoms.  But,  their  usage  is  continuous  and 
perhaps  habitual  in  a psychological,  if  not  a 
pharmacological  sense.  If  it  is  not  prescription 
drugs,  then  it  may  be  the  continued  use  of  an 
over-the-counter  preparation  which  helps 
them  through  the  day. 

Alcohol  certainly  is  the  most  popular  of  the 
over-the-counter  substances.  Probably  no  one 
in  the  practice  of  medicine  has  not  en- 
countered a patient  who  has  difficulty  hand- 
ling their  alcohol  intake.  Adolescents  and 
young  adults  must  learn  how  to  cope  with 
alcohol  as  well  as  the  other  current  drugs  of 
use  and  abuse. 

Although  the  number  of  alcoholics  is  higher 
than  any  other  category  of  substance  abuse 
patients,  it  is  still  small  compared  to  the  vast 
majority  who  use  alcohol  without  getting 
into  any  significant  trouble  at  all. 


“Assistant  Professor  of  Psychiatry.  Medical  University 
of  South  Carolina,  Charleston,  S.  C. 


KIM  A.  KEELEY,  M.D.,  M.S.H.0 

Exactly  the  same  type  of  psychology  now 
applies  to  drug  use  and  addiction  among 
adolescents  and  young  adults.  Substances 
which  can  be  abused  are  freely  available  to 
them.  The  fact  that  these  drugs  are  not 
ordinarily  or  easily  obtained  in  doctor’s 
offices,  pharmacies,  or  liquor  stores  is  little 
deterrent  to  the  widespread  use  of  drugs 
among  young  people. 

Case  Report.  A physician  and  his  wife  attended  a 
college  sports  event  in  a medium-sized  metropolitan 
area.  During  intermission  he  and  his  wife  walked 
around  the  arena  among  the  concession  stands.  It 
was  crowded,  and  people  milled  about,  but  they 
still  noticed  two  little  boys  no  older  than  twelve 
who  ran  up  to  a college  student  and  started  talking 
to  him.  The  student  seemed  to  pay  no  attention  to 
the  boys  but  looked  intently  into  the  crowd.  In  a 
moment  or  two,  after  the  boys  handed  him  something, 
the  student  gave  them  what  looked  like  an  empty 
pack  of  cigarettes.  The  young  boys  seemed  very 
pleased  about  getting  this  crumpled  pack  of  cigar- 
ettes until  they  looked  inside.  “Only  two?”  they  said, 
“Is  that  all  we  get?”  The  student  nodded,  and  then 
all  three  of  them  disappeared  into  the  crowd.  The 
student  wore  the  jacket  of  a nearby  college  whose 
team  was  not  involved  in  the  sports  event  at  the 
arena.  Assuming  that  the  young  boys  would  not 
have  been  that  excited  about  getting  two  ordinary 
tobacco  cigarettes,  the  physician  and  his  wife 
decided  that  a more  exotic  commodity,  perhaps 
marijuana,  had  been  transferred. 

Whether  or  not  the  young  boys  purchased 
marijuana  is  less  important  than  the  prob- 
ability that  drug  use  among  the  young,  even 
the  very  young,  is  supported  by  the  kind  of 
extensive,  complex,  and  furtive  arrangements 
described  in  the  case  report.  Effective  and 
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discreet  communication  systems  have  to  be 
operating  to  support  the  informal  distribution 
of  drugs  which  takes  place  in  our  society. 
What  the  physician  and  his  wife  saw  in  the 
case  report  was  just  the  top  of  the  iceberg. 

When  so  many  people,  young  and  old,  are 
involved  in  the  use  and  abuse  of  substances, 
and  when  such  a variety  of  substances  can 
be  used  and  abused,  it  is  not  very  helpful  to 
talk  about  a single  cause  and  effect  of  these 
events.  The  standard  medical  model,  which 
incriminates  one  agent  as  the  cause  of  an 
illness  and  attributes  a cure  to  the  medication 
or  therapy  which  can  remove  this  cause,  is 
not  useful  in  understanding  drug  addiction. 
Instead,  the  physician,  his  patient,  and  his 
community  must  perceive  that  a system  of 
interactions  contributes  to  drug  addiction. 

A systems  model  is  suggested  because  drug 
abuse,  like  tuberculosis,  has  many  causes  and 
many  effects.  This  is  true  even  though  a 
single  agent— the  tuberculosis  bacterium  or 
the  abused  substance— must  be  present  to  say 
the  condition  exists. 

Figure  I depicts  a systems  analysis  view  of 
the  drug  addict’s  world.1  The  size  of  the 
arrows  indicate  the  relative  ease  with  which 
an  individual  may  move  from  one  sector  of 
drug  use  patterns  into  another.  It  is  apparent 
that  there  is  a general  movement  within  our 
society  towards  heavier  drug  use,  accom- 
panied by  a more  restricted  pathway  towards 
minimal  drug  use. 

Intervention  strategies  are  designed  to 
influence  the  size  of  the  arrows,  so  to  speak. 
The  top  arrows  should  decrease  in  size  if 
prevention  programs  are  successful.  Treat- 
ment and  rehabilitation  methods  would  en- 
large the  lower  arrows,  facilitating  movement 
towards  the  minimal  drug  use  sector  of 
society. 

Figure  I also  indicates  that  a recycling 
effect  occurs  once  a person  enters  the  world 
of  the  addict.  Most  therapeutic  and  rehabilita- 
tive techniques  currently  existing  have  little 
impact  on  the  social  and  cultural  motives 
which  keep  a person  involved  in  the  addict 
world.  It  is  apparent  that  drug  addiction  in 
our  society  is  much  more  a system  of  behaviors 
than  it  is  a simple  cause  and  effect  situation. 


Besides  an  awareness  of  the  social  and  cul- 
tural systems  that  tend  to  move  people  to- 
wards moderate  and  heavy  drug  use,  we 
must  also  be  aware  of  the  crucial  psycho- 
logical variables  which  impinge  on  the  drug 
user.  Erik  Erickson,  in  his  classic  book,  Child- 
hood and  Society ,2  has  described  eight  stages 
of  psychological  development  covering  the  life 
span  of  man  from  birth  to  death.  For  the 
adolescent  he  suggests  the  primary  psycho- 
logical goal  is  the  resolution  of  the  identity 
crisis.  Each  of  us  in  our  teenage  years  and 
early  twenties  experiences  conscious  and  un- 
conscious urges  to  discover  our  own  personal 
identity,  to  get  a better  understanding  of  how 
we  will  fit  into  the  adult  world.  In  Erickson’s 
terms,  failure  to  establish  identity  may  be 
described  as  role  diffusion,  where  a person 
is  basically  unsure  of  how  he  fits  into  the 
overall  scheme  of  things.  This  applies  regard- 
less of  the  social  class  of  a person. 

For  the  young  adult  in  his  twenties,  Erick- 
son describes  an  unconscious  conflict  between 
the  need  for  intimacy  with  others  versus  the 
need  to  be  alone.  The  young  adult  spends 
much  of  his  psychic  energy  trying  to  deter- 
mine how  comfortable  he  can  be  while  in- 
volved with  others.  The  consequences  of  fail- 
ure in  this  struggle  are  measured  by  the  de- 
gree a person  is  isolated  from  his  peers  and 
from  society. 

For  the  adult  between  thirty  and  sixty, 
Erickson  sees  the  main  psychological  task  as 
developing  generativity  as  opposed  to  stag- 
nation. The  adult  is  primarily  concerned, 
from  a psychological  point  of  view,  with  what 
he  can  create  and  contribute.  Otherwise,  his 
view  of  himself  may  take  on  the  character- 


FIGURE  I. 
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Figure  I.  Top  arrows  respond  to  preventive  measures; 
lower  arrows  to  treatment  ^nd  rehabilitative  measures. 
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istics  of  stagnation  where  he  becomes  aware 
either  dimly  or  acutely  that  some  or  many  of 
his  abilities  and  opportunities  have  been  left 
unused  or  poorly  developed. 

I mention  these  psychological  milestones 
not  as  criteria  which  every  normal  person 
must  attain,  but  merely  as  guideposts  which 
can  help  us  anticipate  the  types  of  underlying 
problems  which  our  adolescent  and  young 
adult  patients  may  be  experiencing  as  they 
take  part  in  drug  abuse  subcultures. 

From  a psychiatric  viewpoint,  I believe 
these  milestones  of  maturation  can  give  us  an 
insight  into  the  youth’s  perspective  towards 
drug  use.  As  adults,  for  example,  we  may 
expect  that  drug  abuse  would  have  drastic 
effects  on  the  young  person’s  ability  to  create 
and  contribute  to  his  own  society.  However, 
it’s  quite  likely  that  the  adolescent  cares  less 
about  this  part  of  his  life  and  more  about 
establishing  his  own  identity  and  finding 
himself  in  a society  that  is  already  very  com- 
plex. 

For  the  young  adult,  the  demands  to  create 
and  contribute  are  also  relatively  minimal. 
Instead,  these  are  the  years  when  a person 
learns  how  to  become  involved  with  others, 
especially  the  opposite  sex.  This  is  true 
whether  they  are  married  or  not.  Many  young 
adults,  those  involved  with  drug  addiction 
and  those  who  are  not,  have  tremendous  diffi- 
culty coping  with  the  intimacy  which  married 
life  forces  upon  them.  Naturally,  this  is  true 
regardless  of  socioeconomic  circumstances. 

It  is  very  easy  to  lose  sight  of  these  con- 
ceptual foundations  when  one  is  faced  with 
acute  and  emergency  problems.  Neverthe- 
less, it  is  these  very  conceptual  points  which 
legitimize  the  physician’s  role  in  drug  addic- 
tion. You  don’t  have  to  be  a physician  to  ap- 
preciate these  concepts,  but  it  is  often  the 
physician  who  appreciates  them  first  and  in 
depth.  The  community  as  well  as  the  patient 
often  look  to  him  for  leadership  in  the  treat- 
ment of  substance  abuse.  The  fact  that  drug 
abuse  is  a public  health  problem,  and  the 
fact  that  drug  addicts  are  inevitably  caught  up 
in  the  universal  processes  of  psychological 
maturation  are  two  basic  realities  which  a 
doctor  can  reiterate  as  he  leads  his  community 


towards  the  establishment  of  a program  for 
treating  substance  abuse. 

The  physician  and  his  colleagues  in  pro- 
gram planning  must  take  special  care  to  make 
these  points  with  community  leaders,  espe- 
cially the  members  of  their  local  county  coun- 
cil and  legislative  delegation,  who  are  ulti- 
mately responsible  for  providing  funds  for 
the  community’s  health  programs.  These  men 
and  other  leaders  need  to  know  not  just  what 
are  the  strategies  of  prevention,  treatment, 
and  rehabilitation,  but  also  the  basic  facts 
about  public  health  and  individual  psychol- 
ogy which  make  these  strategies  relevant  in 
the  first  place. 

It  is  not  generally  realized  by  the  public 
that  for  all  substance  abusers,  not  just  nar- 
cotics addicts,  it  is  frequently  impossible  for 
physicians  alone  to  interrupt  the  fabric  of 
the  drug  subculture  for  individual  patients. 
Besides  the  physician,  a patient’s  family, 
friends,  and  community  organizations  almost 
invariably  play  crucial  roles  in  the  develop- 
ment and  resolution  of  substance  abuse  prob- 
lems. For  example,  Alcoholics  Anonymous 
has  been  immensely  successful  in  the  treat- 
ment of  alcoholism  because  it  is  able  to  pro- 
vide the  24  hour  coverage  and  intervention 
that  an  alcoholic  needs  in  order  to  break  out 
of  the  vicious  cycle  of  events  that  keeps  him 
pinned  down.  The  individual  physician  cannot 
accomplish  this  for  more  than  a few  patients. 
Perhaps  this  fact  alone,  which  is  really  beyond 
the  control  of  the  physician,  is  responsible 
more  than  any  other,  for  the  relative  lack  of 
attention  that  medicine  as  a profession  has 
provided  the  alcoholic. 

It  is  important  that  the  same  phenomenon 
not  continue  in  the  field  of  drug  addiction  or 
alcoholism.  At  the  very  least,  this  neglect 
undermines  public  confidence  in  the  medical 
profession. 

Physicians  would  be  well  advised  to  give 
their  support  in  the  development  of  compre- 
hensive substance  abuse  treatment  programs 
for  their  communities.  Frequent  reiteration  of 
the  systems  analysis  model  of  drug  abuse,  and 
constant  reminders  about  the  realities  of 
psychological  maturation  are  the  main  con- 
ceptual tools  of  physicians  who  aim  to  help 
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their  community  reduce  drug  abuse  among 
the  adolescent  and  young  adult. 

Summary.  Understanding  drug  addiction 
is  difficult  because  the  physician  and  layman 
alike  are  so  used  to  thinking  in  terms  of  cause 
and  effect.  Like  tuberculosis,  substance  abuse 
has  many  causes  and  countless  effects,  even 
though  a single  agent  such  as  the  tuberculosis 
bacterium  or  the  abused  drug  must  be  present 
for  the  condition  to  exist. 

A public  health  viewpoint  and  a compre- 
hension of  psychological  development  are 
essential  aspects  of  understanding  drug  addic- 
tion and  planning  strategies  of  prevention, 
treatment,  and  rehabilitation. 

Public  health  views  the  community  as  a 
dynamic  system  where  people  may  move  into 
and  out  of  the  addiction  and  drug  abuse 
world.  Psychologically,  these  people  are  at 
various  stages  of  development  depending  on 


their  ages.  According  to  Erik  Erikson,  adol- 
escents typically  are  engaged  in  a struggle 
to  establish  their  identities.  Young  adults 
experiment  with  each  other  to  determine  how 
to  be  comfortable  while  becoming  involved 
with  others.  For  those  who  participate  in 
addict  subcultures,  drug  use  becomes  intri- 
cately involved  in  these  gradual  processes  of 
psychological  maturation.  This  is  a reality 
which  cannot  be  successfully  ignored  when 
planning  intervention  and  prevention  strate- 
gies. 
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1.  Uterine  Cancer  Rates  and  Trends 

From  a review  of  literature  it  appears  that 
any  study  of  the  epidemiology  of  uterine 
cancer  is  complicated  by  the  fact  that  the 
two  parts  to  the  uterus— cervix  and  corpus, 
display  distinctly  different  patterns  of  in- 
cidence. Unfortunately,  a high  proportion  of 
morbidity  records  and  death  certificates  fail 
to  specify  whether  the  cervix  or  the  corpus  is 
the  primary  site  of  the  tumor.  Among  United 
States  females,  the  reported  incidence  (mor- 
bidity) for  both  sites  has  declined  somewhat 
during  recent  years.1'3 

Connecticut  data  indicate  that  decline  in 
reported  incidence  has  been  limited  to  cervical 
cancer  only,  but  that  mortality  has  decreased 


“The  South  Carolina  Regional  Medical  Program 
completed  its  funding  support  of  a three  year  Cervical 
Cancer  Screening  Project  covering  Florence,  Darling- 
ton and  Marlboro  counties  on  July  30,  1971.  This 
project,  sponsored  by  the  State  Board  of  Health,  was 
operated  in  cooperation  with  the  local  Health  De- 
partments of  the  three  project  counties  with  the 
approval  of  their  Medical  Societies.  The  objective 
was  to  demonstrate  the  need  for  routine  Papanicolaou 
screening  and  for  immediate  treatment  on  positive 
diagnoses.  This  report  studies  the  impact  of  the 
project  in  the  area  it  covered. 

““Director  of  Epidemiological  Studies,  SCRMP,  and 
Instructor  of  Preventive  Medicine,  Medical  Univer- 
sity of  South  Carolina. 

-f-Biostatisticiari,  South  Carolina  State  Board  of 
Health. 

^Director,  Division  of  Program  Management,  South 
Carolina  State  Board  of  Health. 


for  both  the  cervix  and  corpus.8 

Uterine  cancer  mortality  trends  in  most 
other  countries  have  paralleled  those  in  the 
U.  S.  Figure  1 shows  the  1958-59  mortality 
rates  for  all  uterine  cancer  in  24  countries. 
Note  the  impressively  high  rate  for  the  U.  S. 
non-white.  The  wide  range  in  rates  is  thought 
to  be  due  primarily  to  variations  in  cervical 
cancer,  with  more  stable  rates  prevailing  for 
carpus  cancer. 
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Figure  1.  Age-adjusted  Mortality  Rates*  for 
Malignant  Neoplasms  of  the  Uterus  in  Various 
Countries 

*Rate  Per  100,000  Female  Population 
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Table  1.  Uterine  Cancer  World-Wide  Dis- 
tribution— Age-adjusted  Death  Rates.* 


Uterus 


Countries 

( rate ) 

( rank ) 

United  States 

11.83 

(20) 

Australia 

8.40 

(31) 

(5) 

Austria 

17.75 

Belgium 

11.95 

(19) 

Bulgaria 

6.97 

(35) 

Canada 

10.69 

(22) 

Chile 

19.93 

(3) 

China-Taiwan 

15.56 

(9) 

Czechoslovakia 

13.10 

(12) 

Denmark 

17.61 

(6) 

El  Salvador 

7.24 

(34) 

England,  Wales 

10.20 

(26) 

Finland 

10.40 

(24) 

France 

11.30 

(21) 

Germany 

12.69 

(14) 

Greece 

6.60 

(36) 

Hong  Kong 

12.06 

(18) 

Hungary 

19.12 

(4) 

Ireland 

7.75 

(33) 

Israel 

6.18 

(37) 

Italy 

13.00 

(13) 

Japan 

13.47 

(11) 

Mexico 

20.66 

(2) 

Netherlands 

10.13 

(27) 

New  Zealand 

10.29 

(25) 

Nicaragua 

2.15 

(40) 

Northern  Ireland 

7.96 

(32) 

Norway 

9.13 

(30) 

Panama 

15.61 

(8) 

Philippines 

4.67 

(38) 

Poland 

15.92 

(7) 

Portugal 

12,37 

(17) 

Puerto  Rico 

15.21 

(10) 

Scotland 

10.66 

(23) 

South  Africa 

12.51 

(15) 

Sweden 

9.95 

(28) 

Switzerland 

12.46 

(16) 

Thailand 

2.26 

(39) 

Venezuela 

27.42 

(1) 

Yugoslavia 

9,39 

(29) 

“Rate  per  100,000  female  population. 


A more  recent  study  of  the  distribution  of 
uterine  cancer  provides  age-adjusted  death 
rates  for  1964-1965  in  40  countries  (Table  1). 
Rates  vary  widely  and  range  from  2.15  in 
Nicaragua  to  27.42  in  Venezula.  When  ranked 
according  to  rate,  the  U.  S.  lies  mid-point 
with  a rank  of  20.  From  1966-1970,  603  female 
residents  of  South  Carolina  lost  their  lives  due 
to  cancer  of  the  cervix,  as  shown  in  Table  2. 
This  gives  an  annual  average  rate  of  13.0 
deaths  per  100,000  females  15  years  of  age  and 


over  for  the  state.  By  county,  the  average 
annual  death  rate  of  cancer  of  the  cervix 
varied  from  5.7  in  Pickens  County  to  29.2  in 
Jasper  County.  Twelve  counties  experienced 
a rate  of  less  than  10.0,  while  eight  counties 
experienced  a rate  greater  than  20.0.  The 
variation  noted  by  county  may  be  due,  in 
part,  to  the  small  number  of  deaths. 

The  occurrence  of  malignant  tumors  of  the 
cervix  is  apparently  closely  related  to  sexual 
practices  and  reproductive  history.  For 
instance,  cervical  cancer  is  very  rare  in  nuns 
and  is  more  common  among  married  than 
single  women.  Various  studies  have  related 
invasive  cervical  cancer  to  such  factors  as 
early  marriage,  early  pregnancy,  marital  in- 
stability, venereal  disease,  and  prostitution.6 
The  correlation  of  some  of  these  factors  with 
low  socioeconomic  status  may  explain  the 
association  between  the  latter  and  elevated 
mortality  from  cervical  cancer  as  shown  in 
Table  3.  It  should  be  noted  that  cervical  can- 
cer mortality  is  not  above  average  among 
most  groups  of  immigrant  women  in  the  U.S., 
even  though  a high  proportion  of  such  women 
are  classified  in  the  lower  socioeconomic 
groups.  Cervical  cancer  is,  however,  note- 
worthy in  that  it  has  incidence  and  mortality 
rates  which  directly  follow  socioeconomic 
classification  where  corpus  cancer  provides 
rates  which  do  not  establish  trends  based  upon 
socioeconomic  classifications  (Table  3). 

Another  impressive  factor  of  distribution  of 
cervical  cancer  is  the  reported  low  risk  among 
Jewish  women.7  Whether  this  is  related  to 
genetic  factors  or  to  the  circumcision  of  Jew- 
ish men  cannot  be  answered  definitely  from 
data  now  on  hand. 

2.  Description  of  Project 

The  three  county  Cervical  Cancer  Screening 
Project  was  designed  to  demonstrate  that  a 
concentrated  education  program  and  readily 
available  free  Papanicolaou  ( Pap ) tests  would 
produce  an  effective  response  from  the  target 
population,  i.e.  women  in  the  lower  socio- 
economic groups,  ages  20  - 50  years. 

The  project  functioned  in  a two-fold  man- 
ner utilizing  both  consultative  and  active 
services.  The  consultative  services  were 
rendered  by  a staff  composed  of  ten  physi- 
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Table  2.  Number  and  Average  Annual  Number  of  Cancer  of  Cervix  Deaths  for  Five  Year 
Period,  Female  Population  15  Years  of  Age  and  Over  and  Average  Annual  Rate*  By  County 
1966-1970,  South  Carolina. 


Counties 

5yr. 

Period 

Deaths 

Av.  An 
Num. 

Abbeville 

4 

.8 

Aiken 

11 

2.2 

Allendale 

3 

.6 

Anderson 

26 

5.2 

Bamberg 

7 

1.4 

Barnwell 

4 

.8 

Beaufort 

6 

1.2 

Berkeley 

10 

2.0 

Calhoun 

3 

.6 

Charleston 

48 

9.6 

Cherokee 

16 

3.2 

Chester 

14 

2.8 

Chesterfield 

6 

1.2 

Clarendon 

4 

.8 

Colleton 

10 

2.0 

Darlington 

12 

2.4 

Dillon 

13 

2.6 

Dorchester 

5 

1.0 

Edgefield 

6 

1.2 

Fairfield 

5 

1.0 

Florence 

35 

7.0 

Georgetown 

6 

1.2 

Greenville 

42 

8.4 

Greenwood 

11 

2.2 

Hampton 

4 

.8 

Horry 

15 

3.0 

Jasper 

6 

1.2 

Kershaw 

9 

1.8 

Lancaster 

7 

1.4 

Laurens 

11 

2.2 

Lee 

6 

1.2 

Lexington 

14 

2.8 

Marion 

7 

1.4 

Marlboro 

8 

1.6 

McCormick 

1 

.2 

Newberry 

8 

1.6 

Oconee 

12 

2.4 

Orangeburg 

23 

4.6 

Pickens 

6 

1.2 

Richland 

47 

9.4 

Saluda 

3 

.6 

Spartanburg 

50 

10.0 

Sumter 

20 

4.0 

Union 

9 

1.8 

Williamsburg 

5 

1.0 

York 

25 

5.0 

STATE  TOTAL 

603 

120.6 

Female  Pop. 
15  ir  Over00 

Average 
Annual  Rate 

8,163 

9.8 

32,714 

6.7 

3,639 

16.5 

40,110 

13.0 

5,764 

24.3 

6,192 

12.9 

14,365 

8.4 

17,833 

11.2 

3,859 

15.5 

83,117 

11.5 

13,927 

23.0 

11,134 

25.1 

12,117 

9.9 

8,786 

9.1 

9,840 

20.3 

19,592 

12.2 

9,983 

26.0 

11,045 

9.1 

5,546 

21.6 

6,925 

14.4 

32,602 

21.5 

11,508 

10.4 

91,360 

9.2 

19,041 

11.6 

5,706 

14.0 

24,895 

12.1 

4,106 

29.2 

12,579 

14.3 

15,848 

8.8 

18,747 

11.7 

6,167 

19.5 

31,634 

8.9 

11,270 

12.4 

9,668 

16.5 

2,791 

7.2 

11,302 

14.2 

15,100 

15.9 

25,276 

18.2 

21,047 

5.7 

81,158 

11.6 

5,196 

11.5 

66,173 

15.1 

26,569 

15.1 

11,151 

16.1 

11,780 

8.5 

33,045 

15.1 

930,370 

13.0 

“Rate  per  100,000  females  15  years  of  age  & over. 
**1970  Census. 
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Table  3.  Standardized  Incidence  and  Mortality  Ratios  for  Uterine  Cancer  by  Socioeconomic 
Class,  United  States,  Denmark,  England  and  Wales. 


SITE 

CLASS 

U.  S.  White 
10  cities 
1947  ( inci- 
dence) 

Denmark 
1943-47 
( incidence ) 

England  & Wales 
20-64  yrs.  of  age, 
1949-53,  mortality 

Married 

Single 

Cervix  Uteri 

I (highest) 

74 

50 

64 

40 

II 

85 

90 

75 

61 

III 

90 

79 

98 

87 

IV 

113 

100 

105 

121 

V ( lowest) 

156 

131 

1.34 

115 

Corpus  Uteri 

I (highest) 

105 

87 

103 

180 

II 

101 

90 

93 

93 

III 

100 

109 

106 

125 

IV 

87 

108 

92 

59 

V (lowest) 

110 

101 

99 

61 

cians:  five  from  the  State  Aid  Cancer  Clinic 
located  in  the  city  of  Florence,  four  physi- 
cians representing  the  Medical  Societies  from 
the  three  project  counties,  and  1 pathologist 
with  wide  experience  in  cervical  cytology. 

The  active  services  were  rendered  by  a 
staff  composed  of  a part-time  medical  director 
(physician),  nurse,  health  educator,  secretary, 
and  clerk-typist. 

Regular  Pap  test  clinics  were  established 
in  Bennettsville  (Marlboro  County),  Darling- 
ton and  Hartsville  (Darlington  County),  and 
Florence  (Florence  County).  The  clinics  in 
Marlboro  and  Darlington  counties  were  con- 
ducted twice  monthly  and  the  Florence  Clinic 
was  held  weekly.  Additional  “special”  clinics 
were  set  up  to  reach  rural  areas  on  an  irregu- 
lar basis.  Area  industries  were  very  coopera- 
tive and  numerous  clinics  were  held  in  the 
plants  with  employees  given  time  off  to 
participate.  Several  smaller  industries  granted 
time  off  and  provided  transportation  to  allow 
employees  to  attend  a regularly  scheduled 
Pap  test  clinic. 

Stimulation  of  interest  in  the  wider  use  of 
the  Pap  test  by  private  physicians  was  en- 
couraged through  personal  contacts  by  the 
Medical  Director  and  other  staff  at  medical 
meetings,  and  through  correspondence  and 
conferences.  A large  percentage  of  area  prac- 
titioners actively  participated  through  Pap 
testings  in  their  private  offices  of  medically 
indigent  patients.  Project  monies  were  used 


to  pay  for  cytology  laboratory  examinations  of 
these  smears. 

To  further  stimulate  interest  in  cervical 
cancer  screening,  project  personnel  worked 
closely  with  Health  Departments,  Welfare 
Departments,  OEO  Agencies,  Extension  Ser- 
vices, Adult  Education  classes  and  other 
adult  school  related  groups  in  the  three 
counties  involved.  In  addition  local  Cancer 
Society  units  and  Women’s  Civic  Clubs  were 
actively  involved  in  promoting  the  project. 
Meetings  were  attended,  talks  given  and 
letters  written  to  keep  these  organizations 
informed  of  the  program. 

3.  Mortality  Data  in  Project  Area 

Mortality  data  supplied  by  the  South  Caro- 
lina State  Board  of  Health  was  reviewed  to 
determine  information  relating  to  cervical 
cancer  (ICDA  180,  182  and  182.9)  from  1962 
through  the  first  quarter  of  1971.  During  this 
nine  year  period  there  were  136  deaths  at- 


Figure  2.  Number  of  Deaths  from  Cervical 
and  Uterine  Cancer  in  Project  Area  1962-1970 
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tributed  to  cervical  and  uterine  cancer  in  the 
project  area  (Florence,  Darlington,  and  Marl- 
boro counties).  The  number  of  deaths  per 
year  peaked  in  1969  when  25  women  in  the 
three  county  area  died  from  cervical  or  uterine 
cancer.  In  1970  there  was  a dramatic  decline 
when  only  eight  (8)  deaths  occurred,  the 
smallest  number  in  the  nine  year  period  (Fig- 
ure 2).  It  is  difficult  to  explain  this  sudden 
decline  but  it  should  be  noted  that  it  occurred 
during  the  second  year  of  project  activity,  by 
which  time  there  had  been  a number  of  cases 
identified  and  referred  for  treatment  as  a 
result  of  project  efforts. 

1970  census  data  give  the  overall  female 
population  composition  of  this  three  county 


area  as  61  per  cent  white  and  39  per  cent 
non-white.  A review  of  mortality  data  for  the 
nine  year  period  disclosed  that  49  white  and 
87  non-white  females  in  this  three  county 
area  died  from  cervical  or  uterine  cancer. 
Applying  the  white,  non-white  population 
ratio  to  mortality  for  the  nine  year  period  it 
appears  that  the  non-white  female  is  at  greater 
risk  (approx.  3 times)  of  cervical  and  uterine 
cancer  than  the  white  female.  The  relative 
risks  are  13.7  per  100  M for  white  females 
and  43.7  per  100  M for  non-white  females 
age  15  and  over. 

In  looking  at  cervical  cancer  only,  as  shown 
in  Table  4,  residents  of  the  project  area  ex- 
perienced an  average  annual  rate  of  17.8 


Table  4.  Cancer  of  Cervix  Deaths,  Female  Population  15  Years  of  Age  and 
Over  and  Rate  by  Race  by  County,  Project  Area,  Average  Annual  Data, 
1966-1970. 


Race 

Darling. 

Florence 

Marlboro 

Total 

Average  Annual 
Number  Deaths 

2.4 

7.0 

1.6 

11.0 

White 

.2 

2.6 

.2 

3.0 

Non-White 

2.2 

4.4 

1.4 

8.0 

Females  15  Yrs. 
& Over* 

19,592 

32,602 

9,668 

61,862 

White  & All  Other 

12,721 

21,359 

5,736 

39,816 

Negro 

6,871 

11,243 

3,932 

22,046 

Rate  per  100,000 
females  15  Yrs. 

& Over 

12.2 

21.5 

16.5 

17.8 

White 

1.6 

12.2 

3.5 

7.5 

Non- White 

32.0 

39.1 

35.6 

36.3 

°1970  Census 
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Table  5.  Cancer  of  Cervix.  Deaths  and  Rate  By  Age  Category, 
Project  Area,  Average  Annual  Data,  1966  - 1970. 


Age 

Category 

Av.  Annual 
Deaths 

Female 

Pop* 

Rate  Per 
100,000  Fern. 

25-34 

.8 

10,729 

7.5 

35-44 

3.4 

9,895 

34.4 

45  - 54 

1.8 

9,572 

18.8 

55-64 

1.2 

7,653 

15.7 

65-74 

3.4 

4,887 

69.6 

75  & Over 

.4 

2,784 

14.4 

*1970  Census 


deaths  attributed  to  cancer  of  the  cervix  per 
100,000  females  15  years  of  age  and  over.  On 
an  average  annual  basis,  cancer  of  the  cervix 
took  the  lives  of  11  females  — 3 white  and  8 
non-white  during  the  1966  - 1970  period.  The 
non-white  females  experienced  a risk  approxi- 
mately five  times  that  of  the  white  females 
during  this  time  period  — namely,  a rate  of 
36.3  for  non-whites  compared  to  7.5  for  whites. 

In  each  of  the  three  counties  the  non-white 
rate  was  higher.  The  rate  for  the  white  pop- 
ulation had  the  widest  variation  — from  1.6  in 
Darlington  County  to  12.2  in  Florence  County. 
The  non-white  rates  varied  less  — from  32.0 
to  39.1.  Some  of  the  variation  in  the  rate  could 
be  attributed  to  the  small  number  of  deaths. 

By  age,  the  average  annual  death  rate  at- 
tributed to  cancer  of  the  cervix  varied  from 
7.5  per  100,000  females  in  the  25  - 34  age 
category  to  69.6  in  the  65  - 74  age  category, 
as  shown  in  Table  5.  No  deaths  occurred 
among  women  under  25  years  of  age  during 
this  period.  With  the  exception  of  the  65  - 74 
age  category  the  rate  decreases  somewhat 
after  age  45.  Again,  numbers  tend  to  be  small 
which  may,  in  part,  influence  fluctuations 
between  rates.' 


4.  Analysis  of  Project  Activity 

Papanicolaou  tests  are  the  means  used  for 
screening  for  cervical  cancer  and  the  State  of 
South  Carolina  has  been  ranked  by  the  U.  S. 
Dept,  of  Health,  Education  and  Welfare, 
Public  Health  Service,  in  the  lowest  quartile 
of  states  in  per  cent  of  total  females  cyto- 
logically  examined.  In  1961  the  U.  S.  had  an 


Figure  3.  Percent  of  Total  Females  Age  20  and 
Over*  Estimated  to  be  Cytologieally  Examined 
in  1961, 1963  and  1966. 

“Based  on  Population  Estimates,  Series  P.25, 
1966,  Bureau  of  the  Census.  (Based  on  Survey  con- 
ducted under  the  auspices  of  the  College  of  American 
Pathologists  in  cooperation  with  the  U.  S.  Public 
Health  Service,  1966 ) 
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Table  6.  Number  of  Pap  Tests  Performed  by 
Cytology  Laboratories  Serving  Project  Area 
and  Percent  Increase  Over  Previous  Year, 
1966-1970. 


YEAR 

# of  TESTS 

% Increase  Over 
Previous  Year 

1966 

6,425 

1967 

7,145 

11.2 

1968 

8,379 

17.3 

1969 

12,661 

51.1 

1970 

17,829 

40.8 

estimated  10  per  cent  of  females  cytologically 
examined  while  South  Carolina  examined  7 
per  cent  for  a difference  of  3 per  cent.  In  1966 
the  U.  S.  average  had  jumped  to  26  per  cent 
while  South  Carolina  was  estimated  to  have 
cytologically  examined  only  17  per  cent,  a 
difference  of  9 per  cent  indicating  an  in- 
creasing deficit  trend  (Figure  3). 

Number  of  Pap  Tests  in  Project  Area 

In  the  three  county  project  area  a survey 
of  the  number  of  Pap  tests  performed  by 
cytology  laboratories  (Table  6)  shows  that 
in  1966  slightly  more  than  6,000  tests  were 
conducted  whereas  in  1970  this  had  risen  to 
nearly  18,000. 

During  the  course  of  the  project  over  7,000 
women  were  examined  by  project  personnel 
alone  and  many  more  were  examined  by  pri- 
vate physicians  with  laboratory  costs  paid 


from  project  funds.  As  a result,  more  than  60 
cases  of  cervical  cancer  were  identified  and 
referred  for  treatment. 

Population  Screened  in  Project  Area 
During  the  project  period,  1968-  1971. 
selected  data  from  6,888  women  screened  by 
project  personnel  were  reviewed.  Of  these, 
6,676  were  residents  of  Darlington,  Florence 
and  Marlboro  counties,  as  shown  in  Table  7. 
There  were  3,839  whites  screened  compared 
to  2,837  non-whites.  Of  the  female  population 
15  years  of  age  and  over,  10.8  percent  were 
screened  for  cancer  of  the  cervix.  A slightly 
larger  percentage  of  non-whites  ( 12.9  per- 
cent) were  screened  than  whites  (9.6  per- 
cent). The  greater  participation  of  non-white 
females  was  a desirable  factor  in  view  of 
their  substantially  greater  risk  of  cervical 
cancer. 


Table  7.  Female  Population  15  Years  of  Age  and  Over,  Number  Screened  for  Cancer  of  Cer- 
vix and  Percent  Screened  by  Race  by  County,  Project  Area,  1968-1971. 


County 

Female  Population0 
White  & 

Total  Other  Negro 

Number  Screened 
Total  White  N -White 

Percent  Screened 
Total  White  N -White 

Darlington 

19.592 

12,721 

6,871 

2,189 

1,294 

895 

11.2 

10.2 

13.0 

Florence 

32.602 

21.359 

11,243 

3,611 

1,987 

1,624 

11.1 

9.3 

14.4 

Marlboro 

9.668 

5,736 

3,932 

876 

558 

318 

9.1 

9.7 

8.1 

Three  Ctv. 

Area 

61,862 

39,816 

• 

22,046 

6,676 

3.839 

2,837 

10.8 

9.6 

12.9 

°1970  Census 

> , •'  : 1 : S.  1 ' 
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Table  8.  Female  Population,  Number  Screened  and  Percent  Screened  by  Age  Category  by 
Race,  Project  Area,  1968  - 1971. 


Age 

Category 

Female  Population 0 
White 

Total  & Other  Negro 

Number  Screened 
Total  White  N-White 

Percent  Screened 
Total  White  N-White 

15  - 19 

9,194 

4,948 

4,246 

184 

51 

133 

2.0 

1.0 

3.1 

20  - 24 

7,148 

4,536 

2,612 

906 

314 

592 

12.7 

6.9 

22.7 

25  - 34 

10,729 

7,398 

3,331 

1,525 

859 

666 

14.2 

11.6 

20.0 

35  - 44 

9,895 

6,452 

3,443 

1,323 

810 

513 

13.4 

12.6 

14.9 

45  - 54 

9,572 

6,364 

3,208 

1,267 

811 

456 

13.2 

12.7 

14.2 

55  - 64 

7,653 

5,051 

2,602 

974 

652 

322 

12.7 

12.9 

12.4 

65  & Over 

7,671 

5,067 

2,604 

497 

342 

155 

6.5 

6.7 

6.0 

TOTAL 

61,862 

39,816 

22,046 

6,676 

3,839 

2,837 

10.8 

9.6 

12.9 

“1970  Census 


Number  and  percent  of  the  female  popula- 
tion screened  for  cancer  of  the  cervix  by  age 
and  race  is  shown  in  Table  8.  For  the  project 
area  the  percentage  of  females  screened  varied 
from  12.7  to  14.2  within  the  20  - 64  age  cate- 
gories. Of  the  female  population  in  the  project 
area  the  larger  percentage  of  white  females 
screened  were  older  — in  the  25  - 64  age 
categories;  while  the  larger  percentage  of  non- 
white females  screened  were  younger  — in  the 


20  - 34  age  categories.  Variation  in  percent 
screened,  by  county,  can  be  seen  in  Table  9. 

Urban  — Rural  Participation 

The  three  county  project  area  is  composed 
of  a total  population  that  is  33.6%  urban  and 
66.4%  rural.  However,  in  each  county  a 
larger  percentage  of  urban  females  were 
screened  than  were  rural  females,  as  is  shown 
in  Table  10.  This  higher  urban  response  is 


Table  9.  Percent  of  Female  Population  Screened  for  Cancer  of  Cervix  by  Age  Category  by 
Race  by  County,  Project  Area,  1968  - 1971. 


Age 

Category 

Darlington 
Percent  Screened 

Florence 

Percent  Screened 

Marlboro 
Percent  Screened 

Total 

White 

N-White 

Total 

White 

N-White 

Total 

White 

N-White 

15  - 19 

1.9 

1.0 

2.9 

2.4 

1.1 

3.9 

1.0 

.7 

1.3 

20  - 24 

10.0 

6.2 

17.0 

16.1 

7.3 

32.1 

6.5 

7.1 

5.7 

25  - 34 

14.5 

12.0 

20.3 

13.9 

10.5 

21.9 

14.8 

15.6 

13.3 

35  - 44 

14.3 

13.6 

15.6 

13.1 

11.9 

15.5 

12.4 

12.8 

11.7 

45  - 54 

15.2 

13.8 

17.9 

12.4 

12.1 

13.1 

12.1 

12.8 

10.9 

55  - 64 

14.2 

14.1 

14.4 

12.5 

12.9 

11.8 

10.5 

10.4 

10.7 

65  & Over 

7.4 

7.6 

7.0 

6.5 

6.7 

5.9 

4.9 

5.1 

4.5 

TOTAL 

11.2 

10.2 

13.0 

11.1 

9.3 

14.4 

9.1 

9.7 

8.1 
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Table  10.  Urban-Rural  Comparison  of  Female  Population  15  Years  of  Age  and 
Over,  Number  of  Females  Screened  and  Percent  Screened  by  County,  Project 
Area,  1968  - 1971. 


County 

Population 
Urban  Rural 

# Screened 
Urban  Rural 

Percent  Screened 
Urban  Rural 

Darlington 

6,203 

13,389 

1,027 

1,153 

16.6  i 

8.6 

Florence 

12,658 

19,944 

1,752 

1,853 

13.8 

9.3 

Marlboro 

3,876 

5,792 

440 

435 

11.4 

7.5 

Area 

22,737 

39,125 

3,219 

3,441 

14.2 

8.8 

particularly  true  in  Darlington  County.  For 
the  project  area,  14.2  percent  of  urban  females 
and  8.8  percent  of  rural  females  15  years  of 
age  and  over  were  screened. 

Table  11  analyzes  age  at  first  pregnancy 
for  females  screened  and  for  those  31  females 
found  to  have  cervical  cancer.  Of  the  6,888 
females  screened  this  represents  only  one-half 
of  one  percent.  Of  the  133  women  whose  first 
pregnancies  occurred  when  they  were  less 
than  15  years  of  age,  2.3  percent  had  cancer 
of  the  cervix  while  no  cases  were  observed 
among  the  915  females  who  first  became 
pregnant  at  age  30  and  over.  For  all  other 
age  categories,  percent  of  females  with  cer- 
vical cancer  varied  from  0.3  to  0.7  percent. 


5.  Data  Correlation  of  Identified  Cases 

Of  the  several  factors  which  have  been 
implicated  in  cervical  cancer,  age  at  first 
pregnancy  and  times  pregnant  (Gravida) 
were  available  for  study  in  this  report  for  31 
positive  cases  of  6,888  females  screened. 

Information  relative  to  times  pregnant 
(Gravida)  is  presented  in  Table  12.  Although 
there  is  no  consistent  relationship  between 
gravida  and  cancer  of  the  cervix,  it  is  interest- 
ing to  note  that  of  the  1,249  females  who  had 
never  been  pregnant  only  one  was  found  to 
have  cancer  of  the  cervix. 

6.  Summary 

The  project  demonstrates  that  such  a pro- 
gram can  elicit  an  effective  response  in  a 


Table  11.  Age  Category  at  First  Pregnancy  of  Screened  Females  and  of 
Females  with  Cancer  of  the  Cervix  and  Percent  with  Cancer  of  the  Cervix 
by  Age  Category  at  First  Pregnancy,  Project  Area,  1968  - 1971. 


Age  Category 
at 

First  Preg. 

Patients 

Screened 

# With 
Cancer  Cervix 

% With 
Cancer  Cervix 

Under  15 

133 

3 

2.3 

15-17 

1,251 

6 

0.5 

18-20 

1,817 

10 

0.6 

21-23 

891 

6 

0.7 

24-26 

396 

1 

0.3 

27-29 

144 

1 

0.7 

30  & Over 

915 

0 

0.0 

Never  Preg. 

1,249 

1 

0.1 

Unknown 

92 

3 

3.3 

TOTAL 

6,888 

31 

0.5 
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Table  12.  Gravida  of  Females  Screened  and  of  Females  with  Can- 
cer of  the  Cervix  and  Percent  with  Cancer  of  Cervix  by  Gravida, 
Project  Area,  1968  - 1971. 


' 

Gravida 

A lumber 
Screened 

# With 
Cancer  Cer. 

% With 
Cancer  Cer. 

0 

1,249 

1 

0.1 

1 

952 

2 

0.2 

2 

1,054 

5 

0,5 

3 

946 

7 

0.7 

4 

732 

5 

0.7 

5 

519 

3 

0.6 

6 

409 

1 

0.2 

7 

243 

1 

0.4 

8 

181 

0 

0.0 

9 & More 

551 

5 

0.9 

Unkn. 

52 

1 

1.9 

TOTAL 

6,888 

31 

.5 

target  population.  Over  7,000  women  were 
screened  and  more  than  60  cases  of  the  cervix 
cancer  identified  and  referred  for  treatment. 
The  project  reached  a higher  percentage  of 
high  risk,  non-white  females  but  failed  to 
screen  a proportionate  share  of  rural  resi- 


dents. Although  there  was  no  estimate  made 
of  improvement  in  percent  of  females  cyto- 
logically  examined,  the  three  fold  increase  in 
Pap  tests  performed  by  cytology  laboratories 
exhibits  a marked  improvement  and  reflects  a 
broadening  interest  by  the  target  population. 
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A LOCAL  HABITATION  AND  A NAME 


“The  poet’s  eye  in  a fine  frenzy  rolling, 

Doth  glance  from  heaven  to  earth  and  earth  to 
heaven: 

And  as  imagination  bodies  forth 
The  forms  of  things  unknown,  the  poet’s  pen 
Turns  them  to  shapes,  and  gives  to  airy  nothing 
A local  habitation  and  a name.”1 

Shakespeare’s  prescient  lines  not  only  de- 
fined the  poet’s  role,  it  defined  that  of  the 
scientist.  The  whole  business  of  names  is  a 
matter  of  making  more  and  more  precise 
definitions  so  that  we  may  build  bridges  of 
communication  to  each  other  and  to  our  sur- 
rounding environment.  As  we  use  the  tools  of 
science,  we  begin  to  develop  names  which 
assist  us  by  crystallizing  a concept.  In  fact, 
without  these  names  we  cannot  move  forward 
in  our  understanding  of  the  natural  world. 
Ohms,  millicuries,  volts.  Humerus,  tibia, 
mesencephalon.  Smooth  endoplasmic  reti- 
culum, RNA  double  helix.  Neuron,  axon, 
dendrite.  It  has  been  said  that  the  first  two 
years  of  medical  school  consist  in  developing 
a vocabulary.  Some  words  are  invented  for 
a purpose.  Others  aggregate  around  phe- 
nomena, which  cry  for  recognition  and  be- 
come more  precise  as  our  knowledge  increases. 
Pneumonia,  Bright’s  disease,  tuberculosis  are 
such  examples. 

I am  now  trapped  in  the  history  of  a name, 
beating  my  way  out  to  clarity  for  the  purpose 
of  crystallizing  our  concepts  and  for  enabling 
us,  the  healers,  to  perform  our  historic  duty  of 
healing. 


“Reprinted  with  the  permission  of  the  author  and 
publisher  from  The  Rhode  Island  Medical  Journal 
through  an  arrangement  with  the  State  Medical 
Journal  group. 

““Medical  Director,  National  Council  on  Alcoholism, 
Inc.,  New  York,  New  York. 


FRANK  A.  SEIXAS,  M.D.°° 

Alcoholism  as  a Disease 

Drinking  alcoholic  beverages  is  such  a 
ubiquitous  phenomenon  that  we  are  late  in 
coming  to  the  separation  and  distinction  of  a 
disease  of  alcoholism.  All  along  the  way  some 
physicians  have  recognized  that  there  was  a 
syndrome  of  alcoholism  — Thomas  Trotter/ 
Benjamin  Rush,3  in  colonial  days,  and  more 
recently  Tiebout,  and  Silkworth. 

It  was  only  this  year,  however,  that  the 
American  College  of  Physicians  adopted  a 
resolution  stating  that  alcoholism  is  a disease 
and  the  proper  province  of  the  internist. 

Was  the  American  College  of  Physicians 
merely  slow7  in  recognizing  what  others  know? 
Was  it  mere  venal  opportunism,  knowing  of 
the  increasing  federal  and  state  funds  devoted 
to  alcoholism?  I think  not.  Rather,  I think  it 
has  occurred  because  our  attention  has  been 
brought  to  alcoholism  because  of  its  vast 
spread,  and  because  previous  conceptualiza- 
tions have  been  unfruitful.  Most  importantly 
tools  have  been  developed  which  can  be 
profitably  used  in  investigation.  Research, 
much  of  it  initiated  during  the  past  three  or 
four  years,  has  begun  to  give  us  clarity  where 
there  w7as  superstition,  supposition,  and  myth. 
Scientists  have  begun  to  take  a new  look  at 
alcoholism  — and  they  are  mining  a rich  lode. 

Tolerance  and  Withdrawal 

One  of  the  major  assists  in  our  developing 
concepts  of  alcoholism  has  been  the  advent 
of  the  drug  culture  and  our  recognition  that 
alcoholism  is  a true  addiction.  Such  pharmaco- 
logical addiction  exists  when  a mind  altering 
drug  has  characteristics  of  the  development 
of  tolerance  and  the  presence  of  psychological 
dependency  demonstrated  by  a withdrawal 
syndrome.  Seevers  has  classified  mind  altering 
drugs  as  central  nervous  system  (CNS)  de- 
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pressants  and  stimulants.4  Alcohol  shares  with 
opiates  and  the  sedatives  and  minor  tran- 
quillizers this  capacity  for  producing  tolerance 
and  withdrawal  syndrome.  Tolerance  in 
alcoholism  does  not  refer  to  an  increased 
ability  of  the  body  to  dispose  of  alcohol  since 
that  ability  can  no  more  than  double  the  body’s 
rate  of  turnover  from  under  one  ounce  of 
whiskey  to  a little  less  than  two  ounces  per 
hour.  It  rather  refers  to  the  adaptation  of  the 
brain  so  that  complex  skilled  acts  can  be 
performed  at  levels  of  alcohol  which  would 
render  the  novice  unable  to  stand.  Thus  the 
thousands  of  people  arrested  each  year  for 
driving  while  intoxicated  with  blood  alcohol 
levels  over  150  mg  per  cent,  are  people  who 
have  developed  tolerance.  Most  of  us  couldn’t 
even  get  in  the  car  under  such  circumstances. 
The  withdrawal  syndrome,  elucidated  by  Vic- 
tor and  Adams,5  Isbell,6  and  Mendelson,7  is 
another  characteristic.  This  syndrome  has  re- 
cently been  reproduced  in  experimental  ani- 
mals. 

A phenomenon  associated  with  alcoholism 
and  with  the  kind  of  heavy  drinking  leading 
to  it  is  the  blackout  period,  recently  studied 
by  Rybaek,8  and  by  Goodwin."  These  periods 
of  amnesia  are  quite  common  in  alcoholic  pa- 
tients, and  seem  to  be  related  to  a rapidly 
rising  blood  alcohol  curve. 

All  the  evidence,  as  well  as  our  common 
sense,  argues  that  research  on  alcohol  must  be 
performed  at  the  level  of  its  grain  metabolism: 
we  are  now  much  more  capable  than  before 
of  investigating  this  area. 

We  have  learned  that  ethanol  changes  the 
metabolism  of  catecholamines  to  abnormal 
reductive  pathways,10  and  that  these  same 
catecholamines  are  implicated  in  the  trans- 
mission of  nerve  impulses  from  cell  to  cell.11 

Because  catecholamines  do  not  cross  the 
blood  brain  barrier,  the  search  for  their  action 
must  be  taken  inside  the  cranium.  Here  we 
find  in  vitro  and  in  vivo  studies  which  sug- 
gest that  condensation  products  between 
alcohol,  its  metabolites,  and  the  biogenic 
amines  form  products  similar  to  opiates.12 
Myers,13  has  shown  in  elegant  experiments 
that  minute  quantities  of  alcohol,  so  small  as 
not  to  enter  into  other  bodily  processes,  in- 


fused into  the  ventricles  of  the  brain,  cause  a 
phenomenal  increase  in  alcohol  preference 
in  several  species  of  animals.  Moreover,  this 
kind  of  reaction  can  be  materially  changed  by 
altering  biogenic  amine  levels  in  the  body  or 
substituting  precursors  or  metabolities  of  these 
substances. 

Genetics  and  Metabolism 

Genetic  research  has  begun  to  elicit  human 
family,14  half  sibling,16  and  twin  patterns 
which  differentiate  alcoholics  from  non-al- 
coholics. Animals  have  been  bred  which 
avoid  or  prefer  alcohol.16  Most  recently,  taking 
outbred  strains  of  rats  bred  for  avoidance  or 
preference  of  alcohol,  Erikson,  Forsander,  and 
Ahti1 7 have  discovered  a mean  difference  in 
levels  of  5 hydroxytryptophane  in  their  brains, 
before  they  had  ever  been  exposed  to  alcohol. 
The  mean  5 hydroxtryptophane  levels  became 
increasingly  separated  in  proportion  to  the 
length  of  exposure  to  ethanol.  After  much 
fruitless  effort,  this  seems  to  be  the  first  time 
that  we  have  been  able  to  discover  a specific 
biological  difference  logically  connected  to 
the  development  of  alcoholism  in  any  living 
species.  This  discovery  may  elucidate  differ- 
ences in  the  capability  of  developing  toler- 
ance. 

I18  have  recently  pointed  out  that  during 
the  long  prodromal  period  of  heavy  drinking 
in  an  alcoholic,  perceptual  and  cognitive  diffi- 
culties of  varying  degrees  become  the  natural 
background  for  the  development  of  defenses 
seen  as  primary  psychological  characteristics 
of  the  alcoholic  person  and  the  similarities  of 
these  defenses  to  those  of  patients  with 
chronic  organic  brain  syndromes.  Approach- 
ing the  alcoholic  patient  in  a treatment  setting 
gains  much  from  this  recognition.  However, 
there  is  one  important  difference;  the  brain 
syndrome  of  the  alcoholic  is  slowly  reversible 
once  alcohol  ingestion  is  terminated.  Noble19 
has  recently  shown  that  synthesis  of  brain  pro- 
tein is  decreased  by  alcohol,  but  this  decrease 
reverses  when  alcohol  ingestion  is  terminated. 
Others20  have  shown  electroencephalographic 
(EEG)  changes  lasting  for  two  weeks  sub- 
sequent to  cessation  of  alcohol  ingestion.  Thus 
I have  called  alcoholism  a subacute  organic 
brain  syndrome. 
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Alcohol’s  simple  molecule  diffuses  through- 
out the  body  and  enters  into  many  metabolic 
chains.  The  discussion  of  whether  its  intrinsic 
calories  or  another  factor  are  primarily  re- 
sponsible for  the  pathological  events  which 
take  place  are  in  part  a semantic  question. 
However,  we  have  begun  to  pay  more  atten- 
tion not  only  to  these  pathological  processes, 
but  their  connection  with  alcoholism.  Almost 
every  organ  system  in  the  body  is  affected:  the 
gastrointestinal  tract  by  fatty  liver,  alcoholic 
hepatitis,  Laennec’s  cirrhosis,  malabsorption, 
astritis,  and  pancreatitis;  the  cardiovascular 
system  by  arrythmias  and  cardiomyopathy; 
the  musculoskeletal  system  by  myopathy  and 
osteoporosis,  the  hematopoietic  system  by  a 
variety  of  anemias  and  bleeding  abnormali- 
ties. One  curious  and  somewhat  rare  one  is 
stomatocytosis  with  hemolytic  anemia.  Im- 
mune response  and  resistance  to  infection  is 
decreased.  Finally  the  nervous  system  itself 
affected  by  peripheral  neuropathy  and  by 
permanent  organic  brain  syndromes:  Wer- 
nicke-Korsakoff  syndrome,  cerebellar  and 
cerebral  degeneration,  and  others.21 

It  would  be  folly,  it  seems  to  me,  to  obscure 
by  not  having  a single  name  for  it  the  unity  of 
this  ongoing  progressive  illness,  fatal  or  crip- 
pling for  so  many  — with  suicide  rates  which 
are  58  times  the  normal,22  and  countless  auto- 
mobile accidents  which  are  a direct  part  of 
the  process.  To  lump  patients  with  alcoholism 
under  the  rubric  of  troubled  persons,  or  neu- 
rotics, or  character  disorders  is  an  invitation 
to  blur  the  realities  of  the  disorder  and  to 
continue  to  hinder  progress  toward  its  solu- 
tion. We  not  only  need  the  term  alcoholism, 
we  need  the  term  alcoholic,  or  if  you  will 
alcoholic  person.  There  is  a person  wherever 
there  is  a disease. 

Facing  The  Problem 

There  is  more  to  it  than  this,  however.  It  is 
always  a shock  for  the  heavy  drinking  person, 
sinking  deeper  and  deeper  into  social,  voca- 
tional and  physical  troubles,  to  come  to  the 
conviction  that  he  is  “an  alcoholic.”  But  this 
conviction,  once  grasped,  means  that  he  has 
a nidus  around  which  to  reorganize  his  life. 
So  many  have  said,  “I  was  afraid  I was  losing 
my  mind.”  “I  was  so  guilty  about  neglecting 


my  children.”  It  explains  the  seeming  irra- 
tionality of  his  surroundings,  gives  him  an 
opportunity  to  allay  his  resentments  and  fears, 
gives  him  an  action  program  which  he  can 
build.  An  unrecovered  alcoholic  woman  said, 
“I’d  rather  be  a drunk  than  an  alcoholic.  If 
you  are  an  alcoholic,  people  expect  you  to 
stop  drinking  and  recover.” 

This  is  no  different  than  being  a diabetic 
or  a cardiac  — and  people  think  of  themselves 
in  this  way,  if  they  are  afflicted  with  these 
diseases.  A recent  trend  toward  honesty  about 
our  differences,  which  would  through  cir- 
cumlocution add  to  stigma,  has  been  one  of 
the  most  encouraging  trends  in  America. 
Black  is  beautiful.  Women  are  women  — not 
to  be  exploited.  We  should  not  be  retrogres- 
sive just  when  the  general  populace  is  begin- 
ning to  realize  that  alcoholism  is  not  a sure 
sign  of  evil,  bad  intentions,  or  sin. 

Thus  I urge  you  to  determine  the  diagnosis 
of  alcoholism  for  your  patients  — and  when  it 
is  determined,  with  the  art  of  medicine  at  your 
command,  get  to  the  point  of  agreement  with 
the  patient  that  this  is  the  diagnosis.  The  term 
alcoholic  person  is  important  and  not  the  least 
important  is  the  polite  use  of  ‘person’.  So  much 
for  the  name.  What  about  the  habitation? 
New  Facilities 

For  many  years  it  has  been  customary  for 
the  patient  with  alcoholism,  if  he  were  to  be 
treated  at  all,  to  be  sent  to  the  distant  state 
mental  hospital  for  any  phase  of  treatment. 
Public  inebriates  would  either  be  left  to  sleep 
it  off  in  a doorway  or  put  into  the  local  drunk 
tank  of  the  jail.  General  hospitals  have  had 
rules  in  their  by-laws  against  admitting  pa- 
tients for  alcoholism.  Insurance  plans  have 
excluded  alcoholism. 

What  has  resulted  from  this  treatment 
scheme?  Over  40  per  cent  of  male  admission 
to  state  mental  hospitals24  are  for  alcoholism. 
In  the  past,  few  of  these  patients  have  re- 
covered. Public  inebriates  achieve  records  of 
100  to  200  admissions  without  recovery."' 
Many  of  them  die  in  the  drunk  tank.  Others 
die  in  the  street,  or  are  taken  into  the  hospital 
in  late  stages  of  pneumonia  or,  in  the  winter, 
with  circulatory  trouble  and  gangrene  of  the 
leg,  necessitating  amputation,  or  with  de- 
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lerium  tremens,  which  has  a fatal  outcome  in 
about  15  per  cent  of  such  cases.2"  Despite  the 
general  hospital  rules,  in  the  hospitals  serving 
a middle  class  public  30  per  cent  of  the 
patients  7 at  any  time  are  alcoholic.  In  the 
ghetto  hospitals  the  figure  goes  up  to  50  per 
cent  of  the  males  and  46  per  cent'1'  of  the 
females.  In  tuberculosis  hospitals,  up  to  80 
per  cent  of  the  patients  are  alcoholic.2" 

And  none  of  these  patients  obtains  treat- 
ment for  his  alcoholism.  And  the  third  party 
payments  are  enormously  distorted  by  claims 
for  gastritis  and  any  other  diagnosis  the  con- 
scientious physician  is  forced  into  making  to 
avoid  the  word  alcoholism. 

In  a recent  study  in  Ireland,30  1 00  patients 
in  an  alcoholism  service  had  frequent  hospital 
admissions  for  alcohol  related  illness  for  an 
average  of  6 years  before  they  first  received 
treatment  for  alcoholism  — and  many  of  these 
during  this  time  caused  serious  motor  vehicle 
accidents. 

A tremendous  need  has  been  building  up. 
When  a need  builds  up,  some  stopgap  meas- 
ures will  be  taken  by  those  who  see  the  prob- 
lem. One  of  the  first  and  most  effective  of 
these  measures  was  the  development  of  Alco- 
holics Anonymous  (AA).  This  self-help  peer 
group  organization  has  demonstrated  what 
can  be  done  by  individuals  without  the  help 
of  the  medical  profession.  It  has  shown  that 
alcoholism  can  be  arrested,  and  among  people 
who  before  their  entry  into  AA  may  have 
been  on  the  way  to  death  and  irreparable 
disease.  There  are  now  over  500,000  active 
recovering  alcoholics  in  AA  in  this  country 
alone.  Because  hospital  beds  were  denied  to 
alcoholics,  dry-out  places  developed,  and  a 
few  private  hospitals  began  to  admit  some 
patients  for  detoxification,  for  those  who  could 
pay.  Sporadically,  wards  in  city  hospitals  for 
alcoholics  would  open  and  close.  It  became 
apparent  that  an  intermediate  facility  would 
be  helpful,  and  a goodly  number  of  rehabilita- 
tion farms  were  started,  mostly  in  countiy 
settings.  These  institutions,  some  with  im- 
probable names  like  Chit-Chat  Farms  and 
Livengrin,  originally  started  with  only  a good 
country  milieu,  a liberal  indoctrination  into 
AA,  and  the  occasional  service  of  a nearby 


physician.  By  now  they  have  developed  in- 
creasing sophistication,  with  various  modes  of 
group  therapy,  and  some  with  resident  phy- 
sicians. Some  are  now  building  little  hospitals 
for  detoxification.  Hazelden  Foundation  in 
Minnesota,  Melwood  Farm  in  Washington, 
D.  C.,  Hidden  Brook  in  Baltimore  and  Gray 
Bock  Inn  in  North  Uxbridge,  Massachusetts 
are  additional  examples. 

Need  For  Follow-Up 

The  patient  lucky  enough  to  have  the 
money  could  go  through  this  process;  but  on 
his  return  to  the  community  he  could  be  faced 
with  a return  to  a single  room,  no  job,  and 
the  prospect  of  the  bottle  as  the  only  attractive 
one.  This  need  has  been  met  by  the  halfway 
house,  an  institution  in  which,  for  a nominal 
sum,  recovering  alcoholics  can  stay;  shore  up 
one  another’s  sobriety,  resolve,  and  mood; 
and  start  to  acclimatize  themselves  to  the 
regular  world  of  work.  After  a period  of  four 
months  to  a year,  such  a person  may  venture 
out  on  his  own,  sometimes  in  the  company 
of  several  friends  from  the  halfway  house, 
to  find  an  apartment  and  reenter  fully  the 
world  from  which  alcohol  has  alienated  him. 
A continued  contact  with  Alcoholics  Anony- 
mous, further  group  therapy,  or  both,  have 
been  found  useful  either  for  life  or  for  at 
least  two  years  after  the  initiation  of  treat- 
ment. 

There  has  been  a growing  awareness  that 
the  victims’s  chance  of  finding  AA,  which 
recruits  solely  by  powers  of  attraction,  was 
only  20  per  cent.  This  has  been  an  impetus 
to  the  development  of  state  programs  for 
alcoholism.  Development  of  separate  units  for 
alcoholism  was  begun  in  some  of  the  state 
mental  hospitals,  where  program  adaptations 
of  the  alcoholism  rehabilitation  farms  could  be 
installed. 

Becognition  that  alcoholism  is  a family  dis- 
ease has  resulted  in  adaptations  in  a number 
of  these  far-a-way  centers.  For  example, 
Lutheran  General  Hospital  in  Park  Bidge, 
Illinois,  has  constructed  in  the  hospital  unit 
suites  where  spouses  or  entire  families  can 
accompany  their  alcoholic  family  member  and 
participate  in  the  reeducation  process.  Topeka 
State  Hospital  in  Kansas  has  developed  in  the 
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community  where  the  patient  lives  a system 
of  visitation  by  the  counselor  who  was  impor- 
tant in  the  patient’s  hospital  treatment.  Some 
have  developed  WATS  (Wide  Area  Tele- 
communications Service)  line  telephone  sys- 
tems for  followup  of  distant  patients. 

Care  In  The  Community 

The  other  possibility,  of  course,  has  always 
been  present.  Couldn’t  the  patient  be  cared 
for  in  his  own  community?  One  such  solution 
is  the  development  of  urban  detoxification 
centers.  This  kind  of  facility,  primarily  util- 
ized in  this  country  for  the  care  of  the  skid 
row  alcoholic,  includes  an  outreach  program 
to  scoop  the  inebriate  off  the  street  and  a 
simple  hospital  setting  for  detoxification,  man- 
ned by  physicians  and  nurses.  An  important 
part  of  any  detoxification  is  the  initiation  of  a 
long  range  treatment  plan;  and  social  workers, 
alcoholism  counselors,  and  AA  meetings  with 
referral  can  be  effectively  used  for  the  latter 
phases  of  the  five  to  ten  day  stay.  Detoxifica- 
tion centers  have  been  established  in  New 
York;  St.  Louis;  Washington,  D.  C.;  and 
Buffalo,  New  York  and  in  other  localities. 

The  detoxification  centers,  as  they  exist  in 
this  country,  take  care  of  only  the  visible  pub- 
lic inebriates.  They  have  not  been  able  ade- 
quately to  take  care  of  even  this  load  com- 
prising only  5 per  cent  of  the  alcoholic  popula- 
tion. 

This  summer  the  Governors’  Commission  on 
Uniform  Laws  approved  a draft  law  which 
would  make  hospitalization  of  the  public 
inebriate  mandatory.  It  is  certain  that  most 
states  will  follow  the  five  states  which  have 
already  adopted  such  a law.  Moreover,  the 
American  Hospital  Association  has  promoted 
the  Joint  Commission  on  Accreditation  of  Hos- 
pitals to  make  mandatory  for  accreditation  of 
general  hospitals  a plan  for  alcoholism  treat- 
ment and  is  undertaking  to  assist  in  training 
personnel. 

Thus  a trend  to  induce  community  hospitals 
to  become  involved  in  the  community  aspects 
of  disease  is  forcing  us  to  re-examine  what  we 
are  doing  for  the  alcoholic  in  the  community 
hospital.  Thus  one  hospital,  by  obtaining  the 
services  of  two  AA  members  in  the  emergency 
room  on  Friday  and  Saturday  nights  for  a 


month,  saved  $1,000.00  in  ambulance  fees, 
which  would  have  been  charged  to  transfer 
alcoholics  to  the  state  hospital  facility.  But 
this  is  not  enough.  Certainly  a minimum  is  to 
treat  these  people  over  the  short  5-7  day 
period  required  for  detoxification  and  referral. 
At  the  Baltimore  Quarterway  House  and  other 
facilities,  it  has  been  shown  clearly  that  such 
treatment  not  only  decreases  the  incidence 
of  delerium  tremens  among  the  in-patients, 
but  also  encourages  persons  affected  with 
alcoholism  to  come  in  earlier,  even  public 
inebriates.  Thus  the  incidence  of  amputated 
gangrenous  legs,  devastating  pneumonias, 
fatal  arrhythmias,  and  terminal  cirrhosis  de- 
creases, as  well  as  already  active  delirium. 

Yet  community  hospitals  are  in  a favorable 
position  to  do  much  more.  A common  trend 
in  such  hospitals  is  toward  the  development 
of  progressive  care  with  intensive  care  units 
for  the  seriously  ill,  conventional  active  medi- 
cal and  surgical  wards,  and  convalescent  sec- 
tions. The  Edward  Meyer  Hospital  in  Elmira, 
New  York  and  the  Memorial  Hospital  at  Yale 
New  Haven  Medical  Center  are  among  those 
that  have  developed  minimal  care  wings, 
where  patients  may  make  their  own  beds,  go 
to  a cafeteria  for  meals,  and  experience  an 
extended  care  period  in  which  their  own 
active  participation  promotes  their  rehabilita- 
tion. This  is  beneficial  for  diabetics,  cardiacs, 
and  persons  affected  with  fractured  hip, 
stroke,  and  alcoholism.  The  trend  toward 
establishing  psychiatric  units  in  general  hos- 
pitals is  highly  desirable  for  the  management 
of  alcoholic  patients  with  serious  psychiatric 
impairment.  These  services  are  complemented 
by  community  mental  health  centers.  Out- 
patient departments  and  in-hospital  AA  meet- 
ings can  easily  be  set  up  if  proper  interest 
and  support  are  encouraged. 

Third  Party  Payments 

The  exclusion  by  third  parties  of  payments 
for  alcoholism  is  a problem  that  is  being 
solved.  Blue  Cross  plans  are  increasingly  drop- 
ping the  exclusion  of  alcoholism,  as  are 
many  commercial  insurance  plans,  including 
those  providing  major  medical  insurance.  The 
insurance  companies  are  coming  to  realize 
that  they  can  assess  the  true  cost  of  alcohol- 
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ism  only  when  reliable  actuarial  data  are 
available.  This  trend  will  help  the  con- 
scientious physician  retain  his  sense  of 
integrity  in  treating  the  alcoholic  without  the 
need  to  dissemble  regarding  the  nature  of  his 
illness. 

The  regimen  of  the  Isadore  Tuerck  Quarter- 
way House  in  Baltimore  is  of  interest.  Each 
week  for  the  three  week  period  of  the  pa- 
tient’s stay  the  same  program  is  repeated  con- 
sisting of  films,  illustrated  lectures,  talks,  and 
group  sessions.  The  director,  when  asked  the 
reason  for  repetition  explains:  “When  they 
come  in,  their  brains  are  scrambled.’’  Twenty 
of  the  original  36  patients  treated  in  this  way 


are  sober  and  working  two  years  after  the 
treatment. 

In  a recent  assessment  of  treatment  results, 
Doctor  Wallace  Mandel  of  Johns  Hopkins 
Hospital  found  about  50  per  cent  recovery  or 
improvement  regardless  of  the  modality  of 
treatment  used.  While  this  aroused  no  en- 
thusiasm in  him  as  to  the  efficacy  of  one  form 
of  treatment  over  another,  he  did  find  some- 
thing of  interest.  Regardless  of  the  method 
of  treatment  used,  the  mortality  rate  dropped 
precipitously,  if  the  method  engaged  the  pa- 
tient sufficiently  to  induce  him  to  stay  with  it. 

Isn’t  that  what  it’s  all  about? 
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VOLUNTARY  HYPERVENTILATION  AS  A 
CAUSE  OF  NEEDLESS  DROWNING* 
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Many  practices  long  thought  to  be  harm- 
less, such  as  waxing  obese  on  a diet  high  in 
saturated  fats,  have  proven  to  be  dangerous, 
even  deadly.  So  it  is  with  the  practice  of 
breathing  deeply  before  swimming  under- 
water. It  now  appears  all  too  clear  that  such 
hyperventilation  can  induce  a shallow  water 
blackout  brought  on  in  simple  terms  from  loss 
of  consciousness  induced  by  oxygen  starva- 
tion of  the  brain  that  occurs  before  the  swim- 
mer receives  an  irrepressible  physiologic  signal 
to  breathe.  Several  thousand  persons  die 
each  year  from  drowning;  it  appears  entirely 
possible  that  a goodly  number  of  these  drown- 
ings  are  caused  by  voluntary  hyperventila- 
tion. And  the  very  individuals  that  die  in  this 
manner  are  young,  healthy,  usually  com- 
petent, swimmers.  How  many  times  we  have 
read  or  heard,  “He  was  an  excellent  swim- 
mer  we  just  don’t  understand  why  he 

drowned!”  Voluntary  hyperventilation  may 
well  provide  the  answer. 

Typically,  drowning  following  hyperventila- 
tion occurs  in  this  manner.  A young  man  is 
trying  to  see  how  far  he  can  swim  under- 
water, perhaps  competing  in  a sense  with 
himself,  perhaps  trying  to  better  another  per- 
son’s record.  He  has  learned  from  his  agemates 
or  perhaps  from  a swimming  instructor  that  if 
he  breathes  rapidly  and  deeply  for  a minute, 
two  minutes  or  more,  he  can  stay  underwater 
for  a relatively  long  period.  And  so  he  hyper- 
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ventilates,  then  plunges  into  the  water.  In- 
deed, most  individuals  that  do  this  no  doubt 
accomplish  what  they  set  out  to  do.  They 
swim  for  a relatively  long  distance  under- 
water and  emerge  happy  with  their  accom- 
plishment. Rut  others  simply  don’t  come  up. 
If  friends  have  been  watching  they  may 
recognize  that  the  individual  is  in  trouble, 
dive  down  and  bring  him  up.  But  all  too  fre- 
quently the  most  energetic  efforts  at  re- 
suscitation are  futile. 

Physiologic  Mechanisms 

Before  examining  a series  of  case  histories, 
let  us  inquire  into  the  mechanism  of  drowning 
caused  by  underwater  swimming  following 
hyperventilation.  Normally,  arterial  blood 
contains  oxygen  at  a pressure  of  from  90  to 
100  mm  of  mercury.  Venous  blood  may  have 
an  oxygen  tension  of  40  mm  of  mercury.  If, 
however,  the  arterial  oxygen  pressure  (pOo) 
drops  below  60  mm  of  mercury  it  is  inade- 
quate to  provide  the  brain  with  sufficient 
oxygen  to  maintain  consciousness.  The  exact 
figure  at  which  the  individual  loses  con- 
sciousness can  vary  with  age,  conditioning, 
carbon  dioxide  tension,  and  perhaps  special 
susceptibilities.  The  body  contains  special 
sensors  that  detect  dangerously  low  oxygen 
concentration  and  signal  the  need  to  breathe. 
But  the  signal  is  a weak  one;  it  can  easily  be 
suppressed,  especially  by  a swimmer  who  is 
concentrating  on  endurance  and  the  achieve- 
ment of  a challenging  goal. 

Far  more  important  than  oxygen  in  signal- 
ling the  need  to  breathe  is  the  level  of  carbon 
dioxide.  Its  normal  tension  ranges  between 
40  to  50  mm  of  mercury.  When  it  rises  above 
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this  level  it  stimulates  sensors  in  the  brain 
and  carotid  vessels  sparking  an  irrepressible 
desire  to  breathe.  Now  what  hyperventilation 
does  is  to  lower  the  carbon  dioxide  tension 
in  the  body  without  importantly  changing 
the  oxygen  stores.  It  also  causes  a reduction 
in  the  amount  of  circulating  carbon  dioxide 
(which  with  water  provides  carbonic  acid, 
the  important  acid  component  of  our  body 
fluid).  The  result  is  a condition  of  respiratory 
alkalosis  brought  about  by  carbon  dioxide 
deficit.  Respiratory  alkalosis  interferes  with 
nerve  conduction  and  causes  symptoms  of 
hyperventilation,  numbness  and  tingling 
especially  about  the  mouth  and  of  the  hands 
and  feet.  In  addition,  the  low  pressure  of 
carbon  dioxide  causes  constriction  of  the 
blood  vessels  that  supply  the  brain. 

So  our  swimmer,  having  enthusiastically 
hyperventilated,  submerges  with  a reduced 
carbon  dioxide  tension  depending  upon  how 
long  and  how  vigorously  he  has  hyperventil- 
ated, and  with  constricted  cerebral  blood 
vessels.  As  he  vigorously  swims  underwater, 
the  tiny  quantities  of  oxygen  stored  in  the 
blood  become  exhausted.  And  they  become 
exhausted  before  the  carbon  dioxide  tension 
can  rise  enough  to  stimulate  an  irrepressbile 
urge  to  breathe.  Deprived  of  oxygen,  the 
swimmer  becomes  unconscious,  hence  cannot 
respond  to  the  rise  in  carbon  dioxide  that  will 
occur  with  time.  Instead,  usually  while  con- 
tinuing his  swimming  movements,  he  starts 
breathing  and  unless  he  is  promptly  rescued 
and  resuscitated  he  will  aspirate  water  and 
will  drown. 

Some  Live  To  Tell  About  It 

Reports  of  individuals  who  suffered  loss  of 
consciousness  while  swimming  underwater 
and  did  not  drown  are  instructive.  These  are 
reported  by  Craig  in  JAMA,  April  29,  1961. 
An  excellent  swimmer,  age  27,  hyperventilated 
for  two  minutes  before  swimming  under- 
water. Endeavoring  to  swim  200  feet  he 
remembered  passing  a pool  ladder  40  feet 
from  the  end.  When  he  reached  the  end  of  the 
pool  he  surfaced  and  regained  consciousness 
but  remembered  nothing  after  passing  the 
ladder. 

Another  good  swimmer,  18  years  old,  hyper- 


ventilated for  one  minute  before  swimming 
underwater.  He  swam  two  laps  then  felt  a 
need  for  breath.  But  reminding  himself  of  the 
goal  he  had  established,  he  managed  to  sup- 
press the  urge  to  breathe.  He  forgot  every- 
thing for  the  third  lap.  When  he  surfaced,  he 
coughed  and  gasped  but  did  not  lift  his  head 
above  the  surface.  A nearby  swimmer,  who 
had  been  watching  the  swim,  immediately 
raised  the  boy’s  head  above  the  water  and 
he  regained  consciousness  in  two  or  three 
breaths. 

Another  boy  hyperventilated  for  two  min- 
utes. Underwater  he  felt  he  could  swim  for- 
ever, but  when  partly  through  his  swim  he 
blacked  out.  When  he  came  to  he  was  on  the 
surface  of  the  water.  Dizzy  and  exhausted 
he  swam  for  shore.  He  managed  to  stagger 
out  but  had  a headache  for  the  next  hour, 
and  could  remember  no  decision  to  surface. 

A 14-year-old  hyperventilated  for  “quite  a 
long  time"  until  he  felt  dizziness  and  tingling 
of  the  hands  and  feet.  Then  he  dived  into  the 
water  and  swam  several  feet  beneath  the  sur- 
face for  three  laps  of  the  60  ft.  pool.  He 
blacked  out  as  he  touched  the  wall  but  took 
several  strokes  of  the  fourth  lap  before  he 
began  to  sink.  An  observer  pulled  him  to  the 
edge  of  the  pool  where  he  regained  con- 
sciousness but  recalled  only  the  first  three 
laps. 

An  18-year-old  boy  hyperventilated  in  an 
effort  to  swim  120  feet.  He  noticed  the  urge 
to  breathe  during  the  middle  of  the  second 
60  feet  but  managed  to  go  on.  “Things  turned 
tan."  He  next  remembered  lying  on  the  edge 
of  the  pool  with  someone  pushing  on  his  back. 

A 17-year-old  took  ten  or  twelve  “very 
deep  breaths,”  swam  75  feet  and  was  starting 
a second  lap  when  about  halfway  back  his 
mind  “went  blank.”  Spectators  said  he  con- 
tinued to  swim  and  appeared  to  surface  after 
about  160  feet.  He  then  began  to  sink  and 
was  pulled  out  immediately.  Artificial  respira- 
tion for  two  or  three  minutes  was  necessary 
to  revive  him. 

Students  were  asked  to  swim  one  length  of  a 
75  ft.  pool  at  the  conclusion  of  a lifesaving 
class.  One  man  had  a “wonderful  feeling  that 
I could  go,  go,  go."  And  while  the  rest  of  the 
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class  emerged  after  one  lap,  he  made  a turn 
and  started  to  swim  another  lap.  The  in- 
structor reached  over  the  edge  of  the  pool 
with  his  foot  and  pushed  the  swimmer  on  the 
back,  at  which  he  climbed  out  but  did  not 
seem  to  know  where  he  was.  He  later  said 
that  he  did  not  recall  starting  the  second  lap 
or  climbing  out  of  the  pool,  fie  had  hyper- 
ventilated before  beginning  his  swim. 

A medical  student,  working  as  a lifeguard 
at  a large  outdoor  pool,  hyperventilated  before 
swimming  underwater.  He  was  found  on  the 
bottom  after  he  had  gone  about  120  feet. 
Taken  from  the  water,  he  was  flaccid  and 
cyanotic.  Five  to  seven  minutes  of  artificial 
respiration  was  required  to  bring  him  around. 

Other  cases  are  reported  by  Strauss  in 
Emergency  Medicine,  July,  1971.  A 16-year- 
old  trying  to  set  a new  record  for  himself  for 
underwater  swimming  hyperventilated  for 
five  minutes.  His  mouth  and  fingertips  be- 
came numb.  He  passed  the  50  yard  mark  with 
no  recollection  of  air  hunger.  He  noticed  a 
spreading  numbness  of  his  arms  and  legs.  At 
the  60  yard  mark  he  touched  the  wall  and 
sank.  Brought  to  the  surface  he  coughed 
violently,  vomited,  then  regained  conscious- 
ness. 

A 27-year-okl,  inactive  man,  hied  to  hold 
his  breath  for  a new  record  while  floating 
face  down.  He  hyperventilated  vigorously  for 
ten  minutes  until  he  was  totally  numb  from 
head  to  foot.  After  three  minutes  he  appeared 
to  go  limp.  Carried  from  the  water  he  was 
rigid  and  cyanotic.  He  was  not  breathing. 
When  his  mouth  was  forced  open  and  the  air- 
way cleared,  he  began  to  breathe  and  regained 
consciousness. 

Case  Reports  of  Drownings 

The  preceding  were  the  fortunate  individ- 
uals. Case  reports  describe  others  who  died. 
While  evidence  concerning  deaths  from  swim- 
ming underwater  following  hyperventilation 
must  perhaps  be  regarded  as  circumstantial 
since  post  mortem  examinations  cannot  reveal 
with  certainty  the  true  cause  of  death,  the 
conclusion  is  reasonably  justified  that  the 
deaths  occurred  from  blackout  underwater 
caused  by  hyperventilation  plus  vigorous 
swimming. 


These  reports  are  from  Craig,  JAMA,  April 
29,  1961:  A young  college  swimmer  desired 
to  swim  150  feet  underwater.  He  swam  for 
some  time  before  he  attempted  the  under- 
water swim.  Suddenly  the  lifeguard  saw  the 
individual  on  the  bottom  at  the  deep  end  of 
the  pool.  He  could  not  have  been  there  more 
than  a minute.  Brought  from  the  pool  the 
young  man  was  immediately  given  artificial 
respiration,  followed  by  mouth-to-mouth 
breathing,  but  the  instructor  was  unable  to 
move  any  air.  A machine  resuscitator  was  no 
more  successful.  Autopsy  revealed  the  lungs 
to  be  full  of  water. 

A 21-year-old  swimming  instructor  hyper- 
ventilated then  swam  120  feet  underwater 
when  one  of  the  students  noticed  he  was  in 
trouble.  Pulled  out  immediately,  members  of 
a fire  department  used  a resuscitator  on  him. 
Two  physicians  were  summoned  from  nearby 
but  their  efforts  were  unavailing.  The  in- 
dividual died.  No  autopsy  was  performed. 

Quite  interestingly,  many  writers  who 
have  not  cited  specific  cases  allude  to  persons 
who  have  died  from  hyperventilation  before 
swimming  underwater.  Gray,  in  the  Medical 
Journal  of  Australia,  Oct.  16,  1966,  emphasizes 
that  the  “still  very  common  practice  of  hyper- 
ventilation to  increase  underwater  endurance 
is  dangerous  and  has  caused  many  deaths.” 

Webster,  in  Public  Health  Reports,  July, 
1967,  points  out  that  “swimming  underwater 
for  endurance,  with  the  accompanying  danger 
of  hyperventilation,  accounted  for  six  deaths; 
revival  of  these  victims  was  not  possible  even 
though  the  accidents  in  most  instances  were 
witnessed  and  the  victims  were  quickly 
brought  out  of  the  water  for  application  of 
first  aid.” 

A recent  newspaper  report,  which  stimu- 
lated the  writing  of  this  article,  described  the 
case  of  an  outstanding  swimmer  who  drowned 
in  a closely  supervised  pool,  among  friends, 
while  swimming  underwater.  Having  just 
finished  a number  of  sprint  laps,  he  took 
several  deep  breaths  and  started  swimming 
underwater.  His  body  was  seen  just  after  that, 
motionless  in  the  shallow  end  of  the  pool. 
Autopsy  findings  showed  no  possible  alter- 
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native  cause  of  death  other  than  blackout 
hyperventilation. 

Comment 

The  tiny  number  of  documented  case 
histories  of  death  following  underwater  swim- 
ming after  voluntary  hyperventilation  is 
dangerously  deceiving.  It  should  probably  be 
multiplied  by  thousands,  perhaps  tens  of  thou- 
sands, to  approach  an  accurate  figure  and 
thus  duly  reflect  the  inherent  hazards. 

Almost  all  of  the  recorded  victims  of  drown- 
ing or  near  drowning  were  reputedly  good 
swimmers,  experienced  in  underwater  swim- 
ming. The  “hyperventilation-before-swimming- 
underwater”  syndrome,  therefore,  may  well 
explain  many  if  not  most  of  the  deaths  by 
drowning  of  experienced  swimmers. 

A Common  Practice 

Both  authors,  when  unaware  of  the  hazards, 
engaged  in  hyperventilation  before  swimming 
underwater  and,  incidentally,  have  been  duly 
impressed  with  the  distances  they  swam.  The 
procedure  seemed  so  inocuous  that  the  pos- 
sibility of  danger  never  even  occurred.  It  is 
not  surprising,  then,  that  such  hyperventilating 
is  a common  practice  among  persons  attempt- 
ing endurance  swimming  underwater. 

The  senior  author  has  repeatedly  quizzed 
nursing  students,  the  question  being:  “How 
many  of  you  have  breathed  deeply  and 
rapidly  in  order  to  swim  farther  underwater?” 
About  40  per  cent  of  the  students  in  southern 
Indiana  responded  affirmatively,  about  60  per 
cent  in  Michigan,  which  abounds  in  lakes 
and  hence  in  swimming  opportunities. 

The  Goad  of  Competition 

Another  factor  is  strongly  involved  in  deaths 
from  swimming  underwater  after  hyper- 
ventilating and  that  is  the  competitive  urge. 
Persons  who  are  driven  toward  a goal,  whether 
they  are  competing  with  themselves  or  others, 
will  fight  desperately  to  overcome  the  urge 
to  breathe  when  the  signal  first  intrudes  on 
their  consciousness.  Craig  adds  that  “pre- 
occupation with  a goal  may  also  affect  how 
the  subject  will  sense  and  interpret  his  phy- 
siologic warning  bell  telling  him  to  come  up 
for  air.”  This  signal,  of  course,  is  the  rising 
level  of  carbon  dioxide  in  the  blood.  And  if 
the  swimmer  is  successful  in  suppressing  the 


urge  to  breathe,  oxygen  deprivation  of  the 
brain  takes  over  and  the  individual  blacks  out. 

Some  persons  appear  to  be  particularly 
sensitive  to  hyperventilation  and  perhaps  more 
prone  to  shallow  water  blackout.  Another 
factor  that  frequently  enters  in  is  overexertion. 
Strenuous  exercise  appears  to  increase  one’s 
tolerance  of  lowered  carbon  dioxide  tension. 
This,  of  course,  enhances  the  probability  of 
cerebral  hypoxia;  the  most  dreadful  aspect  of 
hypoxia  is  that  consciousness  is  lost  with  little 
warning.  When  one  faints  he  has  several  sec- 
onds warning.  But  hypoxic  subjects,  swim- 
ming underwater,  may  continue  their  swim- 
ming activity  in  the  period  between  loss  of 
consciousness  and  final  collapse.  Indeed,  after 
blackout  occurs,  many  swimmers  continue  to 
make  coordinated  movements,  one  even  exe- 
cuted a turn  on  to  the  next  lap  beyond  the 
point  that  he  recalled.  Therefore,  even  if  the 
victims  are  fortunate  enough  to  have  spec- 
tators, the  latter  will  probably  not  suspect 
that  a problem  exists  until  final  collapse 
occurs. 

Effects  of  Hyperventilation 

The  physiologic  effects  experienced  by 
swimmers  in  shallow  water  blackout  closely 
resemble  the  reactions  noted  when  a person 
breathes  deeply  and  rapidly  out  of  water. 
One  questions  whether  one  can  render  him- 
self unconscious  in  this  manner.  But  such 
unconsciousness  has  been  reported  and,  in 
fact,  a medical  student  died  because  of  hyper- 
ventilation carried  out  in  a physiological  ex- 
periment. 

Persons  lowly  placed  on  the  rungs  of  society 
have  a way  of  discovering  such  basic  truths. 
Several  centuries  ago,  seamen  performing 
under  the  savage  punishment  codes  of  the 
English  Navy,  sentenced  to  flogging  until  un- 
consciousness should  supervene,  discovered 
that  by  breathing  deeply  and  rapidly  before 
the  flogging  they  would  become  unconscious 
sooner.  Similarly,  convicts  desiring  to  end  an 
intolerable  existence  have  reportedly  hyper- 
ventilated then  submerged  their  heads  in  the 
toilet  bowls  in  their  cells,  taking  the  pre- 
caution of  propping  their  bodies,  and  thereby 
committing  suicide  in  a relatively  unpainful 
manner. 
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Specifically,  the  symptoms  of  hyperventila- 
tion include  tremors,  lightheadedness,  double 
vision,  vertigo,  epileptie-like  seizures,  coldness 
of  the  arms  and  legs,  irritability,  decreased 
ability  to  concentrate,  diuresis,  hunger,  and 
EEG  changes.  Likewise,  the  systemic  effects 
of  hyperventilation  are  significant:  low  blood 
pressure,  constriction  of  the  blood  vessels  of 
the  brain,  decreased  brain  blood  flow,  vaso- 
constriction of  the  peripheral  vessels,  and 
certain  EKG  abnormalities  that  are  consistent 
with  hypoxia. 

Treatment 

Unfortunately  little  can  be  said  for  immedi- 
ate treatment  of  persons  apparently  drowned 
after  swimming  underwater  following  hyper- 
ventilation. Indeed,  they  seem  to  be  singularly 
resistent  to  resuscitation,  probably  because 
the  immediate  stimulus  for  their  drowning  was 
hypoxia.  As  Wong  and  Grace  point  out  in 
JAMA,  Nov.  16,  1963,  survivors  of  near  drown- 
ing should  be  hospitalized  and  given  pro- 
longed intermittent  positive  pressure  breath- 
ing with  100  per  cent  oxygen.  Immediate 
efforts  should  be  made  to  correct  the  serious 
blood  volume  and  electrolyte  derangements 
that  occur.  Still,  prevention  is  ever  so  much 
better  than  treatment  and  prevention  consists 
quite  simply  of  advising  coaches,  teachers, 
students,  and  swimmers  of  the  deadly  hazard 
of  hyperventilation  before  swimming  under- 
water. Conversations  with  experienced  swim- 
mers, coaches  and  experts  in  the  field  of 
athletics  reveal  that  many  instructors  still 
advocate  deep  breathing  techniques.  Ob- 
viously, those  versed  in  the  details  of  phy- 
siology caution  against  this  hazardous  practice 
even  though,  admittedly,  the  hazard  is  a mat- 
ter of  degree.  Craig,  in  JAMA,  April  29,  1961, 
points  out  that  taking  a few  deep  breaths 
before  diving  in  and  swimming  underwater  is 
not  likely  to  cause  difficulty.  In  a series  of 
studies,  approximately  three  thousand  children 
swam  underwater  after  taking  just  a few 
deep  breaths  before  any  incidence  of  loss  of 
consciousness  occurred.  So  underwater  swim- 
ming is  probably  quite  safe  in  the  absence  of 


prolonged  hyperventilation.  It  is  extreme 
hyperventilation  that  counteracts  the  built-in 
warnings  that  urge  the  swimmer  to  come  to 
the  surface,  permitting  him  to  proceed  to  his 
doom  without  any  real  desire  to  breathe. 

Considering,  however,  the  varying  sus- 
ceptibilities of  different  individuals  to  the 
effects  of  excessive  breathing  practices,  and 
in  view  of  the  diverse  interpretations  of  “just 
a few  deep  breaths,”  perhaps  the  practice  of 
hyperventilating  before  swimming  underwater 
should  be  discarded  entirely. 

It  must  also  be  borne  in  mind  that  hyper- 
ventilation can  result  from  vigorous  exercise 
and,  therefore,  the  individual  should  be 
cautioned  against  swimming  underwater  if 
he  has  recently  swum  vigorously  on  the  sur- 
face of  the  water. 

Divers  Have  Breathing  Technique 

Korean  women  who  dive  for  a livelihood, 
known  as  ama,  indulge  in  light  hyperventila- 
tion prior  to  diving.  “Before  each  dive,  they 
hyperventilate,  pursing  their  lips  and  in  many 
loud  whistles  that  can  be  heard  for  long  dis- 
tances.” Upon  emergence  they  repeat  this 
maneuver  which  they  claim  “protects  their 
lungs”.  Perhaps  the  ama  have  learned  over 
the  centuries  that  hyperventilation  helps  but 
that  it  must  be  exceedingly  mild  if  they  are 
to  stay  out  of  danger.  Perhaps  through  age 
old  custom  they  have  perfected  a technique  of 
getting  ready  for  diving  that  limits  the  blow- 
ing off  of  carbon  dioxide  to  a safe  level.  But 
until  one  learns  the  secret  of  the  ama,  the 
practice  of  hyperventilation  should  be 
avoided. 

Conclusion 

Overbreathing  before  preparing  to  swim 
underwater  is  an  obvious  cause  of  needless 
death  in  healthy,  vigorous,  usually  competent, 
swimmers.  Individuals  should  be  informed  of 
the  hazards  of  this  practice  and  of  the  basic 
physiologic  concepts  involved. 

( References  on  next  page ) 
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IVJedical  Group  Held  Liable  For  Patient’s 
Loss  of  Vision 

A man  who  lost  the  sight  of  one  eye, 
allegedly  as  a result  of  substandard  care  in 
a hospital,  was  awarded  $90,000  by  a Cali- 
fornia jury. 

The  patient  brought  action  for  malpractice 
against  the  hospital,  a medical  group,  and 
two  physicians.  He  contended  that  his  loss  of 
vision  was  caused  either  by  a bacterial  in- 
fection resulting  from  substandard  care  and 
left  untreated  or  by  an  orbital  hematoma 
caused  by  substandard  care.  He  allegedly 
entered  the  hospital  for  removal  of  nasal 
polyps  and  had  become  blind  in  his  right  eye 
by  the  time  he  left.  He  also  claimed  that  loss 
of  vision  resulted  in  his  failure  to  get  a pro- 
motion on  his  job. 

After  reviewing  the  entire  case,  a physician 
testified  that  the  patient’s  loss  of  vision  was 
caused  by  substandard  care  by  one  of  the 
physicians  named  in  the  suit.  Two  partners 
in  the  medical  group  testified  as  to  their 
opinion  that  the  loss  of  vision  was  caused  by 
a virus  infection  for  which  there  was  no 
known  treatment.  Another  physician  testified 
on  rebuttal  that  it  was  not  possible  for  a 
vims  infection  to  be  responsible. 

The  jury  awarded  the  patient  $90,000 
against  the  medical  group.  A nonsuit  was 
granted  as  to  the  hospital  —Kitzmiller  v.  Kaiser 


Foundation  Hospital  ( Cal,Super.Ct.,  San 
Francisco  Co.,  Docket  No.  589766,  1971) 

Pregnancy  After  Tubal  Ligation 

A woman  who  sued  a physician  because  she 
became  pregnant  after  sterilization  was  denied 
damages.  An  Illinois  trial  court  directed  a 
verdict  in  favor  of  the  physician. 

When  the  woman  was  pregnant  with  her 
fifth  child,  she  requested  sterilization  because 
her  husband  was  irregularly  employed.  After 
undergoing  tubal  ligation,  the  woman  again 
became  pregnant  and  gave  birth  to  a sixth 
child. 

The  woman  and  her  husband  brought 
action  against  the  hospital  and  the  physician 
who  performed  the  sterilization,  contending 
that  after  the  sterilization,  she  had  been  given 
a warranty  that  she  could  enjoy  sex  without 
fear  of  pregnancy.  In  addition,  she  claimed 
injuries  in  the  need  to  support  another  child, 
in  having  had  to  suffer  tire  pains  of  child- 
birth, and  in  having  “hindered  sensibilities” 
about  sex. 

An  attorney  for  the  physician  contended 
that  a sterilization  guarantee  had  to  be  a 
specially  written  contract.  At  the  end  of  the 
trial,  the  jury  brought  in  a directed  verdict  of 
not  guilty  for  the  physician.— Rogalo  v.  Silva 
(Ill.Cir.Ct,  Cook  Co.,’  Docket  No.  67-L-12275, 
Jan.  18,  1972) 
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First  of  all,  I want  to  thank  the  members  of  the  South  Carolina  Medical  Association  and  its 
House  of  Delegates  for  the  honor  and  privilege  of  serving  as  president  for  the  coming  year. 

The  annual  meeting  at  Myrtle  Beach  has  just  been  completed.  The  interest,  the  seriousness 
of  purpose,  and  the  fine  intent  in  conducting  the  affairs  of  the  Association,  among  the  other 
officers  and  the  delegates,  were  impressive.  The  scientific  program  was  splendid,  with  one  or 
two  exceptions,  which  I hasten  to  add  were  not  the  fault  of  the  Program  Committee,  which 
should  be  commended  highly. 

Certainly,  one  of  the  highlights  of  the  meeting  would  have  to  be  considered  the  decision  by 
the  House  of  Delegates  that  the  South  Carolina  Medical  Association  should  sever  all  connec- 
tions with  Blue  Cross  and  Blue  Shield.  Actually  there  was  no  connection  with  Blue  Cross  to 
sever,  but  that  was  an  unimportant  point.  The  significant  fact  was  that  a very  simple  resolution 
was  passed  with  surprisingly  less  debate  than  one  would  have  anticipated  and  which  would 
have  been  impossible  so  recently  as  a year  ago.  Actually,  the  Legislature  of  the  State  of  South 
Carolina  had  already  esvered  the  connection  and  the  consensus  of  the  Delegates  seemed  to  be 
an  acceptance  of  the  fact  that  Blue  Shield  was  really  no  longer  the  Doctor’s  Plan.  The  Executive 
Director  of  Blue  Shield,  Mr.  Joseph  Sullivan,  made  an  eloquent  plea,  so  to  speak,  for  the  Asso- 
ciation to  continue  its  official  connection,  but  again  this  was  to  no  avail.  Actually,  it  seemed  to 
many  that  maintenance  of  an  official  connection  meant  nothing  except  possibly  a competitive 
advantage  for  Blue  Shield,  and  it  appeared  that  many  felt  that  this  was  no  longer  justified  in 
view  of  the  fact  the  Blue  Shield  was  simply  another  mutual  company. 

In  recent  years,  one  is  impressed  with  the  number  of  times  that  one  hears  or  reads  a state- 
ment to  the  effect  that  National  Health  Insurance  is  inevitable.  The  medical  profession  should 
pose  this  question  again  and  again  to  itself  and  strive  to  work  with  some  degree  of  unanimity 
to  avert  this  possibility.  Many  of  the  criticisms  of  the  medical  profession  today  are  based  on  in- 
accurate or  improperly  interpreted  data.  Others  appear  to  be  based  on  an  almost  insatiable 
desire  of  some  politicians  and  other  liberals  to  expand  the  role  of  the  Federal  Government  to 
provide  medical  care  for  everyone  from  the  cradle  to  the  grave.  If  history  ever  repeats  itself  and 
if  objective  studies  of  the  various  systems  of  socialized  care  in  Europe  are  accurate,  the  im- 
position of  socialism  in  medicine  on  the  American  public  woidd  not  improve  the  quantity  or  the 
quality  of  medical  care  available  to  the  populace  today.  It  is  urged  that  those  who  feel  that  con- 
tinuation of  the  present  systems  of  delivery  of  medical  care  should  be  maintained  with  improve- 
ments where  indicated,  should  work  together  more  than  ever  in  the  near  future  to  see  that 
National  Health  Insurance  is  not  inevitable. 
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President 
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Editor’s  Recommendations 

As  I am  now  in  the  process  of  leaving,  I 
would  like  to  suggest  or  recommend  some 
changes  in  the  operation  of  the  Journal  of  the 
South  Carolina  Medical  Association.  The  first 
recommendation  I would  make  is  that  there 
should  be  a centralization  of  the  Journal’s 
operations  in  one  office.  Along  these  lines,  I 
would  suggest  that,  for  example,  all  matters 
dealing  with  advertising  revenues,  printing 
costs,  etc.  be  handled  in  the  office  of  the 
editor  with  the  assistance  of  someone  desig- 
nated by  the  Executive  Secretary’s  office.  I 
think  this  would  help  with  the  overall  effi- 
ciency in  the  operation  of  the  Journal. 

A second  recommendation  which  I would 
strongly  make  is  that  local  advertising  be 
solicited  for  the  Journal.  By  local  advertising, 
I mean  within  the  state  of  South  Carolina.  It 
should  be  limited  to  appropriate  material  for 
a scientific  publication.  It  would  be  my  im- 
pression from  a very  few  inquiries  that  this 
could  be  quite  easily  obtained  and  I feel  it 
would  certainly  help  in  terms  of  the  finan- 
cial aspects  of  the  Journal’s  operation.  I think 
again  that  someone  whom  the  Executive  Sec- 
retary’s office  could  designate  might  help  in 
this  area. 

I would  make  a suggestion  as  well  that  per- 
haps the  Journal  be  considered  as  the  primary 
publication  of  the  South  Carolina  Medical 
Association.  From  this  viewpoint,  I would 
suggest  that  publications  of  the  various  Medi- 
cal Association  groups  and  individuals  be 
centralized  within  the  Journal.  I think  this 
would  help  reduce  overall  costs  for  the  Medi- 
cal Association  as  well  as  provide  one  con- 
venient source  to  refer  to  for  all  Medical 
Association  activities  and  news. 


New  Editor 

With  Dr.  Thomas’  departure  from  the  state. 


the  position  of  editor  of  the  Journal  will  be- 
come vacant.  This  position  will  be  filled  by 
the  Council  of  the  South  Carolina  Medical 
Association,  which  would  be  interested  in 
having  knowledge  of  persons  interested  in  an 
appointment  to  the  vacancy. 


Fragmentosis  or  Unitasis  in  Medicine 

The  medical  profession  today  is  becoming 
highly  fragmented.  There  have  always  been 
divisions  of  opinion.  There  were  homeopaths 
and  eclectics  and  allopaths,  but  these  differ- 
ences have  largely  been  resolved.  There  have 
been  osteopaths,  most  of  whose  departures 
from  the  orthodox  medical  fold  have  been 
eliminated  at  the  scientific  level,  and  are 
resolving  at  the  educational  and  administra- 
tive levels.  But  as  old  divergences  disappear, 
new  ones  develop. 

The  American  Medical  Association  survives 
as  the  organizational  base  for  the  preponder- 
ance of  practicing  physicians  and  their  col- 
leagues in  teaching,  research,  administration 
and  the  like.  It  is  slow  to  change  its  policy 
positions.  Perhaps  there  is  no  single  physician 
who  agrees  with  them  all.  As  a result,  there 
have  been,  and  continue  to  be  defections,  on 
grounds  which  may  be  religious,  political, 
financial,  or  philosophical.  There  are  those 
who  might  otherwise  be  content,  but  who 
object  to  the  AMA  position  on  abortions  as 
being  too  liberal  or  too  constrictive,  so  some 
of  each  persuasion  split  off.  There  are  those 
who  object  to  the  concepts  of  the  way  in 
which  the  medical  profession  should  deal  with 
government,  at  arms  length  or  in  close  col- 
laboration. There  are  physicians  who  are  per- 
suaded that  the  entire  delivery  system  of 
medical  care  must  be  structured  along  the 
Russian  principles  of  dialectic  materialism. 
There  are  conservatives  and  ultra-conserva- 
tives. There  are  large  numbers  of  medical  stu- 
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PROTEIN  CONTENT/  1 Cup  Prepared  Soup* 


here’s  a soup 
for  almost  every  patient  and  diel 
.for  every  meal 
and,  it’s  made  by 


Bean  with  Bacon 

7.7 

Green  Pea 

7.8 

Beef 

9.1 

Hot  Dog  Bean 

8.6 

Chicken  Broth 

8.4 

Oyster  Stew 

6.0 

Chicken  'N  Dumplings 

6.6 

Pepper  Pot 

6.9 

Chili  Beef 

7.0 

Split  Pea  with  Ham 

11.6 

Consomme 

5.6 

Vegetable  Beef 

5.7 

When  protein  is  the  focal  point  in  your  patients’ 
special  diets,  Campbell’s  Soups  can  be  a convenient 
supplementary  source  of  that  essential  nutrient. 

* From  “Nutritive  Composition  of  Campbell’s  Products” 
which  gives  values  of  important  nutritive  constituents  of  all 
Campbell’s  Products.  For  your  copy,  write  to  Campbell  Soup 
Company,  Dept.  365,  Camden,  New  Jersey  08101. 


the  Ovulen  phase 

Most  women*  with  a balanced  hormone  profile  and 
normal  menses  do  best  on  a middle-of-the-road  pill 
that  is  neither  estrogen  dominant  nor  strongly 
progestogen  dominant. 

(*Typical  clues— normal  body  build  and  breasts,  * 
feminine  appearance,  healthy  skin  and  hair.  Vaginal 
cytology  slide  — balanced  “pink  and  blue!’) 

Some  women  having  problems  on  other  O.C.s  I 
might  do  well  on  Ovulen. 

Ovulen  has  a distinctive  hormonal  balance  that 
combines  moderate  estrogenic  activity  with  a sligffc 
progestogen  dominance.  It  has  an  excellent  record! 
of  patient  acceptance. 

Ovulen 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  1 


References  1.  Editorial:  Oral  Contraceptives  Which  Pill  for  Which  Patient?  Patient  Care  3:90-115 
(Feb.)  1969 and  4 135-145  (June  15)  1970  2.Greenblatt,  R B Progestational  Agents  in  Clinical 
Practice.  Med  Sci  18  37-49  (May)  1967  3.  Kistner,  R W:  Gynecology:  Principles  and  Practice,  ed.  2, 
Chicago,  Year  Book  Medical  Publishers,  1971  4.  Kistner,  R.  W:  The  Pill:  Facts  and  Fallacies  About 
Today's  Oral  Contraceptives,  New  York.  Delacorte  Press.  1968  5.  Nelson,  J FI  Clinical  Evaluation  of 
Side  Effects  of  Current  Oral  Contraceptives,  J Reprod  Med  6 5055  (Feb ) 1971, 6.  Orr,  G W Oral 
Progestational  Agents:  Therapy  and  Complications,  S Dakota  J.  Med.  2211-17  (Jan.)  1969 


All  women  are  not  equal  in  their  endogenous 
hormonal  output.  And,  while  all  oral  contracepti 
are  fundamentally  effective,  they  exhibit  differences 
in  their  activity  levels  and  estrogen-progestogen 
ratios  that  affect  different  women  differently— in 
both  short  and  long-term  use.  Some  brands 
may  be  insufficient  for  the  woman’s  needs  or  else 
may  exceed  them. 

Searle  offers  a family  of  O.C.  products  that  covers 
the  range  of  women’s  needs  to  help  you  provide 
the  right  pill  for  the  right  woman  at  the  right  time. 


SEARLE 


I 


For  brief  summary  of  prescribing  information, 
see  following  page. 


the  Enovid-E  phase 

Some  women  " who  secrete  less  estrogen  than  most 
do  best  on  a pill  with  a moderate  estrogen 
overbalance. 

("Typical  clues  — oily  complexion,  acne,  hirsutism, 
masculinity,  flat  chest.  Vaginal  cytology  slide  — 
“blue’.’) 

Patients  with  estrogen  deficiency  may  show: 
premenopausal  syndrome  intermittent  depression 
early-cycle  bleeding  increased  appetite 

scanty  menses  steady  weight  gain 

vaginal  candidiasis 

Enovid-E  not  only  provides  increased  estrogenic 
activity  with  low  progestogen  activity,  but  also 
contains  the  only  progestogen  that  is  not 
antiestrogenic.  Therefore  it  offers  less  risk  of  high- 
dose  progestogen  side  effects. 

Enovid-E 

Each  tablet  contains:  norethynodrel  2.5  mg./mestranol  0.1  mg. 

Oral  contraceptives  are  complex  medications  and,  after 
reference  to  the  prescribing  information,  should  be  prescribed 
with  discriminating  care. 


the  Demulen  phase 

Many  womem'whosecretemore  estrogen  than  most 
do  well  on  a pill  with  lower  estrogen  activity  and  an 
increased  progestogen  overbalance. 

("Typical  clues— shorter,  plumper,  full-breasted, 
with  glowing  skin  and  no  wrinkles.  Vaginal  cytology 
slide  "pink!’) 

Some  women  with  special  conditions  that  may 
be  aggravated  by  higher  estrogen-activity  products 
may  do  better  on  this  ratio. 

Demulen  combines  minimal  estrogenic  activity 
with  a moderate  ratio  of  progestogen  overbalance. 

It  is  particularly  well  suited  to  the  young  when 
low-dose  (activity)  is  preferred.  Demulen  offers 
little  risk  of  the  most  potent  progestogen  side 
; early  breakthrough  bleeding  is  often 

emulen 

Each  white  tablet  contains:  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg 
Each  pink  tablet  in  Ovulen-28*and  Demulen'-28  is  a placebo, 
containing  no  active  ingredients. 

Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules 


for  the  3 phases  of  Eve: 

a family  of  O.C.  products 

Ovulen*  Demulen 

Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  01  mg.  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®and  Demulen®-28  is  a placebo,  containing  no  active  ingredients, 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960,  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception. 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications-Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings-The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  inthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one4  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  thatforany  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecarefulobservation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study,  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy 
Theage  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric.  The  pathologist  I 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep 
tives-A  statistically  significant  association  has  been  demonstrated  between  - 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse  i 
reactions:  neuro-ocular  lesions,  e.g,  retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives:  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup 
pression  of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X: 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners;  Oral  Contracep 
tion  and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13: 267-279  (May)  1967 
2.  Inman,  W.  H.  W.,  and  Vessey,  M.  P.:  Investigation  of  Deaths  from  Pulmonary 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit.  Med.  J.  2:193-199  (April  27)  1968. 3.  Vessey,  M.  R,  and  Doll,  R.:  Invest 
gation  of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med.  J.  2:651-65/  (June  14)  1969  4.  Sartwell 
P.  E.;  Masi,  A I;  Arthes,  F.  G.;  Greene,  G.  R.,  and  Smith,  H.  E.:  Thromboem- 
bolism and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 

J Epidem.  90:365-380  (Nov.)  1969 

Products  of  SEARLE  & CO. 

San  Juan,  Puerto  Rico  00936 

Enovid-E 

norethynodrel  2.5  mg./mestranol  0.1  mg. 

Actions -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  o' 
gonadotropins  from  the  pituitary  gland.  Enovid-E  depresses  the  output  of  bolt 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH). 

Indication  - Enovid-E  is  indicated  for  oral  contraception. 

The  Special  Note,  Contraindications , Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  anc 
should  be  observed  when  prescribing  Enovid-E. 

Enovid-E 

brand  of  norethynodrel  with  mestranol 

Product  of  G.  D.  Searle  & Co. 

PO.  Box  5110,  Chicago,  Illinois  60680 
Where  "The  Pill"  Began 
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dents,  interns,  residents,  young  physicians 
and  academicians  who  follow  essentially  no 
leadership,  but  regard  themselves  simply  as 
anti-establishmentarian.  The  question  arises 
as  to  the  survival  value  of  a profession  so 
beset.  Indeed,  the  question  may  be  raised  as 
to  the  capacity  to  endure  as  a profession.  This 
might  be  a highly  hypothetical  question,  were 
it  not  for  the  fact  that  the  critics  of  medicine 
are  so  willing  to  move  in  through  legislative 
avenues  to  convert  the  entire  profession  into 
a public  utility,  governmentally  operated  and 
peopled  by  highly  educational  technical 
tradesmen. 

I presume  that  there  will  always  be  an 
inability  of  a middle  ground  organization  to 
accommodate  extremists.  There  will  in- 
evitably be  radical  rebellionists  on  the  left 
and  reactionary  isolationists  on  the  right.  They 
may  be  left  to  their  own  devices.  But  I would 
submit  that  for  the  overwhelming  majority  of 
professional  medical  people,  there  should  be 
some  broadening  of  perspective.  If  the  AFL- 
CIO,  UAW,  UMW,  Steelworkers  and  Team- 
sters can  coalesce  to  defeat  us,  can  we  defend 
ourselves  from  tiny  diverse  and  divided 
camps?  Tunnel  vision,  or  gun-barrel  sight  is 
a serious  disability. 

The  greatest  threat  to  American  medicine 
today  is  not  outside  our  profession,  but  within 
it.  If  there  are  things  which  are  not  clearly 
right  in  the  policies  of  our  major  medical 
organization,  the  work  of  those  who  disagree 
can  set  them  right.  The  need  is  for  coopera- 
tive, constructive  strengthening  of  the  position 
of  a great  profession.  With  that  strength  we 
need  not  fear  external  assaults. 

(Excerpt  from  an  editorial  by  Russell  B. 
Roth,  M.D.,  Speaker  of  the  AM  A House  of 
Delegates,  in  December  1971  bulletin  of  the 
Erie  County  Medical  Society.) 
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EDITOR’S  REPORT,  1972 


The  Journal  of  the  South  Carolina  Medical 
Association  has  continued  to  enjoy  the  bene- 
fits of  the  change  to  using  Provence-Jarrard 
as  the  printer.  The  editorial  assistant,  Mrs. 
Esther  Temple,  has  continued  to  function 
in  a most  effective  and  efficient  manner, 
reducing  editorial  problems  to  a minimum. 
Dr.  Joe  Waring,  Editor  Emeritus,  has  con- 
tinued to  be  most  gracious  and  helpful  to 
the  present  editor,  lending  his  expertise  and 
extensive  experience  as  needed.  A continuing 
and  recurrent  problem  over  the  years  has 
been  a lack  of  volume  of  scientific  material 


submitted  for  publication.  This  becomes 
accentuated  as  advertising  material  increases 
since  a balance  must  be  maintained  to  con- 
tinue as  a tax-free  publication.  It  seems,  how- 
ever, that  more  interest  is  being  generated 
with  physicians  for  publication  of  scientific 
material  in  the  Journal. 

There  will  be  an  upcoming  change  related 
to  a change  in  professional  roles  for  the  pres- 
ent editor,  who  will  move  from  South  Carolina 
in  the  near  future.  At  the  present  time  a search 
is  underway  for  a suitable  replacement  with 
what  appear  to  be  some  excellent  prospects. 


COMMITTEE  REPORT 


Committee  Report  on  Medical  Aspects 
of  Sports 

The  meeting  was  held  on  March  20,  1972 
with  Dr.  James  L.  Hughes,  Chester,  S.  C.;  Dr. 
William  B.  Evins,  Greenville,  S.  C.;  Dr.  Wal- 
ton L.  Ector,  Charleston,  S.  C.;  to  discuss  the 
plans  for  continuing  education  of  high  school 
coaches  and  trainers  for  this  year.  Tentative 
plans  are  made  to  have  the  Athletic  Sym- 
posium in  combination  with  the  Coaches 
Clinic  in  Columbia  the  first  week  in  August 
with  emphasis  being  placed  on  basketball  and 
football  injuries.  Particular  emphasis  will  be 
placed  on  team  requirements  for  equipment, 
the  safeguards  for  prevention  of  injuries,  and 
recommend  that  a physician  be  in  attendance 
in  all  contact  sports  and  further  the  educa- 
tion of  student  trainers  to  assist  in  high  school 
athletic  programs. 

To  augment  the  rehabilitation  of  injured 
athletes,  a program  is  being  instigated  at  the 
high  sehool  level. 

Procedures  are  being  formulated  and  steps 
taken  to  improve  the  condition  of  athletes 
reporting  for  the  North-South  Football  Game 
which  is  held  in  conjunction  with  the  Coaches 
Clinic  the  first  week  in  August  to  try  and 


minimize  heat  problems  and  injuries  that 
occur  to  these  young  athletes.  The  college 
trainers  and  the  high  school  coaches  league  are 
working  very  closely  with  our  committee  to 
obtain  the  desired  results.  A considerable 
amount  of  progress  has  been  made  in  the 
past  few  years  and  hopefully  this  condition 
can  continue  to  prevail. 

E.  M.  Lunceford,  Jr.,  Chairman 


Purposed  Regulations  For  The  North  vs. 

South  All  Star  Games 

1.  Physical  examination  to  be  given  by  a 
group  of  Team  Doctors  on  Tuesday  Eve- 
ning — Practice  beginning  on  Wednesday. 

A.  Doctors  and  Trainers  will  select  a form 
to  use  for  this  examination. 

B.  Players  who  appear  to  be  overweight 
(Doctor’s  discretion)  will  be  given  a 
physical  test  Wednesday  morning 
geared  to  determine  if  the  athlete  has 
conditioned  himself  for  the  practices  to 
follow. 

C.  Equipment  brought  by  the  players  will 
be  checked  for  proper  fitting  during 
the  examination  by  Trainers.  Equip- 
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ment  which  is  not  adequate  must  be 
replaced  by  the  high  school  the  player 
comes  from  during  the  days  the  team 
practices  in  shorts. 

D.  During  the  examination,  a three  fold 
injury  card  will  be  prepared.  One  fold 
will  contain  home  address,  phone,  fam- 
ily doctor;  another  fold  will  have  col- 
lege he  is  attending,  addressed  to  the 
Trainer  or  Athletic  Dept;  the  other  fold 
will  be  kept  by  the  Trainer  working  the 
game.  On  the  back  of  these  can  be  re- 
corded any  injury  the  athlete  en- 
countered and  what  was  done.  After  the 
game  is  over,  the  cards  can  be  mailed 
to  his  home  and  college. 

E.  Doctors  giving  the  examination  will  talk 
to  the  coaches  and  players  of  each  team, 
as  a whole,  about  breaks,  salt  and  fluid 
retention,  symptoms  of  heat  illness,  diet 
and  other  measures  which  might  be 
taken  to  prevent  a problem  during  that 
time  of  year  in  Columbia. 

L A designated  number  of  practices  — twice  a 


1st  day  A.  Wednesday  — Shorts,  T-Shirts, 
Shoes,  No  pads  of  any  kind,  No  football 
taken  on  field,  day  of  conditioning,  ac- 
climatization, getting  used  to  field. 

2nd  day  B.  Thursday  — Shorts,  Shoulder 
pads,  helmets,  football  taken  on  field. 

3rd  day  C.  Friday  — Shorts,  shoulder 
pads,  helmets. 

4th  day  D.  Saturday  — Full  gear  — scrim- 
mage 

5th  day  E.  Sunday  — Off,  Go  Home. 

6th  day  F.  Monday  — Shorts,  shoulder 

pads,  helmets 

7th  day  G.  Tuesday  — Full  gear  — scrim- 


8th  day  H.  Wednesday  — Shorts,  shoulder 


time  for  each  break  will  be  determined  by 


ciation  will  supply  a Nationally  Certified 


day. 


mage 


pads,  helmets 

9th  day  I.  Thursday  — Game  gear  — pre- 


game warm-up  — very  light  practice 
Friday  - GAME 


Prescribe 

the  discoverer’s  brand 


!.  The  number  of  breaks  during  practice  and 


Bactociir 


the  Trainer  for  each  team  using  the 


L The  South  Carolina  Athletic  Trainers  Asso- 


W.B.G.T.  as  his  index. 


•capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


JXE,  1972 


Beecham-Massengill  Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol.  Tennessee  37620 


Trainer  and  three  Student  Trainers  to  work 
the  South  Football  and  Basketball  teams 
and  a National  Certified  Trainer  and  three 
Student  Trainers  to  work  the  North  Foot- 
ball and  Basketball  teams.  Both  head  train- 
ers and  students  to  be  financially  reim- 


bursed for  their  time  by  the  SCACA. 

After  the  game,  a physical  examination  given 
by  a group  of  team  doctors.  This  would  be 
done  in  the  dressing  room  with  no  one  in  the 
room  except  doctors,  trainers,  and  individual 
team  coaches. 


New  Members,  S.C.M.A. 


Dr.  David  Bacon  Marcotte 

80  Barre  St. 

Charleston,  S.  C.  29401 
Dr.  John  M.  Barnard 
710-A  Pendleton  St. 
Greenville,  S.  C.  29601 
Dr.  Francis  H.  Bledsoe 
24  Vardry  St. 

Greenville,  S.  C.  29601 
Dr.  Linwood  G.  Bradford 
738-B  W.  Liberty  St. 
Sumter,  S.  C.  29150 
Dr.  Wm.  Henry  Coles 
80  Barre  St. 

Charleston,  S.  C.  29401 
Dr.  Samuel  J.  Corbin,  Jr. 
455  Guignard  Dr. 

Sumter,  S.  C.  29150 
Dr.  Charles  E.  Corley,  III 
Richland  Mem.  Hosp. 
Columbia,  S.  C.  29201 
Dr.  Robert  A.  Dameron,  Jr. 
801  N.  Fant 
Anderson,  S.  C.  29621 
Dr.  John  D.  Fletcher,  Jr. 
1243  Savannah  Hwy. 
Charleston,  S.  C.  29407 
Dr.  Robert  M.  Harris 
800  Carolina  Ave. 
Hartsville,  S.  C.  29550 
Dr.  James  C.  Hiott 
764  Med.  Ct. 

Sumter,  S.  C.  29150 
Dr.  Warren  F.  Holland 
2749  Laurel  St. 

Columbia,  S.  C.  29204 


Dr.  Jo  H.  Johnson 

Seneca,  S.  C.  29678 

Dr.  M.  0.  Khan 

Barnwell,  S.  C.  29812 

Dr.  Robert  T.  Kindley 

Hartsville,  S.  C.  29550 

Dr.  Middleton  H.  Lambright 

24  Vendue  Range 
Charleston,  S.  C.  29401 

Dr.  Joseph  F.  A.  McManus 

80  Barre  St. 

Charleston,  S.  C.  29401 

Dr.  Walter  J.  McMath 

131  Sumter  Ave. 

Hartsville,  S.  C.  29550 

Dr.  Robert  Malanuk 

S.  C.  Baptist  Hosp. 

1519  Marion  St. 

Columbia,  S.  C.  29201 

Dr.  Rufus  E.  Medlin 

V.  A.  Hosp. 

Columbia,  S.  C.  29201 

Dr.  Eula  H.  Pate 

Walhalla,  S.  C.  29691 

Dr.  Frederic  A.  Stone 

5 E.  Calhoun  St. 

Sumter,  S.  C.  29150 

Dr.  Lawrence  R.  Sutherland 

Tourney  Hosp. 

Sumter,  S.  C.  29150 

Dr.  Victor  Y.  Tyrone 

Hartsville,  S.  C.  29550 
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A CONCURRENT  RESOLUTION 

TO  EXPRESS  THE  APPRECIATION  TO 
THE  SOUTH  CAROLINA  MEDICAL 
ASSOCIATION,  THE  HEART  ASSOCIA- 
TION OF  SOUTH  CAROLINA  AND 
NURSES  MARY  ANN  FLYNN  AND  MYRA 
CASH  FOR  PROVIDING  AND  MOST 
EFFICIENTLY  OPERATING  A LIFE  SAV- 
ING STATION  IN  THE  LORRY  OF  THE 
STATE  HOUSE. 

Whereas,  during  sessions  of  the  General 
Assembly  the  lobby  of  the  State  House  is 
crowded  with  members,  State  officials  and 
visitors  and  constitutes  the  busy  center  of 
legislative  activities  and  the  operation  of 
State  government;  and 

Whereas,  the  South  Carolina  Medical  Asso- 
ciation in  cooperation  with  the  Heart  Associa- 
tion of  South  Carolina  has  provided,  during 
the  1972  Session,  a life-saving  station  prepared 
to  handle  minor  medical  services  to  persons  in 
the  State  House,  and  more  importantly  has 
been  available  for  major  medical  emergencies 
when  needed;  and 

Whereas,  this  fine  service  has  been  con- 
ducted with  great  efficiency  and  charm  by 
nurses  Mary  Ann  Flynn  and  Myra  Cash, 
young  ladies  who  have  enhanced  both  the 
medical  security  and  the  beauty  of  the  State 
House;  and 

Whereas,  the  Medical  Association,  the  Heart 
Association  and  the  above  named  ladies  merit 
the  praise  and  appreciation  of  the  General 
Assembly  for  establishing  this  outstanding 
facility  for  the  General  Assembly,  Now  there- 
fore, Re  it  resolved  by  the  Senate,  The  House 
of  Representatives  concurring:  That  the  Gen- 
eral Assembly  by  this  resolution  expresses  its 
appreciation  to  the  South  Carolina  Medical 
Association,  the  Heart  Association  of  South 
Carolina  and  to  Mary  Ann  Flynn  and  Myra 
Cash  for  establishing  and  operating  the  life 
saving  station  at  the  State  House  and  com- 
mends them  for  the  excellent  quality  of  its 
operation. 

Be  it  further  resolved  that  copies  of  this 
resolution  be  forwarded  to  the  South  Carolina 
Medical  Association,  the  Heart  Association  of 
South  Carolina  and  to  Myra  Cash  and  Mary 
Ann  Flynn. 

June,  1972 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyopen 

(disodium  carbenicillin) 

‘vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 

GEE) 

Beecham- Massengil I Pharmaceuticals 
Division  of  Beecham  Inc.  Bristol,  Tennessee  37620 
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50  YEARS  AGO 

June,  1922 

Dr.  W.  R.  Wallace,  in  discussing  a paper 
on  radium,  described  his  happy  results  in  the 
treatment  of  fibroid  tumors.  Dr.  Leon  Banov 
commented  on  the  many  dangers  of  the 
innumerable  open  wells  which  were  in  use  in 
this  state. 


Auto  Leasing  Plan 

The  Council  of  the  South  Carolina  Medical  Association,  meeting  at  Myrtle 
Beach  on  May  14,  1972,  approved  the  proposal  to  endorse  automobile  leasing 
plans  presented  by  King  Oldsmobile,  Inc.,  of  Spartanburg,  and  the  Moore  Olds- 
mobile-Cadillac  Co.  in  Columbia. 

South  Carolina  physicians  who  are  members  of  the  Medical  Association  will  be 
eligible  to  lease  automobiles  at  a reduced  rate  by  supporting  this  Association 
sponsored  plan.  More  on  this  will  appear  in  the  July  issue  of  the  Journal. 
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CANCER 

TOPICS 

REACH  TO  RECOVERY 


PAUL  H.  O’BRIEN,  M.D.,  F.A.C.S.0 

MEG  KELLEY  (MRS.  PAUL  W.  KELLEY)00 


Our  column  today  is  of  the  American  Can- 
cer Society  Reach  to  Recovery  Program.  This 
program  is  administered  and  executed  solely 
by  volunteers.  It  is  a program  that  is  main- 
tained for  and  by  women  who  have  suffered 
from  cancer  of  the  breast.  In  1972,  there 
should  be  some  650  new  cases  of  breast  can- 
cer in  South  Carolina.  Hopefully,  with  self 
awareness  and  physician  awareness,  these 
breast  cancers  will  be  candidates  for  curative 
surgery.  After  such  hoped  for  curative  sur- 
gery, we  still  have  a patient  who  has  under- 
gone a severe  blow,  possibly  more  than  ever 
in  this  mammary  gland  oriented  society.  Their 
problems  persist  long  after  their  surgical  scars 
have  healed.  The  practical  and  emotional 
support  that  these  patients  require  can  be 
given  by  the  Reach  to  Recovery  volunteer. 
The  program  Reach  to  Recovery  is  outlined 
here  by  Mrs.  Meg  Kelley.  The  program  works 
best  when  the  surgeon  with  an  appropriate 
candidate  contacts  the  Volunteer  Coordinator 
on  either  the  day  of  surgery  or  the  day  after. 
If  local  volunteers  are  not  available,  a vol- 
unteer can  be  found  by  calling  the  Columbia 
Headquarters  of  the  American  Cancer  Society, 
South  Carolina  Division. 

What  is  Reach  to  Recovery?  “The  Reach  to 
Recovery  Program  of  the  A.  C.  S.  is  a re- 
habilitation program  for  women  who  have 
had  breast  surgery,  and  it  is  designed  to  help 


° Director  of  Cancer  Clinic,  Associate  Professor  of 
Surgery,  Medical  University  of  South  Carolina. 

0 "Volunteer  Coordinator,  Charleston  County  Unit. 
A.  C.  S. 


them  to  meet  the  psychological,  physical,  and 
cosmetic  needs,”  according  to  a brief  definition 
written  by  Terese  Lasser  who  originated  the 
program  and  who  is  currently  the  National 
Consultant  and  Coordinator  for  the  program. 
Mrs.  Lasser  saw  a need  for  a special  re- 
habilitation program  for  mastectomees  when 
she  herself  experienced  the  emotional  up- 
heaval of  having  a breast  removed  and  having 
to  seek  out  for  her  own  use  many  of  the 
answers  which  she  thought  she  needed  but 
which  were  not  regularly  available  from  the 
hospital  staff.  She  concluded  that  her  re- 
covery would  have  been  much  less  emo- 
tionally traumatic  if  she  could  have  talked 
to  someone  a few  days  after  her  surgery  and 
obtained  the  advice  and  reassurance  which 
seemed  so  vitally  necessary  at  that  point. 
When  she  discussed  this  need  with  her  attend- 
ing surgeon  in  later  months,  he  challenged 
her  to  design  such  a program.  She  accepted 
that  challenge,  and  Reach  to  Recovery  was 
born.  Working  alone  at  first  and  at  her  own 
expense,  she  visited  the  patients  of  her  own 
surgeon  at  his  request  and  found  the  women 
eager  for  such  help.  The  rapid  growth  of  the 
^program  since  its  inception  in  1953  has 
resulted  in  help  being  given  to  women  in  all 
fifty  states  and  many  foreign  countries.  Since 
1969  the  program  has  been  sponsored  by  the 
A.  C.  S.  as  a service  to  cancer  patients.  Early 
in  1970  the  program  was  organized  in  four 
pilot  counties  in  South  Carolina,  and  in  two 
years  it  has  spread  to  seven  additional 
counties.  More  than  352  South  Carolina  pa- 
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tients  have  already  been  helped  by  Reach  to 
Recovery  but,  as  can  lie  seen  from  the  in- 
cidence figures  of  650  cases  per  year,  there  is 
still  considerable  room  for  expansion  of  these 
services. 

How  does  Reach  to  Recovery  work?  When 
requested  by  the  attending  surgeon,  and  only 
with  his  authorization,  a specially  selected 
and  trained  volunteer  who  is  also  a recovered 
mastectomee  visits  the  patient  in  the  hospital 
about  four  days  after  surgery.  At  this  time 
the  volunteer  brings  the  patient  a free  kit 
containing  literature  with  information  and 
precautions  for  self-help  toward  a more  rapid 
and  full  recovery,  simple  devices  for  exercising 
the  arm  (shoulder  to  hand)  on  the  side 
affected  by  surgery  when  the  surgeon  ap- 
proves of  such  exercises,  and  a temporary 
prosthesis  for  cosmetic  use  until  ready  to  be 
fitted  for  a permanent  breast  form.  The  vol- 
unteer also  brings  such  practical  information 
as  a list  of  the  local  suppliers  of  permanent 
prostheses,  the  types  available  and  the  list 
prices.  She  is  prepared  to  explain  and  demon- 
strate the  exercises,  give  suggestions  for  bra 
comfort  and  the  adjustment  of  clothing  to 
conceal  surgical  scars,  and  to  discuss  other 
personal  adjustment  problems.  Perhaps  of 
greater  importance,  she  can  present  living 
proof  that  losing  a breast  does  not  mean  the 
end  of  life,  since  she  can  say,  “Not  too  long 
ago  I was  in  the  same  condition  as  you  are, 
and  for  the  same  reason.  . . .1  do  everything 


I did  before.  I wear  the  same  kind  of  clothes, 
go  to  the  beach,  swim,  dance,  wear  evening 
gowns.  . . .My  experience  indicates  that  you 
will  be  just  as  much  a woman  in  every  way 
as  you  were  before  the  operation.” 

Another  phase  of  the  Reach  to  Recovery 
Program  is  the  periodic  holding  of  local  open 
forums  in  selected  hospitals  in  many  cities,  for 
women  who  have  had  mastectomies.  A quali- 
field  surgeon  is  always  present  at  these  meet- 
ings to  answer  medical  questions.  These 
sessions  prove  to  be  wonderful  group  therapy 
for  the  participating  women  and  they  provide 
some  feedback  which  is  used  to  improve  the 
program  and  to  update  the  information  being 
passed  along  to  women  throughout  the  world. 

A third  phase  of  the  program  is  the  educa- 
tion of  personnel  responsible  for  the  comfort 
and  encouragement  of  mastectomy  patients. 
For  this  purpose  lectures,  film  showings  and 
demonstrations  are  presented  at  many  nurs- 
ing schools  and  large  hospitals.  County  Unit 
Medical  Advisors  for  Reach  to  Recovery  pre- 
sent similar  programs  to  acquaint  physicians 
and  surgeons  with  the  existence  and  aims  of 
the  program  and  how  it  can  be  used  in  meet- 
ing the  needs  of  their  patients.  One  aim  of 
the  educational  program  is  to  create  an  aware- 
ness of  the  patient’s  reaction  to  breast  surgery 
and  her  need  for  help  in  becoming  a better 
adjusted  person  with  a more  positive  view  of 
herself. 
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He  won't  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good . 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


1 '°uid|VIYIAIMTAtablks 

aluminum  and  magnesium  hydroxides  with  simethicone 


X 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


Though  Talwin®  can  be  compared 
to  codeine  in  analgesic  efficacy,  it  is  not 
a narcotic.  So  patients  receiving  Talwin 
for  prolonged  periods  face  fewer  of 
the  consequences  you’ve  come  to  expect 
with  narcotic  analgesics.  And  that,  in 
the  long  run,  can  mean  a better  outlook 
for  your  chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 
one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 

is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


brand  of 


® 


(as  hydrochloride) 


a new  outlook  in 

chronic 


Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known,  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


pain 


■A.  of  moderate  to  severe  intensity 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  w 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tre  j| 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagon  , 
Some  patients  previously  receiving  narcotics  have  experienced  ir 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administei 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  si  | 
patients  in  association  with  the  use  of  Talwin  although  no  cause  i 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administrat 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequen 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrh 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  he 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syncc 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Ac 
CNS  Manifestations  under  WARNINGS);  and  rarely  tremor,  ii 
tability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequen 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rar 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decre 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depressi 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dos< 

1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increa 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  l 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  ac 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  w , 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  c 
dren  under  12  years  of  age  is  limited,  administration  of  Talwin 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  recei  . 
Talwin  orally  for  prolonged  periods  have  not  experienced  wi  • 
drawal  symptoms  even  when  administration  was  abruptly  disc  • 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  ■ 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  ; I 
kidney  function  have  revealed  no  significant  abnormalities  af 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  ov 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment . Oxygen,  intravenous  fluids,  vasopressors,  and  ot (? 
supportive  measures  should  be  employed  as  indicated.  Assisted  : 
controlled  ventilation  should  also  be  considered.  Although  na  • 
phine  and  levallorphan  are  not  effective  antidotes  for  respirat  ' 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  \ ■ 
enteral  naloxone  ( Narcan®,  available  through  Endo  Laboratories  Ii 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  i • 
enteral  administration  of  the  analeptic,  methylphenidate  (Ritalir  , 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  eont:^ 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  . 
base.  Bottles  of  100. 
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SOUTH  CAROLINA  REGIONAL 
MEDICAL  PROGRAM 


Vince  Moseley,  M.D. 

Coordinator,  South  Carolina 


Regional  Medical  Program 
Assumes  Expanded  Health  Care  Mission 
The  role  of  the  Regional  Medical  Program 
in  South  Carolina  is  being  greatly  expanded 
in  efforts  involving  health  manpower  de- 
velopment, primarily  health  oare  delivery 
patterns  and  regionalization  of  health  facili- 
ties, manpower  and  other  resources. 

The  additions  to  the  SCRMP  mission  were 
approved  by  members  of  the  Advisory  Group 
of  the  S.  C.  Regional  Medical  Program  during 
a meeting  at  Myrtle  Beach. 

Broadening  of  SCRMP’s  efforts  in  health 
care  delivery  represents  an  expansion  of  the 
initial  concept  of  RMP  as  a vehicle  to  speed 
the  flow  of  scientific  knowledge  to  health 
providers  in  connection  with  heart  disease, 
cancer,  stroke,  and  related  diseases. 

Under  the  expanded  mission  SCRMP  will 
share  with  all  health  groups,  institutions  and 
programs— public  and  private,  the  broad  over- 
all goals  of  ( 1 ) increasing  the  availability  of 
care;  (2)  enhancing  its  quality  and  (3) 
moderating  its  cost  by  making  the  organiza- 
tion of  services  and  delivery  care  more  effi- 
cient. 

Speakers  before  the  Advisory  Group  in- 
cluded Dr.  Harold  Margulies,  Director  of 
Regional  Medical  Programs  Service,  Washing- 
ton, D.  C.;  Robert  Toomey  of  Greenville,  a 
member  of  the  National  Review  Committee 
of  RMPS;  Dr.  Vince  Moseley,  Coordinator  for 
the  SCRMP  and  Dr.  Charles  P.  Summerall, 
III,  SCRMP’s  Associate  Coordinator. 

SCRMP  operates  under  the  direction  of 
a 72-member  Regional  Advisory  Group  which 
is  representative  of  practicing  physicians, 
dentists,  nurses,  State  Board  of  Health,  pro- 
fessional and  volunteer  organizations,  educa- 
tional representatives  and  interested  citizens. 


Dr.  James  W.  Colbert,  Jr.,  Vice-President 
for  Academic  Affairs  of  the  Medical  University 
of  S.  C.,  is  the  current  chairman  of  the 
Group. 

In  conjunction  with  the  Myrtle  Beach  meet- 
ing, SCRMP  officials  pointed  out  that  many 
of  the  current  RMP  programs  in  South  Caro- 
lina are  now  addressing  some  of  the  problems 
described  in  the  expanded  health  program 
areas. 

The  following  expanded  goals  for  SCRMP 
were  adopted  by  the  Advisory  Group:  support 
planning  and  organization  of  community 
based  health  education  programs;  promote 
and  plan  for  physician  assistant  training  proj- 
ects; support  expanded  role  of  the  nurse; 
coordinate  recruitment  and  placement  for  new 
professional  categories;  evaluate  impact  and 
performance  of  new  types  of  personnel;  en- 
courage manpower  surveys  and  recruitment 
programs;  develop  health  professional  career 
opportunities  for  minority  groups;  develop 
and  implement  in-service  education  programs 
to  establish  career  ladders  and  to  upgrade 
the  performance  of  existing  health  personnel. 

Also,  that  a mechanism  be  established  for 
continuing  cooperative  regional  studies  and 
modification  of  the  obstacles  that  discourage 
physicians  from  entering  and  remaining  active 
in  primary  community  practice  of  medicine, 
obstacles  and  opportunities  that  influence 
primary  care  roles  for  nurses  and  other  para- 
medical personnel  and  obstacles  to  ambula- 
tory care  imposed  by  third  party  payment; 
encourage  use  of  a recently  developed  Prob- 
lem Oriented  Medical  Record;  design  systems 
'of  public  information  regarding  available 
health  services  and  personal  preventive  health 
measures;  support  emergency  medical  services 
through  education  programs  and  demonstra- 
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tion  projects;  reduce  infant  mortality  in 
minority  populations,  especially  through  de- 
velopment of  prenatal  care  services  and  nurse 
midwifery  programs. 

Additionally,  that  shared  bioengineering 
services  programs  be  developed  to  provide 
improved  safety,  reliability  and  efficiency 
in  hospitals,  clinics  and  practitioners’  offices; 
conduct  studies  on  the  development  of  facili- 
ties or  programs  for  economical  domiciliary 
care  for  the  incapacitated,  particularly  the 
elderly;  determine  specialized  services  that 
are  appropriate,  needed  and  available  and 
through  linking  of  facilities  achieve  the  maxi- 
mum amount  of  cooperation  among  hospitals 
and  institutions. 

And  that  SCRMP  be  prepared  to  work  in 
cooperation  with  appropriate  professional  so- 
cieties who  express  an  interest  in  exploring 
alternative  care  delivery  systems  and  that 
SCRMP  assist  appropriate  professional  asso- 
ciations in  developing  programs  assuring 
quality  health  care. 


In  other  business,  the  Advisory  Group  gave 
approval  for  a request  to  be  forwarded  to 
Regional  Medical  Programs  Service,  Washing- 
ton for  $845,918  in  supplemental  funds  to 
support  a broad  manpower  development  pro- 
gram sponsored  by  the  S.  C.  Health  Education 
Consortium. 

Since  the  SCRMP  was  initiated  in  1966,  37 
projects  have  received  operational  funds  and 
eleven  are  approved  pending  funding.  In  addi- 
tion, SCRMP  has  supported  dozens  of  work- 
shops, seminars  and  conferences  and  engaged 
in  a score  of  studies  and  developmental  plans 
to  assist  with  some  of  the  most  pressing 
health-care  problems  in  the  State.  Over  the 
6-year  period,  SCRMP  funding  has  totalled 
more  than  $5,700,000. 

Nineteen  of  the  original  SCRMP  projects 
have  become  self-supporting.  For  the  period 
July  1,  1971  to  June  30,  1972,  SCRMP  has  14 
operational  projects  in  action  and  a total 
award  of  $1,074,224. 
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Moncrief  Army  Hospital 

Opening  cere- 
monies for  Mon- 
crief Army  Hos- 
pital, which  will 
consolidate  more 
than  120  medical 
units  under  one 
roof,  were  held 
May  10  in  front  of  the  Outpatient  Clinic 
entrance  to  Fort  Jackson’s  new  high-rise  land- 
mark. 

Built  at  a cost  of  $12  million  over  a three 
and  a half  year  period,  the  12-story  hospital 
will  centralize  outpatient  clinic  services  and 
expand  care,  treatment  and  surgical  facilities. 

Serving  a military  and  civilian  populace 
of  more  than  75,000,  the  hospital  features  a 
post  exchange,  barber  shop,  snack  bar,  170- 
seat  dining  hall,  chapel,  medical  and  patient 
libraries,  conference  room,  97-seat  auditorium, 
and  a closed  circuit  communications  system 
for  broadcasting  programmed  entertainment 
and  hospital  activities. 
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THE  SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


During  the  coming  months  the  S.  C.  De- 
partment of  Mental  Health,  its  professional 
and  supportive  staff,  all  levels  from  the  gov- 
erning board  down  to  the  unskilled  job  cate- 
gories, will  be  subjected  to  the  very  fine 
microscope  of  self-appraisal. 

With  the  upcoming  construction  of  the  first 
unit  of  our  Village  System  and  the  150-bed 
alcohol  and  drug  addictions  treatment  center, 
with  the  use  and  assignment  of  responsibility 
at  S.  C.  State  Hospital  and  Crafts-Farrow 
State  Hospital  becoming  hazy  because  of 
overcrowding,  understaffing  and  underfund- 
ing, such  an  internal  study  of  operation  is 
mandatory. 

At  the  same  time,  we  face  increased  ad- 
missions at  all  institutions  which  are  already 
taxed  to  their  limits  of  space  and  staff.  If  we 
are  to  believe  recent  surveys  of  the  National 
Institute  of  Mental  Health  on  the  increase  of 
cases,  we  can  expect  our  admissions  rates  to 
soar  even  higher. 

Over  the  years  there  have  been  surveys  and 
surveys  by  this  study  group  and  that  study 
group  and  while  the  Department  has  usually 


faired  better  than  some  other  governmental 
units,  we  still  have  collected  our  share  of 
constructive  criticism. 

We  should  logically  conclude  from  this  that 
if  those  unfamiliar  with  the  total  scope  of  our 
obligation  can  pinpoint  shortcomings,  how 
much  more  thorough  and  meaningful  will  be 
a study  carried  out  by  ourselves  — persons 
totally  familiar  by  virtue  of  profession,  train- 
ing and  experience. 

Ours  has  been  a program  of  crisis  inter- 
vention rather  than  crisis  prevention  for  we 
have  been  overworked  in  order  to  just  keep  up 
with  the  demand  for  services  and  there  has 
been  virtually  no  time  for  reflection,  for  study, 
for  appraisal  and  planning  for  the  needs  of 
the  future. 

As  the  S.  C.  Department  of  Mental  Health 
observes  its  150th  Anniversary  during  1972 
and  we  consider  how  far  we  have  progressed 
in  these  years,  it  is  vital  that  we  project  our 
thinking  well  into  the  future.  The  complete- 
ness of  our  planning  today  will  determine  the 
competency  of  our  treatment  programs  to- 
morrow. 
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Dr.  A.  C.  Bozard  was  honored  by  the  citi- 
zens of  Manning  for  his  outstanding  service. 
He  entered  the  Medical  University  in  1929 
and  has  practiced  in  Manning  for  38  years. 
Dr.  Sydney  E.  Carter  lias  completed  a resi- 
dency in  internal  medicine  at  the  Medical 
University  of  South  Carolina  and  is  reopen- 
ing his  office  in  Newberry.  Dr.  Carter  prac- 
ticed in  Newberry  from  1963  until  1970  when 
he  returned  to  the  Medical  University. 

Dr.  Allen  R.  Slone,  corporate  medical 
director  of  Sonoco  Products  in  Hartsville, 
has  been  elected  president  of  the  South  Caro- 
lina TR-RD  Association.  Dr.  Lucien  E. 
Brailsford  of  Spartanburg  was  named  presi- 
dent-elect. Dr.  John  A.  Siegling  was  honored 
at  the  Medical  University  for  his  30-year 
career  teaching  orthopedic  surgery. 

Dr.  Joseph  Hodge  of  Spartanburg  has 
been  reappointed  president  of  the  Jefferson 
Medical  College  Alumni  Association  of 
South  Carolina.  Dr.  Hodge  has  been  prac- 
ticing general,  thoracic,  and  cardiovascular 
surgery  in  Spartanburg  since  1958.  Dr. 
William  Hunter  of  Clemson  has  been  named 
to  the  National  Advisory  Council  on  Health 


Professions  Education.  He  has  been  in  pri- 
vate practice  in  Clemson  for  the  past  17 
years. 

Dr.  William  C.  Cantey  of  Columbia  has 
been  named  president-elect  of  the  South- 
eastern Surgical  Congress.  He  will  assume 
the  presidency  of  the  organization  next 
spring.  Dr.  Mohan  L.  Chordia  has  opened 
his  practice  of  urology  in  Lancaster.  Dr. 
Chordia  graduated  from  Mahadama  Gandi 
Memorial  Medical  College,  Indore,  India. 
Prior  to  moving  to  Lancaster,  he  served 
with  the  Veterans  Administration  Hospital 
in  Columbia  and  as  a Fellow  in  Urology  at 
St.  Vincent’s  Hospital  in  Toledo,  Ohio.  Dr. 
William  S.  Hall,  South  Carolina  state  com- 
missioner of  mental  health,  received  his  Life 
Fellow  from  the  American  Psychiatric  Asso- 
ciation. The  recognition  follows  30  years  of 
active  membership.  Dr.  Joe  Freed,  associate 
director  of  residency  training  at  the  William 
S.  Hall  Psychiatric  Institute  in  Columbia, 
also  received  his  Life  Fellow.  Dr.  William 
Postell  has  been  elected  vice  president  of  the 
Greenville  unit  of  the  American  Heart  Asso- 
ciation. 
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IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130 mg.  aminophylline.  Dosage  isone tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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Dr.  A.  C.  Bozard  was  honored  by  the  citi- 
zens of  Manning  for  his  outstanding  service. 
He  entered  the  Medical  University  in  1929 
and  has  practiced  in  Manning  for  38  years. 
Dr.  Sydney  E.  Carter  has  completed  a resi- 
dency in  internal  medicine  at  the  Medical 
University  of  South  Carolina  and  is  reopen- 
ing his  office  in  Newberry.  Dr.  Carter  prac- 
ticed in  Newberry  from  ]963  until  1970  when 
he  returned  to  the  Medical  University. 

Dr.  Allen  R.  Slone,  corporate  medical 
director  of  Sonoco  Products  in  Hartsville, 
has  been  elected  president  of  the  South  Caro- 
lina TB-RD  Association.  Dr.  Lucien  E. 
Brailsford  of  Spartanburg  was  named  presi- 
dent-elect. Dr.  John  A.  Siegling  was  honored 
at  the  Medical  University  for  his  30-year 
career  teaching  orthopedic  surgery. 

Dr.  Joseph  Hodge  of  Spartanburg  has 
been  reappointed  president  of  the  Jefferson 
Medical  College  Alumni  Association  of 
South  Carolina.  Dr.  Hodge  has  been  prac- 
ticing general,  thoracic,  and  cardiovascular 
surgery  in  Spartanburg  since  1958.  Dr. 
William  Hunter  of  Clemson  has  been  named 
to  the  National  Advisory  Council  on  Health 


Professions  Education.  He  has  been  in  pri- 
vate practice  in  Clemson  for  the  past  17 
years. 

Dr.  William  C.  Cantey  of  Columbia  has 
been  named  president-elect  of  the  South- 
eastern Surgical  Congress.  He  will  assume 
the  presidency  of  the  organization  next 
spring.  Dr.  Mohan  L.  Chordia  has  opened 
his  practice  of  urology  in  Lancaster.  Dr. 
Chordia  graduated  from  Mahadama  Gandi 
Memorial  Medical  College,  Indore,  India. 
Prior  to  moving  to  Lancaster,  he  served 
with  the  Veterans  Administration  Hospital 
in  Columbia  and  as  a Fellow  in  Urology  at 
St.  Vincent’s  Hospital  in  Toledo,  Ohio.  Dr. 
William  S.  Hall,  South  Carolina  state  com- 
missioner of  mental  health,  received  his  Life 
Fellow  from  the  American  Psychiatric  Asso- 
ciation. The  recognition  follows  30  years  of 
active  membership.  Dr.  Joe  Freed,  associate 
director  of  residency  training  at  the  William 
S.  Hall  Psychiatric  Institute  in  Columbia, 
also  received  his  Life  Fellow.  Dr.  William 
Postell  has  been  elected  vice  president  of  the 
Greenville  unit  of  the  American  Heart  Asso- 
ciation. 
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IN  ASTHMA 
IN  EMPHYSEMA 


optional 

therapy 


All  Mudranes  are  bronchodilator-mucolytic  in  action,  and 
are  indicated  for  symptomatic  relief  of  bronchial  asthma, 
emphysema,  bronchiectasis  and  chronic  bronchitis.  MU- 
DRANE  tablets  contain  195  mg.  potassium  iodide;  130  mg. 
aminophylline;  21  mg.  phenobarbital  (Warning:  may  be 
habit-forming);  16  mg.  ephedrine  HC1.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline-phenobarbital-ephedrine  combina- 
ations.  Iodide  side-effects:  May  cause  nausea.  Very  long 
use  may  cause  goiter.  Discontinue  if  symptoms  of  iodism 
develop.  Iodide  contraindications:  Tuberculosis;  preg- 
nancy (to  protect  the  fetus  against  possible  depression  of 
thyroid  activity).  MUDRANE-2  tablets  contain  195  mg. 
potassium  iodide;  130  mg.  aminophylline.  Dosage  is  one  tablet 
with  full  glass  of  water,  3 or  4 times  a day.  Precautions  are 
those  for  aminophylline.  Iodide  side-effects  and  contra- 
indications are  listed  above.  MUDRANE  GG  tablets 
contain  100  mg.  glyceryl  guaiacolate;  130  mg.  aminophylline; 
21  mg.  phenobarbital  (Warning:  may  be  habit-forming); 
16  mg.  ephedrine  HC1.  Dosage  is  one  tablet  with  full  glass  of 
water,  3 or  4 times  a day.  Precautions  are  those  for  amino- 
phylline-phenobarbital-ephedrinecombinations.  MUDRANE 
GG-2  tablets  contain  100  mg.  glyceryl  guaiacolate;  130  mg. 
aminophylline.  Dosage  is  one  tablet  with  full  glass  of  water, 
3 or  4 times  a day.  Precautions:  Those  for  aminophylline. 
MUDRANE  GG  Elixir.  Each  teaspoonful  (5  cc)  contains 
26  mg.  glyceryl  guaiacolate;  20  mg.  theophylline;  5.4  mg. 
phenobarbital  (Warning:  may  be  habit-forming);  4 mg.  ephe- 
drine HC1.  Dosage:  Children,  1 cc  for  each  10  lbs.  of  body 
weight;  one  teaspoonful  (5  cc)  for  a 50  lb.  child.  Dose  may 
be  repeated  3 or  4 times  a day.  Adult,  one  tablespoonful,  4 
times  daily.  All  doses  should  be  followed  with  Vi  to  full  glass 
of  water.  Precautions:  See  those  listed  above  for  Mudrane 
GG  tablets. 


MUDRANE— original  formula 

First  choice 

MUDRANE-2 

When  ephedrine  is  too  exciting 
or  is  contraindicated 

MUDRANE  GG 

During  pregnancy  or  when  K.I.  is 
contraindicated  or  not  tolerated 

MUDRANE  GG-2 

A counterpart  for  Mudrane-2 

MUDRANE  GG  ELIXIR 

For  pediatric  use 

or  where  liquids  are  preferred 

Clinical  specimens 
available  to  physicians. 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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Medical  University  of  South  Carolina 


Alumni  Service  Awards  presented  by  the 
Medical  University  of  South  Carolina 
honored  Dr.  John  M.  Pratt  of  York  and, 
posthumously,  Dr.  Joseph  P.  Cain,  Jr.  of 
Mullins.  Dr.  Pratt  has  served  on  the  Medical 
University  Board  of  Trustees  since  1947  and 
Dr.  Cain  had  served  from  1959  until  his 
death  last  year. 

Dr.  Charles  D.  Graber  has  been  elected 
to  the  chairmanship  of  the  Standards  and 
Examination  Committee  of  the  American 
Board  of  Microbiology.  Dr.  Graber  is  asso- 


ciate professor  of  microbiology  and  immunol- 
ogy and  director  of  the  Clinical  Immunology 
Laboratory  at  the  Medical  University. 

Dr.  Peter  Hairston,  associate  professor  of 
thoracic  surgery;  Dr.  Samuel  H.  Sandifer, 
associate  professor  of  medicine  and  pre- 
ventive medicine ; and  Dr.  Charles  P.  Sum- 
merall,  associate  professor  of  medicine  and 
associate  coordinator  for  heart  disease  and 
stroke  in  the  South  Carolina  Regional  Medi- 
cal Program,  have  been  elected  Fellows  of 
the  American  College  of  Cardiology. 


WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
^ tised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


DEATH 


Dr.  Barbara  Hewell 

Dr.  Barbara  Ann  Hewell,  69,  a Greenville 
pediatrician,  died  on  April  14  in  a Greenville 
hospital.  Dr.  Hewell  graduated  from  Vander- 
bilt University  and  interned  at  Duke  Univer- 
sity Hospital  and  Children’s  Hospital  in  Cin- 
cinnati, where  she  had  the  distinction  of  being 
the  first  woman  head  resident.  She  joined  the 
Children’s  Bureau,  State  Department  of  Pub- 
lic Health,  and  served  there  until  her  retire- 
ment in  1968. 


What  makes 
a good 
hearing  aid 

GREAT? 

The  man  who  does  the  fitting. 

There  are  a lot  of  good  hearing  aids  on  the 
market,  but  how  well  you  hear  with  any  aid  depends 
to  a great  degree  on  the  ability  of  the  hearing  aid 
dealer  to  properly  “fit”  the  correct  aid  for  your 
individual  hearing  problem. 

The  services  offered  by  your  MAICO  dealer 
reflect  Maico’s  30-year  record  of  integrity  and  experi- 
ence, willingness  to  stand  behind  their  product,  and 
the  care  and  thoroughness  with  which  Maico  selects 
and  trains  dealers  to  serve  the  hard  of  hearing.  Your 
Maico  dealer  is  a good  man  to  know  if  you  have  a 
hearing  problem. 

You  can  rely  on  MAICO— “Most  Respected  Name 
in  Hearing.” 

"For  Audiometers  and  Sound  Rooms” 


0!  MAICO 


Young’s  Hearing  Aid  Service 
1607  Brabham  Avenue 
Columbia,  S.  C.  29202 
253-7085 

Young’s  Hearing  Aid  Service 
511  W.  Palmetto  Street 
Florence,  S.  C. 

662-1211 


Young’s  Hearing  Aid  Service 
800  Pendleton  Street 
Greenville,  S.  C. 

232-1007 

Melton  Hearing  Aid  Center 
326  King  Street 
Charleston,  S.  C.  29402 
772-1219 


• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  6V2  0 per  tablet) 


Before  prescribing,  please  consult  complete  product  inf 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract 
fections  (primarily  cystitis,  pyelitis,  pyelonephritis)  c 
to  susceptible  organisms  (usually  £.  coli,  Klebsie , 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabt 
and,  less  frequently,  Proteus  vulgaris ) in  the  absence 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tt 
are  not  always  reliable.  The  test  must  be  carefully  cooi 
nated  with  bacteriologic  and  clinical  response.  When 
patient  is  already  taking  sulfonamides,  follow-up  cultui 
should  have  aminobenzoic  acid  added  to  the  culture  met 
Currently,  the  increasing  frequency  of  resistant  organis 
is  a limitation  of  the  usefulness  of  antibacterial  agents 
eluding  the  sulfonamides,  especially  in  the  treatment 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  i 
tients  receiving  sulfonamides  for  serious  infections  sit 
there  may  be  wide  variations  with  identical  doses;  20  rr 
100  ml  should  be  maximum  total  sulfonamide  level, 
adverse  reactions  occur  mo/e  frequently  above  this  le 
Contraindications:  Hypersensitivity  to  sulfonamides, 
fants  less  than  2 months  of  age  (except  adjunctively  v 
pyrimethamine  in  congenital  toxoplasmosis),  pregnai 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  has 
been  established.  Sulfonamides  will  not  eradicate  grq 
A streptococci.  Deaths  associated  with  sulfonamide 
ministration  have  been  reported  from  hypersensitii 
reactions,  agranulocytosis,  aplastic  anemia  and  oti 
blood  dyscrasias.  Clinical  signs  such. as  sore  throat,  fev 
pallor,  purpura  or  jaundice  may  be  early  indications 
serious  blood  disorders.  Complete  blood  counts  ; 
urinalyses  with  careful  microscopic  examination  she 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal 
hepatic  function,  severe  allergy  or  bronchial  asthm? 
present.  In  glucose-6-phosphate  dehydrogenase-defici 
individuals,  hemolysis  (frequently  a dose-related  re 
tion)  may  occur.  Maintain  adequate  fluid  intake  to  p 
vent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocyto 
aplastic  anemia,  thrombocytopenia,  leukopenia,  he 
lytic  anemia,  purpura,  hypoprothrombinemia,  methe 
globinemia.  Allergic  reactions:  Erythema  multiforme  (: 
vens-Johnson  syndrome),  generalized  skin  eruptid 
epidermal  necrolysis,  urticaria,  se/um  sickness,  prurit 
exfoliative  dermatitis,  anaphylactoid  reactions,  perio 
tal  edema,  conjunctival  and  scleral  injection,  photosei 
tization,  arthralgia,  allergic  myocarditis.  Gastrointest 
reactions:  Nausea,  emesis,  abdominal  pains,  hepat 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  r'i 
tions:  Headache,  peripheral  neuritis,  mental  depress'! 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo, 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills,  tc 
nephrosis  with  oliguria  and  anuria.  Periarteritis  noa 
and  L.E.  phenomenon  have  occurred  with  sulfonam 
therapy.  Sulfonamides  bear  certain  chemical  similarii 
to  some  goitrogens,  diuretics  and  oral  hypoglyce 
agents.  Goiter  production,  diuresis  and  hypoglyce 
have  occurred  rarely  in  patients  receiving  sulfonamk 
Cross-sensitivity  may  exist  with  these  agents. 
Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 
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ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  i 
Nutley,  N.J.  07110 


acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO 
BUILT-IN 
BENEFITS  OF 
GANTRISIN 

sulfisoxazole/Roche* 


1. 

High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 
in  the  urine  — usually  in  2 to  3 hours.  With  the  recommended 
dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 
throughout  therapy  to  combat  such  susceptible  organisms 
as  E.  coli,  Klebsiella- Aerobacter,  Staphylococcus  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

1 

Generally  good  tolerance 

Because  of  Gantrisin's  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  % of  1 002  patients  in  a 
recent  study*).  Even  minor  reactions  are  comparatively 
infrequent,  but  may  include  nausea,  headache  and  vomiting. 
For  other  possible  undesirable  reactions,  and  precautions, 
please  see  summary  of  prescribing  information  on  opposite  page. 

*Koch-Weser,  J.,  el  al.:  Arch.  Intern.  Med  . 128  399,  1971. 


For  nonobstructed  cystitis 
begin  with 

Gantrisin* 

sulfisoxazole/Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


Seeking  Employment 

Experienced  Medical  Assistant 
Florence  - Darlington 

Write  or  Call : 

Teresa  Simons 
Rt.  1 Box  248 
Florence,  S.  C.  29501 


PHYSICIAN  - INTERNIST  OR  GEN- 
ERAL PRACTITIONER  NEEDED  IM- 
MEDIATELY. 500-BED  AFFILIATED 
GENERAL  HOSPITAL  LOCATED  IN 
HISTORIC  CHARLESTON,  S.  C.  SAL- 
ARY CONTINGENT  UPON  QUALI- 
FICATIONS AND  PROFESSIONAL 
ATTAINMENT.  EXCELLENT 
FRINGE  BENEFITS.  NEW  HOS- 
PITAL, EXCELLENT  FACILITIES 
FOR  TEACHING  AND  RESEARCH. 
FOR  FURTHER  DETAILS  CONTACT 
CHIEF  OF  STAFF,  VETERANS 
ADMINISTRATION  HOSPITAL, 
CHARLESTON,  S.  C.  29403. 


Pre-Sate® 

(chlorphentermine  HC1) 

CAUTION  Federal  law  prohibits  dispensing  without 
prescription 

Indications;  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  indicated  in  exogenous  obesity,  as  a short 
term  (i.e  .,  several  weeks)  adjunct  in  a regimen  of 
weight  reduction  based  upon  caloric  restriction 
Contraindications:  Glaucoma,  hyperthyroidism,  phe- 
ochromocytoma,  hypersensitivity  to  sympathomi- 
metic amines,  and  agitated  states.  Pre-Sate 
(chlorphentermine  hydrochloride)  is  also  contrain- 
dicated in  patients  with  a history  of  drug  abuse  or 
symptomatic  cardiovascular  disease  of  the  following 
types:  advanced  arteriosclerosis,  severe  coronary 
artery  disease,  moderate  to  severe  hypertension,  or 
cardiac  conduction  abnormalities  with  danger  of  ar- 
rhythmias. The  drug  is  also  contraindicated  during 
or  within  14  days  following  administration  of  mona- 
mine  oxidase  inhibitors,  since  hypertensive  crises 
may  result. 

Warnings:  When  weight  loss  is  unsatisfactory  the 
recommended  dosage  should  not  be  increased  in 
an  attempt  to  obtain  increased  anorexigenic  effect, 
discontinue  the  drug  Tolerance  to  the  anorectic 
effect  may  develop  Drowsiness  or  stimulation  may 
occur  and  may  impair  ability  to  engage  in  potenti- 
ally hazardous  activities  such  as  operating  ma- 
chinery, driving  a motor  vehicle,  or  performing 
tasks  requiring  precision  work  or  critical  judgment 
Therefore,  such  patients  should  be  cautioned  ac- 
cordingly Caution  must  be  exercised  if  Pre-Sate 
(chlorphentermine  hydrochloride)  is  used  concom- 
itantly with  other  central  nervous  system  stimu- 
lants. There  have  been  reports  of  pulmonary  hyper- 
tension in  patients  who  received  related  drugs. 
Drug  Dependence:  Drugs  of  this  type  have  a poten- 
tial for  abuse.  Patients  have  been  known  to  increase 
the  intake  of  drugs  of  this  type  to  many  times  the 
dosages  recommended  In  long-term  controlled 
studies  with  high  dosages  of  Pre-Sate,  abrupt  ces- 
sation did  not  result  in  symptoms  of  withdrawal. 
Usage  In  Pregnancy:  The  safety  of  Pre-Sate  (chlor- 
phentermine hydrochloride)  in  human  pregnancy  has 
not  yet  been  clearly  established.  The  use  of  ano- 
rectic agents  by  women  who  are  or  who  may  be- 
come pregnant,  and  especially  those  in  the  first 
trimester  of  pregnancy,  requires  that  the  potential 
benefit  be  weighed  against  the  possible  hazard  to 
mother  and  child.  Use  of  the  drug  during  lactation 
is  not  recommended.  Mammalian  reproductive  and 
teratogenic  studies  with  high  multiples  of  the  human 
dose  have  been  negative. 

Usage  In  Children:  Not  recommended  for  use  in 
children  under  12  years  of  age. 

Precautions:  In  patients  with  diabetes  mellitus  there 
may  be  alteration  of  insulin  requirements  due  to 
dietary  restrictions  and  weight  loss  Pre-Sate  (chlor- 
phentermine hydrochloride)  should  be  used  with 
caution  when  obesity  complicates  the  management 
of  patients  with  mild  to  moderate  cardiovascular 
disease  or  diabetes  mellitus,  and  only  when  dietary 
restriction  alone  has  been  unsuccessful  in  achieving 
desired  weight  reduction.  In  prescribing  this  drug 
for  obese  patients  in  whom  it  is  undesirable  to  in- 
troduce CNS  stimulation  or  pressor  effect,  the  phy- 
sician should  be  alert  to  the  individual  who  may  be 
overly  sensitive  to  this  drug.  Psychologic  disturb- 
ances have  been  reported  in  patients  who  concomi- 
tantly receive  an  anorexic  agent  and  a restrictive 
dietary  regimen. 

Adverse  Reactions:  Central  Nervous  System:  When 
CNS  side  effects  occur,  they  are  most  often  mani- 
fested as  drowsiness  or  sedation  or  overstimulation 
and  restlessness  Insomnia,  dizziness,  headache, 
euphoria,  dysphoria,  and  tremor  may  also  occur. 
Psychotic  episodes,  although  rare,  have  been  noted 
even  at  recommended  doses  Cardiovascular:  tachy- 
cardia. palpitation,  elevation  of  blood  pressure. 
Gastrointestinal:  nausea  and  vomiting,  diarrhea,  un- 
pleasant taste,  constipation.  Endocrine:  changes 
in  libido,  impotence.  Autonomic:  dryness  of  mouth, 
sweating,  mydriasis.  Allergic:  urticaria  Genitouri- 
nary: diuresis  and,  rarely,  difficulty  in  initiating 
micturition  Others:  Paresthesias,  sural  spasms. 
Dosage  and  Administration:  The  recommended  adult 
daily  dose  of  Pre-Sate  (chlorphentermine  hydrochlo- 
ride) is  one  tablet  (equivalent  to  65  mg  chlorphen- 
termine base)  taken  after  the  first  meal  of  the  day. 
Use  in  children  under  12  not  recommended. 
Overdosage:  Manifestations:  Restlessness,  confu- 
sion, assaultiveness,  hallucinations,  panic  states, 
and  hyperpyrexia  may  be  manifestations  of  acute  in- 
toxication with  anorectic  agents.  Fatigue  and  de- 
pression usually  follow  the  central  stimulation. 
Cardiovascular  effects  include  arrhythmias,  hyper- 
tension, or  hypotension  and  circulatory  collapse. 
Gastrointestinal  symptoms  include  nausea,  vomiting, 
diarrhea,  and  abdominal  cramps.  Fatal  poisoning 
usually  terminates  in  convulsions  and  coma. 
Management:  Management  of  acute  intoxication  with 
sympathomimetic  amines  is  largely  symptomatic  and 
supportive  and  often  includes  sedation  with  a bar- 
biturate. If  hypertension  is  marked,  the  use  of  a 
nitrate  or  rapidly  acting  alpha-receptor  blocking 
agent  should  be  considered.  Experience  with  he- 
modialysis or  peritoneal  dialysis  is  inadequate  to 
permit  recommendations  in  this  regard 
How  Supplied:  Each  Pre-Sate  (chlorphentermine 
hydrochloride)  tablet  contains  the  equivalent  of 
55  mg  chlorphentermine  base;  bottles  of  100  and 
1000  tablets. 

Full  information  available  on  request. 


WARNER-CHILCOTT 

Division,  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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the  trend  is 


toward  our  kind 
of  anorectic 


Not  a controlled  drug  under  the  Comprehensive 
Drug  Abuse  Prevention  and  Control  Act 

• low  potential  for  abuse 

• less  CNS  stimulation  than  with  d-amphetamine 
or  phenmetrazine 


Effective  anorectic  adjunct  to  your  program 
of  caloric  restriction  and  diet  re-education 

• weight  loss  comparable  to  d-amphetamine  and 
phenmetrazine,  superior  to  placebo 

• convenient  one-a-day  dosage 


Pre-Sate®  (chlorphentermine  HCl)...the  increasingly  practical  appetite  suppressant 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range* 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1.2  to  1.8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycii 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  no 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
tension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
3e  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
.since  Lincocin  does  not  share 
Antigenicity  with  these  compounds, 
dowever,  hypersensitivity  reactions 
lave  been  reported,  some  of  these  in 
latients  known  to  be  sensitive  to 
jenicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

( lincomyci  n hydroch  loride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


•Yell  tolerated  at  infusion  site:  Lincocin 
ntravenous  infusions  have  not 
iroduced  local  irritation  or  phlebitis, 
./hen  given  as  recommended.  Lincocin 
| s usually  well  tolerated  in  patients  who 
re  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
autiously  in  patients  with  asthma  or 
ignificant  allergies. 


ri  patients  with  impaired  renal  function, 
le  recommended  dose  of  Lincocin 
lould  be  reduced  to  25—30%  of 
le  dose  for  patients  with  normal 
idney  function.  Its  safety  in 
regnant  patients  and  in  infants 
j ss  than  one  month  of  age  has 
it  been  established. 

incocin  may  be  used  with  other 
utimicrobial  agents:  Since  Lincocin 
i stable  over  a wide  pH  range,  it  is 
uitable  for  incorporation  in 
i travenous  infusions;  it  also  may  be 


Sterile  Solution  (300  mg.  per  ml.) 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grains  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

“'Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


“'Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug.  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  mondial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatmei 
Skin  and  mucous  membranes— Skin  rash 
urticaria,  vaginitis,  and  rare  instances  of  I 
foliative  and  vesiculobullous  dermatitis  h;; 
been  reported.  Liver— Although  no  direct  • i 
lationship  to  liver  dysfunction  is  establish  , I 
jaundice  and  abnormal  liver  function  t( ; 
(particularly  serum  transaminase)  have  bi  i 
observed  in  a few  instances.  Cardiovascu ' 
—Instances  of  hypotension  following  par  • i 
teral  administration  have  been  report  , 
particularly  after  too  rapid  IV  adminisl-l 
tion.  Rare  instances  of  cardiopulmonary  ■] 
rest  have  been  reported  after  too  rapid 
administration.  If  4.0  grams  or  more  adn  - 
istered  IV,  dilute  in  500  ml  of  fluid 
administer  no  faster  than  100  ml  per  he i- 
Special  senses— Tinnitus  and  vertigo  h : 
been  reported  occasionally.  Local  reacti  f 
—Excellent  local  tolerance  demonstratec  > 
intramuscularly  administered  Linco  i 
(lincomycin  hydrochloride).  Reports  of  p t 
following  injection  have  been  infrequi  . 
Intravenous  administration  of  Lincocir  t 
250  to  500  ml  of  5%  glucose  in  distill 
water  or  normal  saline  has  produced  ) 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg  and  500  ?■ 
Capsules— bottles  of  24  and  100.  Ste  i 
Solution,  300  mg  per  ml— 2 and  10  ml  v is 
and  2 ml  syringe.  Syrup,  250  mg  per  5 ’ll 
—60  ml  and  pint  bottles. 


For  additional  product  information,  con1 1 1 
the  package  insert  or  see  your  Upj(  ’>  j 
representative. 


MED  B-6-S  ( KZL-7)  JA71-1 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

In  America,  codeine  sets  such  a high  standard 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured. 

Synthetic  and  other  oral  analgesics  may 
offer  some  of  the  properties  of  codeine,  but 
not  one  can  provide  both  its  benefits 
and  potency.  And  codeine  provides 
an  antitussive  bonus. 

Empirin  Compound  with  Codeine 

is  the  most  widely  used, 
and  probably  the  most 
pharmaceutically  ele- 
gant analgesic  prepara- 
tion providing  codeine. 

It’s  the  time-tested  combi- 
nation for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

New  prescription  flexibility.  At  your  dis- 
cretion, and  where  state  law  permits,  a pre- 
scription for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five 
times  in  six  months. 

Empirin  Compound  with  Codeine 
No.  3 contains  codeine  phosphate* 

(32 A mg.)gr.  i/2.  No.  4 contains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  *(Warning— 
may  he  habit-forming.)  Each  tablet  also 

contains:  aspirin 
gr.  3i/2,  p hen- 
ace  tin  gr. 

21/2,  caf- 
feine gr.  i/2. 

Bottles  of 
100  and  1 

But  for  relief  of  Western 


COMPOUND  c 

CODEINE 


m 


.<ct 


Burroughs  Wellcome  Co..  Research  Triangle  Park,  North  Carolina  27709 


. in  the  presence  of  spasm  or  hypermotility, 
gas  distension  and  discomfort,  KINESED* 
provides  more  complete  relief : 

D belladonna  alkaloids— for  the  hyperactive  bowel 
D simethicone— for  accompanying  distension  and  pain  due  to  gas 
n phenobarbital— for  associated  anxiety  and  tension 


Composition:  Each  chewable,  fruit-flavored,  scored  tab- 
let contains:  16  mg.  phenobarbital  (warning:  may  be 
habit-forming);  0.1  mg.  hyoscyamine  sulfate;  0.02  mg. 
atropine  sulfate;  0.007  mg.  scopolamine  hydrobromide; 
40  mg.  simethicone. 

Contraindications:  Hypersensitivity  to  barbiturates  or 
belladonna  alkaloids,  glaucoma,  advanced  renal  or  he- 
patic disease. 

Precautions:  Administer  with  caution  to  patients  with 
incipient  glaucoma,  bladder  neck  obstruction  or  uri- 


nary bladder  atony.  Prolonged  use  of  barbiturates  may 
be  habit-forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and 
other  atropine-like  side  effects  may  occur  at  high  doses, 
but  are  only  rarely  noted  at  recommended  dosages. 
Dosage:  Adults:  One  or  two  tablets  three  or  four  times 
daily.  Dosage  can  be  adjusted  depending  on  diagnosis 
and  severity  of  symptoms.  Children  2 to  12  years:  One 
halt  or  one  tablet  three  or  four  times  daily.  Tablets  may 
be  chewed  or  sw  allowed  with  liquids. 


STUART  PHARMACEUTICALS  I Pasadena,  California  91109  | Division  of  ATLAS  CHEMICAL  INDUSTRIES,  INC. 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED 

antispasmodic/sedative/antiflatulent 


Whats 

onyour 
patient  s 
face... 

may  be  more  important  than 
his  chief  complaint 


rhe  lesions  on  his  face  may 
:>e  solar/actinic  — so-called 
senile”  keratoses...  and 
;hey  may  be  premalignant. 

Solar,  actinic  or  senile  keratoses 

rhese  lesions  may  be  called  by  several  names,  but  they 
tsually  can  be  identified  by  the  following  character- 
stics:  the  typical  lesion  is  flat  or  slightly  elevated,  of  a 
)rownish  or  reddish  color,  papular,  dry,  rough,  adherent, 
ind  sharply  defined.  They  commonly  occur  as  multiple 
esions,  chiefly  on  the  exposed  portions  of  the  skin. 


5 atient  P.T.*  seen  on  3/29/67  shows  typical  lesions  of 
noderately  severe  keratoses.  Note  residual  scarring  on 
idge  of  nose  from  previous  cryosurgical  and  electro- 
urgical  procedures. 

Sequence  of  therapy/ 

;electivity  of  response 

ifter  several  days  of  therapy  with  Efudex®  (fluorouracil), 
rythema  may  begin  to  appear  in  the  area  of  the  lesions; 
te  reaction  usually  reaches  its  height  of  unsightliness 
nd  discomfort  within  two  weeks,  declining  after  dis- 
ontinuation  of  therapy.  This  reaction  occurs  in  affected 
teas.  Since  the  response  is  so  predictable,  lesions  that 
o not  respond  should  be  biopsied. 

Vcceptable  results 

treatment  with  Efudex  provides  highly  favorable  cos- 
letic  results.  Incidence  of  scarring  is  low.  This  is 
articularly  important  with  multiple  facial  lesions, 
fudex  should  be  applied  with  care  near  the  eyes,  nose 
ad  mouth. 


itient  P.T.*  seen  on  6/12/67 , seven  weeks  after  discon- 
mation  of  5%-FU  cream.  Reaction  has  subsided, 
esidual  scarring  not  seen  except  for  that  due  to  prior 
I rgery.  Inflammation  has  cleared  and  face  is  clear  of 
\ratotic  lesions. 


Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which 
follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hyper- 
sensitivity to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  in- 
crease inflammatory  reactions  in  adjacent  normal 
skin.  Avoid  prolonged  exposure  to  ultraviolet 
rays.  Safe  use  in  pregnancy  not  established. 
Precautions:  If  applied  with  fingers,  wash  hands 
immediately.  Apply  with  care  near  eyes,  nose  and 
mouth.  Lesions  failing  to  respond  or  recurring 
should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruritus,  hyper* 
pigmentation  and  burning  at  application  site 
most  frequent;  also  dermatitis,  scarring,  soreness 
and  tenderness.  Also  reported  — insomnia,  stoma- 
titis, suppuration,  scaling,  swelling,  irritability, 
medicinal  taste,  photosensitivity,  lacrimation, 
leukocytosis,  thrombocytopenia,  toxic  granula- 
tion and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient 
quantity  to  cover  lesion  twice  daily  with  non- 
metal  applicator  or  suitable  glove.  Usual  dura- 
tion of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers 
— containing  2%  or  5%  fluorouracil  on  a weight/ 
weight  basis,  compounded  with  propylene  glycol, 
tris(hydroxymethyl)aminomethane,  hydroxypropyl 
cellulose,  parabens  (methyl  and  propyl)  and 
disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluoroura- 
cil in  a vanishing  cream  base  consisting  of  white 
petrolatum,  stearyl  alcohol,  propylene  glycol, 
polysorbate  60  and  parabens  (methyl  and  propyl). 

This  patient’s  lesions 
were  resolved  with 

Efudex 

(fluorouracil) 

5%  cream /solution 
...a  Roche  exclusive 


\ Roche  Laboratories 
ROCHE  / Division  of  Hoffmann-La  Roche  Inc. 
, / Nutley,  N.J.  07110 


ita  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N.J. 
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Failure  of  Vasectomy  Results  In 
Unwanted  Child 

A patient  who  fathered  a child  after  under- 
going a vasectomy  was  entitled  to  recover 
the  costs  of  a second  vasectomy  and  the  asso- 
ciated pain  and  suffering,  according  to  an 
Ohio  trial  court.  The  jury  awarded  the  patient 
$7,500,  which  included  the  costs  of  raising 
a normal  child. 

The  patient  had  married  a woman  who  was 
39  years  of  age.  She  was  not  in  the  best  of 
health,  having  been  subjected  to  two  prior 
major  abdominal  surgical  interventions.  Both 
parties  had  agreed  that  they  should  not  have 
any  children.  The  husband,  therefore,  under- 
went a vasectomy.  He  was  not  instructed  by 
the  physician  to  return  for  a test  to  determine 
his  fertility  status.  Shortly  after  the  vasectomy, 
the  patient’s  wife  underwent  another  major 
abdominal  operation. 

Some  months  after  the  vasectomy,  the  pa- 
tient’s wife  became  pregnant.  A urologist 
determined  that  the  patient  was  still  fertile. 
The  wife  became  increasingly  ill  during  the 
pregnancy.  On  January  8,  1970,  it  became 
necessary  to  perform  exploratory  surgery  of 
her  liver.  On  January  14,  1970,  she  gave  birth 
to  a normal  baby  boy  of  eight  months’  gesta- 
tion. On  January  15,  1970,  it  was  determined 
that  the  wife  had  lupus  erythematosus,  and 
on  January  18,  1970,  she  expired. 

Suit  was  brought  on  behalf  of  the  husband 
for  the  costs  of  a second  vasectomy  and  the 
associated  pain  and  suffering  and  the  costs 
of  raising  an  unwanted  child.  A second  suit 
was  brought  on  behalf  of  the  estate  of  the  wife 
for  wrongful  death  and  conscious  pain  and 
suffering. 

At  the  trial,  various  treating  physicians 
were  called  on  behalf  of  the  husband  and  the 
estate  of  the  wife.  The  physician  who  was 
sued  produced  no  witnesses  but  relied  on  the 
cross-examination  of  all  witnesses.  The  jury 
returned  a verdict  for  the  husband  but  denied 
recovery  in  the  suit  brought  on  behalf  of  the 
wife’s  estate.— Deck  v.  Payne  (Ohio,  Ct.  of 
Common  Pleas,  Case  nos.  20730  and  70-1826. 
Oct.  15,  1971) 
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140/90  is  normal  blood  pressure. . . or  is  it? 

An  extensive  study  based  on  nearly  4 million 
life  insurance  policies  suggests  that  a blood  pressure 
reading  of  140/90  requires  close  medical  supervision. 


Study  Findings.  Twelve  years  ago 
the  Society  of  Actuaries  reported  on 
an  extensive  study  based  on  the  lives 
and  deaths  represented  by  almost 
4 million  life  insurance  policies. 
From  this  vast  survey  —"The  Build 
and  Blood  Pressure  Study"1— 
insurance  experts  concluded  that: 

• Blood  pressure  above  140/90  is 
accompanied  by  increased  morbid- 
ity and  requires  close  medical 
attention. 

• Even  small  increments  in  either 
systolic  or  diastolic  blood  pressure 
progressively  and  steeply  shorten 
life  expectancy. 

Other  Studies.  Studies  conducted 
with  large  numbers  of  patients  since 
that  time  have  echoed  the  above 
findings.  Two  studies  published  in 
1970  — the  VA  Cooperative  Study 
Group  on  "Effects  of  Treatment  on 
Morbidity  in  Hypertension" 2 and 
the  "Framingham  Study7'3—  sug- 
gest that  treatment  of  even  mild 
hypertension  may,  over  time,  offer 
significant  benefits  to  the  patient. 

Another  Point  of  View.  Although  a 
growing  body  of  studies  suggests 
that  treatment  of  mild  hypertension 
is  warranted,  medical  opinion  is  not 
unanimous.  Some  clinicians  recom- 
mend that  drug  treatment  for  mild 
hypertension  be  reserved  for 
patients  with  additional  risk  factors 
, such  as  smoking,  high  cholesterol 


Ijl.  Society  of  Actuaries,  The  Build  mid  Blood  Pressure  Study,  1959. 

|2.  Veterans  Administration  Cooperative  Study  Group  on  Anti- 
hypertensive Agents,  "Effects  of  Treatment  on  Morbidity  in 
Hypertension,"  JAMA  273:1143-1152,  Aug.  17,  1970 
3.  Kannel,  William  B.,  ct  nl  "Epidemiologic  Assessment  of  the 
Role  of  Blood  Pressure  in  Stroke  — The  Framingham  Study," 
JAMA  2/4:301-310,  Oct.  12,  1970. 

4.  Kirkendall,  Walter  M "What's  With  Hypertension  These  Days?" 
Consultant,  Jan.  1971 
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levels,  heart  or  kidney  involve- 
ment, or  a family  history  of  vas- 
cular disease.  Dr.  Walter  M. 
Kirkendall  stated  this  position 
in  his  recent  paper  "What's 
With  Hypertension  These 
Days?"4  Discussing  the  man- 
agement of  hypertension  in 
patients  with  a sustained  dia- 
stolic pressure  up  to  100  mm  Hg, 
he  said:  "Generally,  I do  not 
recommend  antihypertensive 
therapy  unless  patient's  blood 
pressure  approaches  the  upper 
limit  for  the  group  and  a number 
of  adverse  factors  exist,  such  as 
male  sex,  family  history  of  vascular 
disease,  youth,  evidence  of  heart 
or  kidney  involvement." 


Drug  Therapy  for  Hypertension. 

Although  opinion  varies  on  when 
to  start  drug  therapy  for  mild  hyper- 
tension, many  physicians  agree 
that  treatment  should  start  with 
a thiazide  diuretic  such  as 
HydroDIURJL.  For  the  adult  patient, 
the  usual  starting  dosage  is  50  mg 
b.i.d.  Dosage  adjustments  are  recom- 
mended as  the  patient  responds  to 
treatment.  The  patient  whose 
therapy  begins  with  HydroDIURIL 
frequently  can  continue  to  benefit 
from  it,  because  HydroDIURIL 
usually  maintains  its  antihyperten- 
sive effect  even  when  M S □ 

therapy  is  prolonged. 


25-  and  50- mg  tablets 
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HydroDIURIL' 

( Hyd  roc  h lorothia  z ide  | M SD) 

Therapy  to  Start  With 

For  a brief  summary  of  prescribing 
information,  please  see  next  page. 


25-  and  50-mg  tablets 

HydroDIURIL’ 

(Hydrochlorothiazide|MSD) 

Therapy  to  Start  With 

Drug  Therapy  for  Hypertension.  Although  opinion  varies  on  when  to  start  drug 
therapy  for  mild  hypertension,  many  physicians  agree  that  treatment  should  start 
with  a thiazide  diuretic  such  as  HydroDIURIL.  For  the  adult  patient,  the  usual  start- 
ing dosage  is  50  mg  b.i.d.  Dosage  adjustments  are  recommended  as  the  patient 
responds  to  treatment.  The  patient  whose  therapy  begins  with  HydroDIURIL 
frequently  can  continue  to  benefit  from  it,  because  HydroDIURIL  usually  maintains 
its  antihypertensive  effect  even  when  therapy  is  prolonged. 


CONTRAINDICATIONS:  Anuria;  increasing 
azotemia  and  oliguria  during  treatment  of  severe  pro- 
gressive renal  disease.  Known  sensitivity  to  this 
compound.  Nursing  mothers;  if  use  of  drug  is  deemed 
essential,  patient  should  stop  nursing. 

WARNINGS:  May  precipitate  or  increase  azotemia. 
Use  special  caution  in  impaired  renal  function  to  avoid 
cumulative  or  toxic  effects.  Minor  alterations  of  fluid 
and  electrolyte  balance  may  precipitate  coma  in  hepatic 
cirrhosis. 

When  used  with  other  antihypertensive  drugs,  care- 
ful observation  for  changes  in  blood  pressure  must  be 
made,  especially  during  initial  therapy.  Dosage  of 
other  antihypertensive  agents,  especially  ganglion 
blockers,  must  be  reduced  by  at  least  50%  because 
HydroDIURIL  potentiates  their  action. 

Stenosis  and  ulceration  of  the  small  bowel  causing 
obstruction,  hemorrhage,  and  perforation  have  been 
reported  with  the  use  of  enteric-coated  potassium  tab- 
lets, either  alone  or  with  nonenteric-coated  thiazides. 
Surgery  was  frequently  required,  and  deaths  have  oc- 
curred. Such  formulations  should  be  used  only  when 
indicated  and  when  dietary  supplementation  is  im- 
practical. Discontinue  immediately  if  abdominal  pain, 
distention,  nausea,  vomiting,  or  gastrointestinal  bleed- 
ing occurs. 

Thiazides  cross  placenta  and  appear  in  cord  blood. 
In  women  of  childbearing  age,  potential  benefits  must 
be  weighed  against  possible  hazards  to  fetus,  such  as 
fetal  or  neonatal  jaundice,  thrombocytopenia,  and  pos- 
sibly other  adverse  reactions  which  have  occurred  in 
the  adult. 

The  possibility  of  sensitivity  reactions  should  be 
considered  in  patients  with  a history  of  allergy  or  bron- 
chial asthma.  The  possibility  of  exacerbation  or  activa- 
tion of  systemic  lupus  erythematosus  has  been 
reported  for  sulfonamide  derivatives,  including 
thiazides. 

PRECAUTIONS:  Check  for  signs  of  fluid  and  elec- 
trolyte imbalance,  particularly  if  vomiting  is  excessive 
or  patient  is  receiving  parenteral  fluids.  Warning  signs, 
irrespective  of  cause,  are  dryness  of  mouth,  thirst, 
weakness,  lethargy,  drowsiness,  restlessness,  muscle 
pains  or  cramps,  muscular  fatigue,  hypotension, 
oliguria,  tachycardia,  and  gastrointestinal  dis- 
turbances. Hypokalemia  may  develop  (especially  with 
brisk  diuresis)  in  severe  cirrhosis;  with  concomitant 
steroid  or  ACTH  therapy;  or  with  inadequate  electro- 
lyte intake.  Digitalis  therapy  may  exaggerate  metabolic 
effects  of  hypokalemia,  especially  with  reference  to 


myocardial  activity.  Hypokalemia  may  be  avoided  c 
treated  by  use  of  potassium  chloride  or  giving  food 
with  a high  potassium  content.  Similarly,  any  chlorid 
deficit  may  be  corrected  by  use  of  ammonium  chlorid 
(except  in  patients  with  hepatic  disease)  and  largel 
prevented  by  a near  normal  salt  intake.  Hypochloremi 
alkalosis  occurs  infrequently  and  is  rarely  severe.  I 
severely  edematous  patients  with  congestive  failure  c 
renal  disease,  a low  salt  syndrome  may  occur  if  dietar 
salt  is  unduly  restricted,  especially  during  hot  weathe 

Thiazides  may  increase  responsiveness  to  tubocr 
rarine.  The  antihypertensive  effect  of  the  drug  mayb 
enhanced  in  the  postsympathectomy  patient.  Arteri, 
responsiveness  to  norepinephrine  is  decreased,  nece: 
sitating  care  in  surgical  patients.  Discontinue  drug  4 
hours  before  elective  surgery.  Orthostatic  hypotensio 
may  occur  and  may  be  potentiated  by  alcohol,  barbi 
urates,  or  narcotics. 

Pathological  changes  in  the  parathyroid  glands  wit 
hypercalcemia  and  hypophosphatemia  have  been  see 
in  a few  patients  on  prolonged  thiazide  therapy.  Tf 
effect  of  discontinuing  thiazide  therapy  on  serum  ca 
cium  and  phosphorus  levels  may  be  helpful  in  asses: 
ing  the  need  for  parathyroid  surgery  in  such  patient 
Parathyroidectomy  has  elicited  subjective  clinical  in 
provement  in  most  patients,  but  has  no  effect  o 
hypertension.  Thiazide  therapy  may  be  resumed  aft< 
surgery. 

Use  cautiously  in  hyperuricemic  or  gouty  patient 
gout  may  be  precipitated.  May  affect  insulin  requin 
ments  in  diabetics;  may  induce  hyperglycemia  an 
glycosuria  in  latent  diabetics. 

ADVERSE  REACTIONS:  Rare  reactions  indue 
thrombocytopenia,  leukopenia,  agranulocytosis,  apla 
tic  anemia,  cholestasis,  and  pericholangiolitic  hepatiti 
Nausea,  vomiting,  diarrhea,  dizziness,  vertigo,  pare 
thesias,  transient  blurred  vision,  sialadenitis,  purpur 
rash,  urticaria,  photosensitivity,  or  other  hypersenr 
tivity  reactions  may  occur.  Cutaneous  vasculitis  pi 
cipitated  by  thiazide  diuretics  has  been  reported 
elderly  patients  on  repeated  and  continuing  exposu 
to  several  drugs.  Scattered  reports  have  linke 
thiazides  to  pancreatitis,  xanthopsia,  neonatal  thror 
bocytopenia,  and  neonatal  jaundice.  When  adver 
reactions  are  moderate  or  severe,  the  dosage 
thiazides  should  be  reduced  or  therapy  withdraw 

For  more  detailed  information,  consult  your  MSD  MSC 
Representative  or  see  the  Direction  Circular.  Merck  M£rq. 
Sharp  & Dohme,  Division  of  Merck  & Co.,  Inc.,  West  SHARP 
Point,  Pa.  19486  D0HMI 


Predictable 
Economical 
-tolerated 


V * 


If  that's  old-fashioned 

why  not  make  the  most  of  it? 


BUTISOL  (5 

SODIUM 


•SOOlUM  BU1ABAR8I' 


Butiisol 

(SODIUM  BUTABARBITAL) 

Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


SODIUM" 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required  for  relief  of  symptoms  of 
anxiety  or  tension  resulting  from  emotional,  physical,  or  situational  stress. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  hangover”  and  systemic  disturbances  are  seldom  seen 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mg  t i d or  q i d 
Also  available:  BUTICAPS"  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg  , 30  mg  ., 

McNeil  Laboratories,  Inc  , Fort  Washington,  Pa  19034 
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Librium  (chlordiazepoxide  HCI),  after 
more  than  a decade  of  wide  clinical  use, 
continues  to  reflect  a wide  margin  of  safety. 
In  general  use,  the  most  common  side  effects 
reported  have  been  drowsiness,  ataxia  and 
confusion,  particularly  in  the  elderly  and 
debilitated. 

Antianxiety  effectiveness:  Demonstrated 
in  a broad  range  of  psychologic  and  physical 
dysfunctions;  indicated  when  reassurance 
and  counseling  are  not  enough  and  until,  in 


the  physician’s  judgment,  anxiety  ha$  beei 
reduced  to  tolerable,  appropriate  leWJs.  - 

Effect  on  mental  acuity:  Usually  mini- 
mal on  proper  maintenance  dosage.  (See  ; jj 
Warnings  in  summary  of  prescribing  info] 
mation.) 

Concomitant  use:  Is  used  as  adjunctive 
antianxiety  therapy  concomitantly  with  a 
tain  specific  medications  of  other  classes  o 
drugs,  such  as  cardiac  glycosides,  antihype 
tensive  agents,  diuretics  and  vasodilators 

in  relief  of  clinically 
significant  anxiety 

Librium' 

(chlordiazepoxide  HCI) 

5-mg,IO-mg,  25-mg  capsules 
uptolOO  mg  daily  in 
severe  anxiety 


Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reverl 
ble  in  most  instances  by  proper  dosage! 
adjustment,  but  are  also  occasionally  o| 
served  at  the  lower  dosage  ranges.  In  a[ 
few  instances  syncope  has  been  report! 
Also  encountered  are  isolated  instance! 
skin  eruptions,  edema,  minor  menstru;] 
irregularities,  nausea  and  constipation! 
extrapyramidal  symptoms,  increased  a| 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reducj 
tion;  changes  in  EEG  patterns  (low-voltl 
fast  activity)  may  appear  during  and  a J 
treatment;  blood  dyscrasias  (including! 
agranulocytosis),  jaundice  and  hepatic! 
dysfunction  have  been  reported  occasil 
ally,  making  periodic  blood  counts  and! 
liver  function  tests  advisable  during  prf 
tracted  therapy. 

Supplied:  Librium  capsules  containing! 
5 mg,  10  mg  or  25  mg  chlordiazepoxicl 
HCI.  Libritabs®  tablets  containing  5 m f 
10  mg  or  25  mg  chlordiazepoxide. 


Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roch<| 
Nutley.  N.J.  07110 


The  Journal  of  The 

SOUTH  CAROLINA 

Medical  Association 


JULY,  1972 


NUMBER  7 


Compare! 


Simple,  accurate  test  for  glycosuria 


TES-TAPE®  HaT 

URINE  SUGAR  ANALYSIS  PAPER  


Leadership  in 
Diabetes  Research 
for  Half  a Century 


Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 

100133 


4 


Typical  of  many  patients  with  congestive 
heart  failure,  he  also  suffers  from  severe 
anxiety  a psychic  factor  that  may  influence  the  character 
and  degree  of  his  symptoms,  such  as  dyspnea. 

His  apprehension  may  also  deprive  him  of  the 
emotional  calm  so  important  in  maintenance  therapy 


Aid  in  rehabilitation 

Specific  medical  and  environmental  meas- 
ures are  often  enhanced  by  the  antianxiety 
action  of  adjunctive  Libritabs  (chlordiaz- 
epoxide) . Libritabs  can  also  facilitate  treat- 
ment of  the  tense  convalescent  patient  until 
antianxiety  therapy  is  no  longer  required. 
Whereas  in  geriatrics  the  usual  daily  dosage 
is  5 mg  two  to  four  times  daily,  the  initial 
dosage  in  elderly  and  debilitated  patients 
should  be  limited  to  10  mg  or  less  per  day, 
adjusting  as  needed  and  tolerated. 

Concomitant  use  with  primary  agents 
Libritabs  is  used  concomitantly  with  certain 
specific  medications  of  other  classes  of 
drugs,  such  as  cardiac  glycosides,  diuretics, 
antihypertensives,  vasodilators  and  oral 
anticoagulants,  whenever  excessive  anxiety 
or  emotional  tension  adversely  affects  the 
clinical  condition  or  response  to  therapy. 
Although  clinical  studies  have  not  estab- 
lished a cause  and  effect  relationship,  phy- 
sicians should  be  aware  that  variable  effects 
on  blood  coagulation  have  been  reported 
very  rarely  in  patients  receiving  oral  anti- 
coagulants and  chlordiazepoxide  HC1. 

The  positive  power  of 

Libritabs 

(chlordiazepoxide) 

5-mg,  10 -mg,  25 -mg  tablets 

t.i.d./q.i.d. 

up  to  100  mg  daily 

for  severe  anxiety 
accompanying 
x>ngestive  neart  failure 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Indicated  when  anxiety,  tension  and  apprehension 
are  significant  components  of  the  clinical  profile. 

Contraindications:  Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings : Caution  patients  about  possible  combined  effects 
with  alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous  occupations  requiring 
complete  mental  alertness  (e.g.,  operating  machinery,  driving). 
Though  physical  and  psychological  dependence  have  rarely  been 
reported  on  recommended  doses,  use  caution  in  administering  to 
addiction-prone  individuals  or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convulsions),  following  discon- 
tinuation of  the  drug  and  similar  to  those  seen  with  barbiturates, 
have  been  reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in 
women  of  childbearing  age  requires  that  its  potential  benefits  be 
weighed  against  its  possible  hazards. 

Precautions : In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  ( e.g excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive 
aggressive  children.  Employ  usual  precautions  in  treatment  of 
anxiety  states  with  evidence  of  impending  depression;  suicidal 
tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and  oral  anticoagulants; 
causal  relationship  has  not  been  established  clinically. 

Adverse  Reactions : Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and  de- 
creased libido— all  infrequent  and  generally  controlled  with  dosage 
reduction;  changes  in  EEG  patterns  (low-voltage  fast  activity) 
may  appear  during  and  after  treatment;  blood  dyscrasias  (includ- 
ing agranulocytosis),  jaundice  and  hepatic  dysfunction  have  been 
reported  occasionally,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy. 

Supplied:  Tablets  containing  5 mg,  10  mg  or  25  mg  chlordiazepoxide. 
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, Roche  Laboratories 
ROCHE  /Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necessr 
for  optimal  control  with  insulin  are  also  necessary  with  Orina: 
The  patient  on  Orinase  must  be  fully  instructed:  about  t1 
nature  of  his  disease;  how  to  prevent  and  detect  complication 
how  to  control  his  condition;  not  to  neglect  dietary  restrictioi 
develop  a careless  attitude  or  disregard  instructions  relative' 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of  j 
fection;  how  to  recognize  and  counteract  impending  hypog 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  h 
to  use  insulin;  and  to  report  to  the  physician  immediately  if 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment : 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  t 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiaz 
diuretics  are  administered  which  may  result  in  aggravation 
diabetic  state  and  increased  tolbutamide  requirement,  tern: 
rary  loss  of  control,  or  even  secondary  failure;  treating  patie 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  n 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hy 
glycemia  which  may  require  corrective  therapy  over  sevt1 
days;  and  treating  patients  with  severe  trauma,  infection,  or:: 
gical  procedures  where  temporary  return  to  insulin  or  addil 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  din 
ished  in  patients  receiving  therapy  with  beta  blocking  age 

As  some  diabetics  are  not  suitable  candidates,  it  is  esser 
that  the  physician  familiarize  himself  with  the  indications,  lit 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  jl? 
during  the  initial  test  period  should  communicate  with  the  ph  ■ 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
ipbably  had  quite  a bit  of  clinical  experience 
tth  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 

I about  it. 

On  the  one  hand,  you  know  that  diet 

I I weight  control  are  the  initial  and  essential 
:indations  for  the  management  of  adult- 
net,  non-ketotic  diabetes.  When  these 

: asures  prove  satisfactory,  no  additional 
' rapy  is  indicated.  On  the  other  hand,  vou 
nw  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  mav  be  the  best 

J 

recommendation  Orinase  can  have. 


Orinase’ 

0.5  g.  tablets 

(tolbutam  ide,  Upjoh  n) 


c;n  daily,  and  during  the  first  month  report  at  least  once  weekly 
t physical  examination  and  definitive  evaluation.  After  a month, 
eaminations  are  recommended  monthly  or  as  indicated.  Ap- 
parance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
tiering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
c tain  and  hold  clinical  improvement  indicate  nonresponsive- 
ariss  to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
rintaining  standard  diet  regulation.  Uncooperative  patients 
sauld  be  considered  unsuitable  for  therapy.  Prescriptions  should 
t refilled  only  on  specific  instruction  of  physician.  In  treating 
r d asymptomatic  diabetic  patients  with  abnormal  glucose 
tsrance,  glucose  tolerance  tests  should  be  obtained  at  three- 
t six-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
te  for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
cibetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
hulin  is  indispensable. 

f f phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
ppriate  package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
r y occur  and  may  mimic  acute  neurologic  disorders  such  as 
c ebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
cease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
crenal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cmia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
tes, oxyphenbutazone,  salicylates,  probenecid,  monamine 
c dase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
f enyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
i rease  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
ten  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets— bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 
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Upjohn 


Hackie 

Hemorrhoids 


Mr.  H.  C.,  40,  taxicab  driver, 
married  with  four  children. 
Complains  of  anorectal  pain, 
itching  and  irritation.  Works  long 
hours  often  in  extreme  heat  in 
non-air  conditioned  cab. 
Sweats  a great  deal.  Sudden 
perianal  swelling  two  days 
ago.  Similar  episode  when  he 
was  24  years  old.  Examination 
reveals  large  prolapsing 
edematous  internal  and  ex- 
ternal hemorrhoids. 


atypical 

proctological 

patient 


to  help 

relieve  the  pain, 
itching, 

burning  associate 
with  this  and 
similar  anorectal 
conditions 


prescribe 


nus 


Jjn 

Ur  ^ hemorrhoi< 
I l^^rsuppositorii 
with  hydrocortisone 
acetate 


Each  suppository  contains  hydrocortisor| 
acetate  10  mg,  bismuth  subgallate  2.25 
bismuth  resorcin  compound  1.75%,  benz 
benzoate  1.2%,  Peruvian  balsam  1.8%,  zir 
oxide  11.0%,  and  boric  acid  5.0%,  plus  th 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  co 
ing  in  a bland  hydrogenated  vegetable 
oil  base. 

Precaution  Prolonged  or  excessive  use 
Anusol-HC  might  produce  systemic  cort 
steroid  effects.  Symptomatic  relief  shoul 
not  delay  definitive  diagnosis  or  treatme 
Dosage  and  Administration  Anusol-H 
One  suppository  in  the  morning  and  one| 
bedtime  for  3 to  6 days  or  until  the  inflai 
motion  subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedt 
and  one  immediately  following  each 
evacuation. 

And  for  long-term 
patient  comfort... recommenc 

Anusol"  hemorrhoidal 
suppositories. 

Each  suppository  contains 
the  ingredients  of 
Anusol-HC  without  the 
hydrocortisone. 

Warner-Chilcotil 

Division,  Warner-Lambert  Compl 
Morris  Plains,  New  Jersey  0795C| 

ANGP-21  Rev. 


BECAUSE  ALLERGIES 
AREA 

YEAR-ROUND 

THING. 


Since  sulfonylureas  promote  the  release  of 
insulin  which  is  lipogenic  and  helps  transport 
glucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
have  normal  or  high  levels  of  endogenous  insulin, 
why  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HCI 

lowers  blood  sugar  without  raising  blood  insulin. 


DBI®  phenformin  HCI 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 
Capsules  of  50  and  100  mg. 

Indications:  Stable  adult  diabetes 
mellitus;  sulfonylurea  failures, 
primary  and  secondary;  adjunct  to 
insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus 
that  can  be  regulated  by  diet  alone; 
juvenile  diabetes  mellitus  that  is 
uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of 
diabetes  mellitus  (metabolic  acidosis, 
coma,  infection,  gangrene);  during 
or  immediately  after  surgery  where 
insulin  is  indispensable;  severe 
hepatic  disease;  renal  disease  with 
uremia;  cardiovascular  collapse 
(shock);  after  disease  states 
associated  with  hypoglycemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 

( B 198-146-103-C 

For  complete  details,  including 
dosage,  please  see  lull  prescribing 
information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 
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Pinworm 
therapy  is  often  a 
family  affair 
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Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexi 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddine 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritabilil 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  ir 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  ai 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopt  B; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  e 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 


Chewable 

tablets  500  mg 

Mintezol 

[THIABENDAZOLE , MSD) 


50  easy  to  take 
iveryone  in  the  family 
vill  keep  to  the 
egimen  you  prescribe 


elude:  fever,  facial  flush,  chills,  conjunctival  injection, 
lgioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
lcluding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
upplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Jspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
)ttles  of  120  cc. 


“!■ 


v more  detailed  information,  consult  your  MSD  representa- 
ve  or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 

' vision  of  Merck  <&  Co.,  Inc.,  West  Point,  Pa.  19486 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 
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Survival 
of  the  fittest 


BUTISOL  (fl 
SODIUM" 


Remarkably  well  tolerated. 
Highly  predictable. 

Prompt,  smooth,  gentle  action. 
Saves  your  patients  money 


Buliisol 

(SODIUM  BUTABARBITAL) 

Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


SODIUM® 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required  for  relief  of  symptoms  of 
anxiety  or  tension  resulting  from  emotional,  physical,  or  situational  stress. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease.  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression.  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  "hangover”  and  systemic  disturbances  are  seldom  seen. 

Usual  Adult  Dosage:  For  daytime  sedation,  15  mg.  to  30  mg  t i d or  q.i.d. 

Also  available:  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg., 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 

(McNEIL) 
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if  skin  is  infected, 
or  open  to  infection  ••• 

choose  the  topicajs 
that  give  your  patient 


y 
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« broad  antibacterial  activity  against 
susceptible  skin  invaders 
j$  lowallergenic  risk— prompt  clinical  response 

Special  Petrolatum  Base 

Neosporin' ( Mntnicnt 

(polymyxin  B-bacitracin-neomycin) 

I Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  5000  units; 
zinc  bacitracin,  400  units;  neomycin  sulfate  5 mg.  (equivalent  to  3.5  mg. 
neomycin  base);  special  white  petrolatum  q.  s. 

In  tubes  of  1 oz.  and  V2  oz.  for  topical  use  only. 

Aanishing  Cream  Base 

Neosporinf-G  Cream 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
i ; units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base);  / 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
, polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methyl paraben  as  preservative, 
i.  In  tubes  of  15  g. 

■ m 

1 NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 

I impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  Js  j 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
■ Dept.  PML 
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Burroughs  Weflcome  Co. 

Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 


1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycii 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  no 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 


:: 


' 
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Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


i 


ifections  caused  by  susceptible  strains 
P pneumococci,  streptococci,  and 
aphylococci,  including  penicillin- 
distant  strains.  Staphylococcal  strains 
distant  to  Lincocin  (lincomycin 
ydrochloride,  Upjohn)  have  been 
^covered.  Before  initiating  therapy, 
dture  and  susceptibility  studies  should 
: performed.  Lincocin  has  proved 
iluable  in  treating  patients  hyper- 
nsitive  to  penicillin  or  cephalosporins, 
ice  Lincocin  does  not  share 
itigenicity  with  these  compounds, 
owever,  hypersensitivity  reactions 
ive  been  reported,  some  of  these  in 
itients  known  to  be  sensitive  to 
nicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


■ 

0*12  The  Upjohn 


ell  tolerated  at  infusion  site:  Lincocin 
itra venous  infusions  have  not 
:oduced  local  irritation  or  phlebitis, 
pen  given  as  recommended.  Lincocin 
{Usually  well  tolerated  in  patients  who 
ife  hypersensitive  to  other  drugs. 
vwertheless,  Lincocin  should  be  used 
Kutiously  in  patients  with  asthma  or 
;i  nificant  allergies. 


i patients  with  impaired  renal  function, 
:b  recommended  dose  of  Lincocin 
ibuld  be  reduced  to  25—30%  of 
L dose  for  patients  with  normal 
dney  function.  Its  safety  in 
gnant  patients  and  in  infants 
> than  one  month  of  age  has 
lcbeen  established. 


icocin  may  be  used  with  other 
imicrobial  agents:  Since  Lincocin 
table  over  a wide  pH  range,  it  is 
able  for  incorporation  in 
avenous  infusions;  it  also  may  be 


( 1 incomyci  n hydroch  loride, Upjohn) 

Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 

Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


*Contains  also:  Benzyl  Alcohol  9 mg;  and. 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatmi 
Skin  and  mucous  membranes—  Skin  rasl 
urticaria,  vaginitis,  and  rare  instances  of 
foliative  and  vesiculobullous  dermatitis  h 
been  reported.  Liver— Although  no  direct 
lationship  to  liver  dysfunction  is  establisl 
jaundice  and  abnormal  liver  function  t 
(particularly  serum  transaminase)  have  b 
observed  in  a few  instances.  Cardiovasci 
—Instances  of  hypotension  following  pai 
teral  administration  have  been  repori 
particularly  after  too  rapid  IV  adminis 
tion.  Rare  instances  of  cardiopulmonary 
rest  have  been  reported  after  too  rapid 
administration.  If  4.0  grams  or  more  adr 
istered  IV,  dilute  in  500  ml  of  fluid 
administer  no  faster  than  100  ml  per  hi 
Special  senses— Tinnitus  and  vertigo  h 
been  reported  occasionally.  Local  reach  ; 
—Excellent  local  tolerance  demonstrate! 1 
intramuscularly  administered  Lincc.i 
(lincomycin  hydrochloride).  Reports  of  t 1 
following  injection  have  been  infrequ 
Intravenous  administration  of  Lincoci'  1 
250  to  500  ml  of  5%  glucose  in  disf  I 
water  or  normal  saline  has  producer?  ' 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  ’ 
Capsules— bottles  of  24  and  100.  Stt 
Solution,  300  mg  per  ml— 2 and  10  ml ' j 
and  2 ml  syringe.  Syrup.  250  mg  per  5 ' 
—60  ml  and  pint  bottles. 


For  additional  product  information,  cot.  1 
the  package  insert  or  see  your  Upi • '■ 
representative. 

MED  B-6-S  (KZL-7)  JA71-1 

The  Upjohn  Company  PWffi 

Kalamazoo,  Michigan  49001  ■■Mw1 


Sees  you  through^ 

® Blue  < ross  -Blue  Shield 

fS  f \ m . _ OF  SOUTH  CAROLINA 

Pay  for  X-tras  too: 

1.  Major  Medical  is  coverage  in  addition  to  your 
basic  plans. 

2.  Major  Medical  pays  80%  of  your  Health  care 
expenses  not  covered  by  basic  plans  ...  up  to 
$5,000  or  $10,000  or  $20,000. 

3.  Blue  Cross  Major  Medical  is  best  and  least 
expensive,  but  is  available  only  to  those  with 
Blue  Cross-Blue  Shield  Basic  Coverage. 


Now 

form  follows 
function 

Only  Candeptin  (candicidin) 

gives  you  this  unique  form . . . 
a soft  gelatin  capsule— 
highly  effective  therapy  for  all 
your  vaginal  moniliasis  patients 


CANDEPTIN®  (candicidin)  VAGELETTES “ 

Vaginal  Capsules ...  a unique  dosage  form . . . 
anatomically  and  therapeutically  designed  to  extend 
flexibility  in  the  treatment  of  vaginal  moniliasis. 

Virtually  unlimited  application 

Candeptin  Vagelettes  Vaginal  Capsules  provide 
the  specific  high  potency  antimonilial  agent, 
candicidin,  in  a soft  gelatin  capsule  — the  shape 
designed  with  your  patient  in  mind.  It  permits  easy 
manual  insertion  without  the  need  for  an  applicator 
or  inserter. . .of  particular  value  for  the  pregnant 
patient . . . for  intravaginal  use.  By  cutting  off  the  tip 
of  the  narrow  soft  end,  the  contents  can  be  extruded 
through  an  intact  hymen  for  intravaginal  use.  And 
it  is  readily  adaptable  to  topical  application  for 
labial  involvement,  and/or  intravaginal  use  to  treat 
mucosal  infection. 

Candeptin  (candicidin)  provides: 

Rapid  results 

Prompt,  symptomatic  relief  — itching,  burning, 
and  discharge  subside  in  48-72  hours.1 
Soothing,  miscible  ointment  permits  complete 
contact  with  affected  tissue. 

Usually  cures  in  a single  14-day  course  of  therapy.2-3  4 


Safe 

Exact  dosage  assured2  3 

No  side  effects,  clinical  reports  of  irritation  or 
sensitization  extremely  rare. 

Convenience 

Easy  to  use  intravaginally  and/or  topically 
for  labial  involvement. 

Encourages  patient  acceptance  and  cooperation. 
Therapy  is  easy  to  start  in  your  office. 

Clinical  proof  of  potency 

Candeptin  (candicidin)  is  significantly  more  potent 
in  vitro  than  nystatin5  Candeptin  Vaginal  Ointment 
and  Tablets  have  a clinical  record  of  cure  rates 
of  90%  and  more  in  pregnant  and  non-pregnant 
patients!-4-6In  recent  studies  on  Candeptin 
Vagelettes  Vaginal  Capsules,  involving  both  gravid 
and  non-gravid  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.2-3 

Unique 

CANDEPTIN‘(candicidir 

VAGELETTES  ™ Vaginal  Capsule 


ription:  Candeptin  (candicidin) 
a lal  Ointment  contains  a dispersion  of 
icidin  powder  equivalent  to  0 6 mg. 
m.  or  0 06%  Candicidin  activity  in 
I ' petrolatum  3 mg  of  Candicidin  is 
I ined  in  5 gm.  of  ointment  or  one 
I catorful.  Candeptin  Vaginal  Tablets 
I in  Candicidin  powder  equivalent  to 
n (0.3%)  Candicidin  activity  dispersed 
I rch,  lactose  and  magnesium  stearate. 

8 eptinVagelettes  Vaginal  Capsules 
at  in  3 mg.  of  Candicidin  activity 
Brsed  in  5 gm  U S P petrolatum 
cl  n:  Candeptin  Vaginal  Ointment, 
al  Tablets,  and  Vagelettes  Vaginal 
a|  lies  possess  anti-monilial  activity. 

■ itions:  Vaginitis  due  to  Candida 
I ns  and  other  Candida  species. 

fl  abdications:  Contraindicated  for 
al  its  known  to  be  sensitive  to  any  of  its 
n ments.  During  pregnancy  manual 
ab  or  Vagelettes  Capsule  insertion  may 
e I ferred  since  the  use  of  the  ointment 

■ ator  or  tablet  inserter  may  be 
on  indicated 

ut  in:  During  treatment  it  is  recom- 
tei  id  that  the  patient  refrain  from 
intercourse  or  the  husband  wear  a 
an  m to  avoid  re-infection 
,d\se  Reaction:  Clinical  reports  of 
;n  zation  or  temporary  irritation  with 
vi  PTiNVaginal  Ointment,  Vaginal 
ab  Is  or  Vagelettes  Vaginal  Capsules 
avj  een  extremely  rare 
os  e:  One  vaginal  applicatorful  of 
an  ptin  Ointment  or  one  Vaginal  Tablet 
t a Vagelettes  Vaginal  Capsule  is 
ise  d high  in  the  vagina  twice  a day,  in 
let  rning  and  at  bedtime,  for  14  days, 
ea  lent  may  be  repeated  if  symptoms 
•rs  or  reappear 

ramie  Dosage  Forms:  Candeptin 
igi  1 Ointment  is  supplied  in  75  gm  tubes 
iplicator  ( 14-day  regimen  requires 
).  Candeptin  Vaginal  Tablets  are 
:ed  in  boxes  of  28.  in  foil  with 
r— enough  for  a full  course  of  treat- 
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CYSTIC  FIBROSIS  IN  ADULTS 

REPORT  OF  A CASE  AND  REVIEW  OF  THE  LITERATURE 


EDWIN  L.  ANDERSON,  M.  D.* 
LAWRENCE  E.  GREEN,  M.  D. 


Long-term  survival  of  children  with  cystic 
fibrosis  and  the  diagnosis  of  this  metabolic 
disease  in  adults  have  presented  a new  chal- 
lenge to  physicians  caring  for  non-pediatric 
patients.1  The  present  case  report  describes  a 
37-year-old  male  who  was  not  diagnosed  as 
having  cystic  fibrosis  until  age  30,  and  who 
has  a 13-year-old  asymptomatic  daughter.  Of 
interest  not  only  is  the  age  at  which  this 
patient  was  diagnosed  but  also  his  ability  to 
father  a child,  particularly  since  a recently 
recognized  aspect  of  cystic  fibrosis  in  adults 
has  been  the  apparent  lack  of  fertility  in 
affected  males."  The  pertinent  literature  is 
also  reviewed. 

Case  Report 

A 37-year-old  Caucasian  male  who  was  diagnosed 
as  having  cystic  fibrosis  at  age  30  and  who  has  had 
multiple  admissions  to  the  Charleston  Veteran’s  Ad- 
ministration Hospital  was  admitted  for  evaluation  of 
his  pulmonary  condition.  The  diagnosis  of  cystic 
fibrosis  had  been  made  on  clinical  history  and  an 
elevated  sweat  chloride.  This  patient  has  had  numer- 
ous admissions  for  respiratory  disease,  abdominal 
pain,  and  partial  intestinal  obstruction.  He  has  a 13- 
year-old  daughter  who  is  asymptomatic  but  has  been 
diagnosed  as  being  heterozygous  for  cystic  fibrosis, 
based  on  elevated  sodium  and  chloride  levels  in  hair 

From  the  Department  of  Medicine,  Veterans  Ad- 
ministration Hospital,  Charleston.  S.  C.  and  the  De- 
partment of  Microbiology,  Medical  University  of 
South  Carolina.  Charleston,  S.  C. 

9 Present  address:  Department  of  Pediatrics,  Medical 
University  of  South  Carolina,  Charleston,  S.  C. 


and  nail  samples.  The  patient  has  a brother  who  is 
asymptomatic  but  there  is  a strong  history  of  respira- 
tory disease  on  the  mother’s  side  of  the  family. 

The  patient  was  drafted  into  the  Army  but  was 
discharged  after  three  months  because  of  recurrent 
pneumonia.  He  admits  to  hemoptysis  and  production 
of  thick  green  sputum  for  the  last  10  to  15  years. 
More  recently  he  has  had  several  episodes  of  syncope 
as  well  as  increasing  dyspnea  on  exertion.  He  has  had 
two  exploratory  laparotomies  for  intussusception,  the 
first  at  age  seven,  and  a third  procedure  for  closure 
of  an  incisional  hernia.  Laryngoscopy  and  biopsy  of 
a benign  ulcer  of  the  left  aiytenoid  area  were  carried 
out  in  1969. 

This  patient  has  a history  of  steatorrhea  and  fre- 
quent bowel  movements  beginning  in  childhood.  He 
describes  his  stools  as  foul-smelling  and  bulky,  and 
has  observed  fat  and  undigested  foods  such  as 
bacon  and  corn  in  them.  He  has  been  on  pancreatic 
enzyme  replacements  for  several  years  with  some 
decrease  in  steatorrhea  and  number  of  bowel  move- 
ments. His  weight  has  gradually  decreased  over  the 
years.  In  the  last  ten  years  he  has  had  several  hos- 
pital admissions  for  right  lower  quadrant  pain  and 
has  been  diagnosed  as  having  partial  intestinal  ob- 
struction as  well  as  fecal  impaction.  He  is  presently 
on  a low-salt,  low-fat,  high-protein  diet.  In  addition 
he  is  taking  digitalis  for  chronic  cor  pulmonale. 

He  was  employed  as  an  electronics  technician 
until  approximately  eight  years  ago  when  he  was 
forced  to  retire  because  of  respiratory  insufficiency. 

Physical  examination  revealed  an  alert,  cooperative, 
tall,  thin,  white  male  with  cyanotic  lips  lying  quietly 
in  bed.  His  weight  was  47.5  kg,  oral  temperature 
99.4  F,  pulse  92,  respiration  32,  and  blood  pressure 
104/60.  The  skin  turgor  was  fair  and  the  eyes  were 
slighdy  sunken.  There  was  no  neck  vein  distention. 
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The  chest  was  increased  in  height  as  well  as  in 
anteroposterior  diameter  and  moved  little  with  ventila- 
tion. Accessory  muscles  of  respiration  were  promi- 
nent in  the  neck.  The  chest  was  hyperresonant  to  per- 
cussion and  breath  sounds  were  diminished  bi- 
laterally. Moist  rales  were  heard  in  both  lung  fields. 
The  heart  sounds  were  distant.  The  liver  was  pal- 
pable about  3 cm  below  the  right  costal  margin  in 
the  midclavicular  line.  Cyanosis  and  clubbing  of  the 
fingers  and  toes  were  present.  Both  testes  were 
descended  and  were  normal  in  size  and  consistency. 
The  spermatic  cord  and  vas  deferens  felt  normal  on 
palpation. 

Sputum  cultures  grew  out  Pseudomonas  aeruginosa, 
mucoid.  P.  aeruginosa,  Escherichia  coli,  and  Entero- 
hacter  aerogenes.  Cultures  for  fungi  and  acid  fast 
organisms  were  negative  on  several  occasions. 

The  hematocrit  reading  was  47%  and  the  WBC, 
7,600/mm.3  Blood  urea  nitrogen  was  12  mg/ 100  ml; 
serum  sodium,  142  mEq/liter,  chloride,  93  mEq/liter; 
carbon  dioxide,  33  mEq/liter;  serum  total  proteins, 
6.0  g/100  ml  with  2.3  g/100  ml  of  albumin.  Serum 
lipase  was  zero  and  the  serum  cholesterol  was  178 
mg/ 100  ml.  Arterial  blood  gases  on  admission  showed 
a pO-  of  26.5  mm  Hg;  pCO»,  59.8  mm  Hg;  per  cent 
saturation  of  hemoglobin,  51%;  pH,  7.4. 

D-xylose  absorption  studies  were  within  normal 
limits.  The  stool  was  positive  for  fat,  vegetable  and 
meat  fibers.  Stool  cultures  were  negative  for  sal- 
monella and  shigella.  Electrocardiogram  revealed 
some  right  axis  deviation  and  right  heart  strain. 
Chest  x-ray  films  showed  bilateral  diffuse  fibrosis, 
flattened  diaphragms,  increased  anteroposterior  diam- 
eter, and  several  cystic  blebs.  Sinus  films  revealed 
pansinusitis. 

Discussion 

Cystic  fibrosis  is  a genetic  metabolic  dis- 
ease in  which  the  exocrine  glands  of  the  body 
secrete  excessive  amounts  of  viscid  mucus. 
This  metabolic  defect  occurs  in  one  of  every 
1000  to  1600  newborn  infants  and  is  the  most 
common  genetic  disease  of  childhood.3  The 
incidence  in  adults  is  estimated  to  be  1 per 
40,000/  Transmission  is  thought  to  be  by  an 
autosomal  recessive  gene  which  is  present  in 
5 to  6 per  cent  of  the  population.3’4 

The  basic  defect  in  cystic  fibrosis  is  still 
not  known.  Many  hypotheses  have  been  ad- 
vanced but  those  proposing  an  abnormality 
in  membrane  transport  correlate  best  the 
various  manifestations  of  this  protean  disease. 
Gibson  et  al"  have  related  the  elevated  salt 
concentration  in  sweat  and  the  viscid  mucus 
to  excess  calcium  secretion  by  die  exocrine 
glands  of  cystic  fibrosis  patients.  Their  theory 
specifically  implicates  mucus  as  failing  in  its 


biologic  role  of  regulating  the  passive  diffu- 
sion of  water  and  small  ions.  Spook®  hypothe- 
sized that  a humoral  substance  in  the  serum 
of  cystic  fibrosis  patients  attached  to  the 
membrane  surface  of  cells  of  the  exocrine 
gland  and,  by  altering  the  cell  membrane 
permeability,  increased  the  synthesis  of  pro- 
tein and  mucopolysaccharide. 

The  pathology  and  pathophysiology  of  cys- 
tic fibrosis  are  due  largely  to  abnormally 
functioning  exocrine  glands  which  secrete 
excess  amounts  of  mucus.7  The  pancreas  and 
the  lungs  are  the  organs  showing  the  greatest 
pathological  change.7  Histologic  study  of  the 
pancreas  reveals  normal  islands  of  Langerhans 
surrounded  by  increased  connective  tissue, 
and  acini  and  ducts  filled  with  eosinophilic 
material.2  Consequently,  the  pancreatic  en- 
zymes trypsin,  lipase,  and  amylase  are  absent 
and  impaired  absorption  of  nutrients  results. 
Excessive  mucus  in  the  airways  leads  to  ob- 
struction and  dilatation,  bronchitis,  atelectasis, 
bronchiolectasis,  and  bronchiectasis.2'9  A pos- 
sible explanation  for  the  failure  to  clear  this 
excess  mucus  was  thought  to  have  been  found 
when  in  1967  Spook1’  reported  that  sera  from 
patients  with  cystic  fibrosis  caused  rabbit 
tracheal  cilia  to  beat  erratically.  More  re- 
cently, however,  Cherry  et  al 10  have  reported 
that  all  undiluted  sera,  even  from  healthy 
control  subjects,  disorganized  the  ciliary 
rhythm  of  rabbit  and  chicken  trachea. 

Pulmonary  involvement  usually  dominates 
the  clinical  picture  in  children  and  adults 
with  cystic  fibrosis.11  While  newborn  infants 
with  meconium  ileus  and  children  with  severe 
forms  of  cystic  fibrosis  are  usually  diagnosed 
at  birth  or  very  early  in  childhood,  patients 
with  milder  disease  may  escape  detection 
for  years12’13  The  child  with  cystic  fibrosis 
will  usually  have  a history  of  failure  to 
thrive,  ravenous  appetite,  abnormal  bowel 
movements,  recurrent  respiratory  disease, 
chronic  cough,  distended  abdomen,  clubbed 
fingers,  and  barrel  chest.3  A smiliar  but  longer 
history  of  these  same  findings  can  be  elicited 
in  adults  with  the  disease.1 1,1 5,10 

Abnormalities  in  the  appearance  of  the 
chest  x-ray  film  and  a high  index  of  suspicion 
become  especially  important  in  diagnosing 
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cystic  fibrosis  in  an  adult.  Tomashefski10  states 
that  a combination  of  soft,  bilateral  and  per- 
sisting mixed  patchy,  linear,  or  nodular  pul- 
monary infiltrates  in  a young  adult  with  a 
long  history  of  respiratory  disease  should 
suggest  cystic  fibrosis.  Adults  and  children 
can  show  all  the  radiologic  findings  of  chronic 
obstructive  pulmonary  disease,4’8'13  namely, 
increased  anteroposterior  diameter,  small 
cardiothoracic  index,  and  flattened  dia- 
phragms. Radiologic  evidence  of  bronchiecta- 
sis is  also  found  to  be  a constant  feature  of 
the  pulmonary  involvement  in  adolescents 
and  young  adults.13 

Studies  of  pulmonary  function  in  adults  and 
children  show  a combination  of  obstructive 
and  restrictive  ventilatory  impairment.11’1'  The 
earliest  change  noted  in  pulmonary  function  is 
a mild  decrease  in  arterial  oxygen  satura- 
tion.1" Other  changes  occurring  include  low 
maximal  voluntary  ventilation,  decreased 
forced  expiratory  flow  rates,  decreased  vital 
capacity,  and  increased  residual  volume,14’10 
all  of  these  being  alterations  one  would  expect 
in  chronic  obstructive  lung  disease. 

The  bacterial  flora  of  the  respiratory  sys- 
tem of  the  cystic  fibrosis  patient  has  received 
considerable  attention.  The  exact  role  bacterial 
infection  plays  in  the  development  of  pul- 
monary involvement  is  not  known.  The  ob- 
servation has  been  made  that  prior  to  infec- 
tion patients  with  cystic  fibrosis  have  normal 
tracheobronchial  glands  and  secretions.0  The 
increased  incidence  of  Staphylococcus  aureus 
and  Pseudomonas  aeruginosa  in  these  patients 
is  well  documented.17,18  A mucoid  variant  of 
P.  aeruginosa  can  also  be  cultured  from  the 
tracheobronchial  system  of  many  of  the  pa- 
tients, especially  those  with  severe  pulmonary 
involvement.10'20  The  role  this  variant  plays 
in  the  pulmonary  problems  associated  with 
cystic  fibrosis  is  not  known  but  there  is  in 
vitro  evidence  that  slime  from  this  strain 
interferes  with  phagocytosis  of  not  only  P. 
aeruginosa  but  also  S.  aureus.21 

While  females  with  cystic  fibrosis  can 
successfully  bear  children,  the  problem  of 
infertility  in  adult  males  with  this  disease 
has  only  recently  been  recognized.  Kaplan 
et  aV 2 and  Denning  et  al 23  reported  that  they 


were  unaware  of  any  instances  where  adult 
males  with  cystic  fibrosis  were  fathers.  The 
infertility  is  not  due  to  lack  of  active  spermato- 
genesis but  is  related  to  a failure  of  normal 
development  of  the  vas  deferens.22’24 

The  outlook  for  patients  with  cystic  fibrosis 
has  improved  remarkably  in  the  last  30  years. 
The  first  significant  change  occurred  after 
1939  when  sulfonamides  and  antibiotics  be- 
came available.7  In  addition  to  a greater 
awareness  of  the  disease  and  earlier  diagnosis, 
the  more  recent  advances  in  prognosis  are  due 
to  various  types  of  pulmonary  therapy,  in- 
cluding aerosol  by  face  mask,  mist  test,  and 
postural  drainage.1  In  1967  Warwick7  reported 
that  in  a group  of  cystic  fibrosis  patients 
receiving  pulmonary  therapy  prophylactically 
the  survivors  older  than  age  20  increased  to 
over  50  per  cent. 

An  elevated  sweat  chloride  is  essential  for 
the  diagnosis  of  cystic  fibrosis.12  Any  child  or 
adult  with  recurrent  respiratory  infections  and 
abnormal  bowel  movements  should  have  a 
sweat  test.1 ' Other  diagnostic  procedures  such 
as  duodenal  intubation,  stool  trypsin,  and 
characteristic  changes  in  the  chest  film  can 
lend  supporting  evidence.  Warwick3  considers 
failure  to  order  a sweat  test  on  any  patient 
with  “asthma”  or  “chronic  bronchitis”  as  one 
of  the  principal  reasons  for  not  diagnosing 
cystic  fibrosis. 

The  treatment  of  cystic  fibrosis  is  essen- 
tially the  same  in  both  children  and 
adults.'  The  pancreatic  deficiency  is  cor- 
rected with  oral  pancreatic  enzymes  and  a 
low-fat,  high-protein  diet.13  Malabsorption  is 
much  less  of  a problem  in  adolescents  and 
young  adults  than  in  children,13  and  Jones15 
was  impressed  by  the  number  of  adults  who 
had  no  bowel  symptoms.  Aerosal  therapy  and 
postural  drainage  are  the  main  components 
in  management  of  pulmonary  involvement26 
and,  as  already  mentioned,  are  the  most  bene- 
ficial to  the  cystic  fibrosis  patient  in  terms 
of  survival.7  Adults  and  older  children  can  be 
taught  to  perform  the  latter  physical  therapy 
procedure  upon  themselves.  Antibiotics  are 
also  especially  important  because  of  frequent 
respiratory  infections  and  the  question  of  how 
and  when  to  use  them  is  frequently  raised. 
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The  soundest  approach,  and  the  one  used  by 
many  of  those  treating  large  numbers  of  these 
patients,  is  to  treat  exacerbations  only  based 
on  sputum  cultures  and  antibiotic  sensitivity 
tests.14’26 

A major  problem  in  adults  with  cystic 
fibrosis  is  the  psychologic  one.1  Physicians 
caring  for  these  patients  must  be  thoroughly 
familiar  with  the  disease,  its  therapy,  and  the 
tremendous  emotional  burden  associated  with 
it.  Furthermore,  newly  diagnosed  adults  will 
frequently  not  sleep  in  a mist  tent  or  accept 
physical  therapy;  according  to  Huang26  these 
patients  generally  do  well  on  antibiotics  alone. 

The  patient  presented  in  the  case  report  is 
of  interest  not  only  because  of  his  age  but 
also  because  of  his  apparent  fertility,  both  of 
which,  in  the  past,  would  have  been  evidence 


against  a diagnosis  of  cystic  fibrosis.  This 
patient  has  a life-long  history  of  recurrent 
respiratory  infections  and  has  all  the  physical 
findings  of  chronic  obstructive  pulmonary 
disease.  His  past  history  also  reveals  abnormal 
and  frequent  bowel  movements,  right  lower 
quadrant  abdominal  pain,  and  several  episodes 
diagnosed  as  partial  intestinal  obstruction.  The 
isolation  of  mucoid  P.  aeruginosa  from  this 
patient’s  sputum  during  his  last  hospitaliza- 
tion was  a significant  finding.  All  of  the  above 
are  consistent  with  the  findings  in  a child 
with  cystic  fibrosis.  In  addition,  this  man  has 
a 13-year-old  daughter  who  is  heterozygous 
for  cystic  fibrosis,  although  the  validity  of 
elevated  sodium  and  chloride  levels  in  nail 
clippings  and  hair  in  detecting  heterozygosity 
is  still  not  fully  established.8 


REFERENCES 


1.  Pogue,  R.  E.  and  Warwick,  W.  J.  A new  chal- 
lenge to  internal  medicine.  Minn  Med  52:1551- 
1555,  1969. 

2.  Brusilow.  S.  W. : Cystic  fibrosis  in  adults.  Ann  Rev 
Med  21:99-105,  1970. 

3.  Warwick,  W.  J.:  How  cystic  fibrosis  can  be 
confused  with  chronic  bronchitis  and  bronchial 
asthma.  Minn  Med  52:1476-1480.  1969. 

4.  Di  Sant’Agnese,  P.  A.:  Cystic  fibrosis  of  the  pan- 
creas. Amer  J Med  20:406-422.  1956. 

5.  Gibson,  L.  E.,  Matthews,  W.  J.,  Minihan,  P.  T.. 
and  Patti,  J.  A.:  Relating  mucus,  calcium,  and 
sweat  in  a new  concept  of  cystic  fibrosis.  Pediat 
48:695-710.  1971. 

6.  Spock.  A.:  Cystic  fibrosis:  current  theories  con- 
cerning the  pathogenesis.  Minn  Med  52:1429- 
1432,  1969. 

7.  Warwick.  W.  J.:  Cystic  fibrosis:  nature  and  prog- 
nosis. Minn  Med  50:1049-1053,  1967. 

8.  Di  Sant’Agnese,  P.  A.  and  Talamo,  R.  C.:  Patho- 
genesis and  physiopathology  of  cystic  fibrosis  of 
the  pancreas.  New  Eng  J Med  277:1399-1408, 
1967. 

9.  Spock,  A.,  Ileick,  IP  M.  C.  and  Logan.  W.  S.: 
Abnormal  serum  factor  in  patients  with  cystic 
fibrosis  of  the  pancreas.  Pediat  Res  1:173-177, 
1967. 

10.  Cherry.  J.  D..  Roden,  V.  T.,  Rejent,  A.  J.  and 
Dorner.  R.  W.:  The  inhibition  of  ciliary  activity 
in  tracheal  organ  cultures  by  sera  from  children 
with  cystic  fibrosis  and  control  subjects.  I Pediat 
79:937-942,  1971. 

11.  Reilly,  B.  J..  Featherby,  E.  A..  Weng,  T.  R., 
Crozier,  D.  N.,  Duic,  A.  and  Levison,  II.:  The 
correlation  of  radiological  changes  with  pul- 
monary function  in  cystic  fibrosis.  Radiologv  98: 
281-285.  1971. 

12.  Shwachman.  H.  Kulczycki,  L.  L.  and  Khaw.  K. 

T.:  Stud  ies  in  cystic  fibrosis:  a report  on  sixty- 
five  patients  over  17  years  of  age.  Pediat  36: 
689-699,  1965. 

13.  Trever,  R.  W.  and  Abrahams,  I.  W. : Cystic 


fibrosis  of  the  pancreas.  Arch  Intern  Med  106: 
143-150,  1960. 

14.  Addington,  W.  W.,  Cugell,  D.  W.,  Zelkowitz, 
P.  S.,  O’Flynn.  M.  E.  and  Embry.  S.:  Cystic 
fibrosis  of  the  pancreas  — a comparison  of  the 
pulmonary  manifestations  in  children  and  young 
adults.  Chest  59:306-311,  1971. 

15.  Jones.  J.  S.:  Adult  cystic  fibrosis  (mucoviscido- 
sis). Brit  J Dis  Chest  64:25-36,  1970. 

16.  Tomashefski,  J.  F.,  Christoforidis,  A.  J.  and 
Abdullah,  A.  K.:  Cystic  fibrosis  in  young  adults. 
Chest  57:28-36,  1970. 

17.  Huang,  N.  N.,  Van  Loon,  E.  L.  and  Sheng,  K.  T.: 
The  flora  of  the  respiratory  tract  of  patients  with 
cystic  fibrosis.  J Pediat  59:512-521.  1961. 

18.  Iac-occa.  V’.  F..  Sibinga,  M.  S.  and  Barbero.  G. 
J.:  Respiratory  tract  bacteriology  in  cystic  fibro- 
sis. Amer  1 Dis  Child  106:115-124,  1963. 

19.  Doggett,  R.  G.,  Harrison.  G.  M..  Stillwell  R.  N. 
and  Wallis,  E.  S.:  An  atypical  Pseudomonas  aeru- 
ginosa associated  with  cystic  fibrosis  of  the  pan- 
creas. J Pediat  68:215-221.  1966. 

20.  Doggett,  R.  G.,  Harrison.  G.  M.  and  Carter,  R. 
E.:  Mucoid  Pseudomonas  aeruginosa  in  patients 
with  chronic  illnesses.  Lancet  1:236-237,  1971. 

21.  Schwarzmann,  S.  and  Boring,  J.  R.:  Antiphago- 
cytic effect  of  slime  from  a mucoid  strain  of 
Pseudomonas  aeruginosa.  Infec  Immun  3:762-767, 
1971. 

22.  Kaplan,  E..  Shwachman,  H.,  Perlmutter,  A.  D.. 
Rule.  A.,  Khaw,  K.  T.  and  Holsclaw,  D.  S.: 
Reproductive  failure  in  males  with  cvstic  fibrosis. 
New  Eng  J Med  279:65-69,  1968. 

23.  Denning,  C.  R.,  Sommers,  S.  C.  and  Quigley, 
H.  J.:  Infertility  in  male  patients  with  cystic 
fibrosis.  Pediat  41:7-17,  1968. 

24.  Landing,  B.  H.,  Wells.  T.  R.  and  Wang.  C.  I.: 
Abnormality  of  the  epididymis  and  vas  deferens 
in  cystic  fibrosis.  Arch  Path  88:569-580.  1969. 

25.  Huang.  N.  N..  Macri,  C.  N„  Girone,  J.  and 

Sproul,  A.:  Survival  of  patients  with  cystic 

fibrosis.  Amer  J Dis  Child  120:289-295,  1970. 


278 


The  Journal  of  the  South  Carolina  Medical  Association 


INTESTINAL  PARASITES  AND  NUTRITIONAL  STATUS 


V.  Intestinal  Parasites  at  Certain  State-Operated 
Institutions  in  South  Carolina 


Introduction 

In  areas  where  intestinal  parasites  are 
known  to  exist,  individuals  who  reside  at  in- 
stitutions often  harbor  the  same  parasites.1’2’3 
Many  residents  at  South  Carolina  institutions 
come  from  homes  located  in  remote  areas 
where  there  are  no  sanitary  facilities.  The 
disadvantaged  as  well  as  the  handicapped 
often  do  not  learn  to  practice  sanitary  hygiene 
during  their  formative  years.  Such  dis- 
advantaged persons  often  bring  into  these 
institutions  communicable  diseases;  including 
parasitic  infection,  which  the  medical  staff 
must  treat  in  order  to  benefit  the  infected 
individual  and  protect  his  associates.4'6 

Once  a parasitic  infection  becomes  endemic 
in  an  institution,  the  problem  of  control  is 
increasingly  difficult.  Special  efforts  are  made 
to  keep  buildings  and  grounds  clean;  however, 
even  the  most  efficient  institutional  main- 
tenance force  must  exert  particular  care  in 
combating  parasite  ova.  Even  though  he 
resides  in  a clean  environment,  any  individ- 
ual infected  with  ascaris  can  remain  infected 
for  up  to  10  months,  the  life  span  of  an  adult 
Ascaris  lumbricoides.  Should  an  individual 
have  whipworm  infection,  the  problem  is  more 
severe,  for  Trichuris  trichiura  is  known  to 
live  many  years  in  the  intestines.  Hookworm 
( Necator  americanus ) infection  does  not 
normally  go  undetected  because  the  indi- 
vidual with  a heavy  infection  will  exhibit  signs 
of  anemia  which,  when  investigated,  should 
result  in  immediate  diagnosis. 

“From  the  Malnutrition  and  Parasite  Project,  Univer- 
sity of  South  Carolina,  Columbia,  South  Carolina, 
29208.  Funded  in  part  by  the  Office  of  Economic 
Opportunity.  CG  8143  C/O  3. 
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While  several  studies  have  been  made  on 
the  incidence  of  intestinal  parasites  among 
certain  groups  in  the  state  of  South  Caro- 
lina,0'12 insufficient  data  are  available  from 
all  areas  of  die  state  to  give  a definitive 
value  for  the  state-wide  prevalence  of  these 
parasites.  In  order  to  gain  more  information 
as  to  the  areas  throughout  the  state  where 
intestinal  parasites  were  harbored,  the  Uni- 
versity of  South  Carolina  was  invited  by  the 
directors  of  several  state  institutions  to  ex- 
amine existing  medical  records  and  to  analyze 
stool  samples  to  survey  for  intestinal  para- 
sites. It  was  believed  that  since  these  institu- 
tions have  residents  from  most  of  the  46 
counties,  an  indication  of  state-wide  prev- 
alence could  be  obtained.  The  survey  of  in- 
stitutional records,  and  results  from  stool 
examinations  are  presented  here. 

Methods 

Medical  records  were  reviewed  and  data 
tabulated  for  two  institutions.  In  all  other 
institutions,  two  fecal  samples  were  collected 
from  each  resident,  when  possible,  for  a 
random  sample.  The  samples  were  placed  in 
plastic  or  metal  containers  and  stored  on  ice 
for  24  to  48  hours  before  being  transported 
on  ice  in  a styrofoam  container  to  the  Uni- 
versity laboratory.  Utilizing  the  direct  smear 
technique,  two  slides  from  each  specimen 
were  examined  microscopically,  to  establish 
the  presence  of  helminth  eggs.13  Where  in- 
dicated, quantitative  estimates  of  individual 
worm  burdens  were  made  by  the  Stoll  dilu- 
tion egg  count  technique.14 

Individuals  found  to  be  harboring  intestinal 
parasites  were  treated  by  the  institution’s 
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staff  nurses  according  to  the  medical  director’s 
blanket  prescriptions  for  the  various  para- 
sites. 

In  order  to  promote  cooperative  participa- 
tion  of  the  residents  and  to  assist  in  attain- 
ing eradication  in  these  state-operated  schools, 
special  educational  programs  were  held, 
which  emphasized  the  prevention  of  para- 
sitic  infection.  Where  applicable,  the  aca- 
demic science  curriculum  geared  to  specific- 
grade  levels  was  revised  to  contain  a section 
on  applied  parasitology  and  environmental 
health.  In  addition,  the  aides  and  attendants 
at  each  institution  involved  were  given  in- 
service  training  sessions  on  how  to  x^revent 
reinfection. 

SOUTH  CAROLINA  MENTAL  RETARDA- 
TION COMMISSION 

The  South  Carolina  Mental  Retardation 
Commission  was  established  in  July,  1968, 
and  three  state  mental  institutions  were  x^laced 
under  its  control. 

Midlands  Center  was  established  at  Colum- 
bia, South  Carolina,  in  1953.  A resident  popu- 
lation of  approximately  250  males  and  200 
females  is  housed  in  six  cottages,  four  of 
which  are  complete  with  dining  room,  and 
all  have  activity  areas.  An  infirmary,  lab- 
oratory-clinic, school  building  and  a voca- 
tional rehabilitation  facility  are  also  located 
on  the  campus.  Currently  under  construction 
are  a supx>ly  warehouse  comx>lex,  gymnasium, 
swimming  x>ool,  administration  building  and 
four  additional  cottages.  Residents  range  in 
age  from  infancy  to  the  mid-forties,  but  less 
than  fifty  are  under  the  age  of  ten. 

An  examination  of  the  records  of  Midlands 
Center  revealed  that  as  of  December,  1971, 
152  of  the  residents  were  infected  with  whip- 
worm ( Trichuris  trichiura),  whereas  the  in- 
cidence of  ascaris  was  less  than  two  percent. 
While  many  parasites  appeared  from  time  to 
time,  whipworms  were  the  most  common.  Of 
301  individuals  who  have  been  admitted  over 
the  past  20  years,  34  were  infected  with 
whipworm  at  the  time  of  their  admission. 
However,  by  the  x^resent  time,  the  incidence 
of  whipworm  in  this  same  population  had 
quadrupled  (Table  I). 

While  it  is  often  difficult  to  teach  sanitary 


habits  to  mentally  retarded  individuals,  it  is 
evident  that  in  the  past  the  preventive  meas- 
ures used  were  insufficient  to  x>revent  the 
transmission  of  trichuris  infections.  The  treat- 
ment of  trichuriasis  is  further  thwarted  by 
the  fact  that  the  best  drug  available  is  only 
20  - 30  percent  effective  in  removing  the 
whipworm,  which  partially  imbeds  itself  in 
the  intestinal  wall.15’16  Due  to  improved 
maintenance  in  the  last  few  years,  individuals 
who  enter  Midlands  today  have  a better 
chance  of  avoiding  infection  than  those  who 
entered  in  x^revious  years  (Table  I).  Never- 
theless, infection  of  those  who  never  harbored 
whipworms,  and  reinfection  of  those  who 
were  cleared,  still  occurs. 

Whipworm  eggs  found  in  fresh  fecal  matter 
do  not  become  infective  until  they  have  been 
exposed  to  the  air  for  approximately  three 
weeks.  Therefore  additional  efforts  to  break 
the  life-cycle  of  this  parasite  by  imx>roved 

TABLE  I 


PREVALENCE  OF  TRICHURIASIS 

Midlands  Center  — Columbia,  S.  C. 


Enhance 

Date 

Number  of 
Individuals 
Examined 

Number  of 
Initial 
Positives 

Number  of 
Positives  in 
1971-1972 

1970 

12 

2 

5 

1969 

20 

6 

7 

1968 

11 

3 

7 

1967 

9 

3 

4 

1966 

20 

3 

6 

1965 

20 

2 

9 

1964 

11 

0 

4 

1963 

7 

0 

4 

1962 

9 

0 

4 

1961 

14 

0 

4 

1960 

8 

1 

3 

1959 

29 

2 

17 

1958 

20 

1 

9 

1957 

33 

2 

21 

1956 

54 

6 

33 

1955 

12 

1 

7 

1954 

9 

1 

6 

1953 

2 

1 

1 

1951 

1 

0 

1 

Totals 

Percent 

infected 

301 

34 

11.3% 

152 

50.5% 

280 


The  Journal  of  the  South  Carolina  Medical  Association 


INTESTINAL  PARASITES 


environmental  sanitation  appears  to  be  one 
practical  step  in  eradication  of  this  parasite. 

Whitten  Village , in  Clinton,  is  the  oldest 
and  largest  South  Carolina  state  institution 
for  the  mentally  retarded.  Over  2S00  residents 
are  under  the  care  of  1200  staff  members  in- 
cluding professional  personnel  specializing  in 
medicine,  nursing,  psychology,  dentistry,  phy- 
sical and  occupational  therapy. 

The  Village  has  farm  and  dairy  areas,  50 
cottage  units  for  residents,  and  17  staff  cot- 
tages in  addition  to  the  administration  build- 
ing, four  academic  buildings,  two  gymnasiums, 
two  swimming  pools,  and  a hospital,  on  a 
campus  covering  1800  acres. 

In  January,  1972,  a random  survey  was 
conducted  to  determine  how  many  residents 
harbored  roundworms,  whipworms  or  hook- 
worms. Stools  were  submitted  by  500  of  the 
2800  residents.  Examination  revealed  15  resi- 
dents (3.0  percent)  harbored  Trichuris  tri- 
chiura  (whipworm),  and  18  (3.6  percent) 
harbored  Ascaris  himbricoicles  (roundworm). 
Only  one  specimen  from  the  500  contained 
hookworm  ova  (Table  II). 

Coastal  Center,  in  Ladson,  about  20  miles 
northwest  of  Charleston,  functions  as  an  area 
mental  retardation  center  with  emphasis  on 
the  outreach  concept,  as  well  as  a compre- 


hensive regional  center.  Approximately  500 
residents  and  500  day  students  are  served  by 
a staff  of  419  with  the  added  assistance  of 
volunteers  who  donate  more  than  18,000  hours 
per  year. 

The  campus  has  24  major  buildings  cover- 
ing 475  acres  and  includes  among  the  facili- 
ties 13  residential  cottages,  a gymnasium, 
swimming  pool,  canteen  and  school  area,  as 
well  as  a modern  laboratory  and  hospital- 
infirmary. The  professional  staff  includes 
pediatricians,  psychologists,  occupational  and 
physical  therapists  and  nurses.  A liberal 
visitation  policy  is  followed  for  the  residents 
with  frequent  visits  to  their  homes  on  week- 
ends and  holidays.  As  part  of  the  admissions 
procedure,  all  residents  are  given  the  standard 
innoculations  and  treated  with  piperazine 
citrate  for  roundworms  ( Ascaris  lumhri- 
coides),  as  recommended  by  the  World 
Health  Organization  and  others.10’11’18  ""  In  a 
survey  of  347  residents  in  March,  1972,  15 
individuals  (4.3  percent)  were  found  to  har- 
bor intestinal  parasites  (Table  II). 

SOUTH  CAROLINA  SCHOOL  FOR  THE 
DEAF  AND  BLIND 

The  South  Carolina  School  for  the  Deaf 
and  Blind,  located  in  Spartanburg,  has  16 
major  buildings  on  a 151-acre  tract  of  land. 


Table  II 


Incidence  of  Parasitic  Nematode  Infections 
In  Certain  South  Carolina  State  Institutions 


Institution 

Number 

Examined 

Number 

Infected 

Average  Age 
Of  Those 
Infected 
( Years ) 

Race 

C 1 NC2 

Number  of 
Home 
Counties 
Represented 

A3 

Number 

Infection 

T 4 

S 

H 

Whitten  Village 

500 

34 

28.4 

30 

4 

19 

18 

15 

i 

Coastal  Center 

347 

15 

22.1 

9 

6 

8 

14 

1 

i 

School  for  Deaf  & Blind 

415 

31 

11.7 

10 

21 

15 

28 

5 

2 

Reception  & Evaluation 

668 

46 

13.7 

14 

32 

18 

32 

5 

11 

Center 

S.  C.  School  for  Boys 

82 

12 

13.6 

3 

9 

9 

12 

0 

0 

S.  C.  School  for  Girls 

100 

0 

John  G.  Richards  School 

52 

1 

16 

— - 

1 

1 

1 

0 

0 

Totals 

2,164 

139 

17.6 

66 

73 

33 

105 

26 

15 

Per  cent  infected 

6.4% 

4.8%  1.2% 

.7% 

"Caucasian,  2Non-caucasian,  3Ascaris,  'Trichuris,  cHookworm 
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The  infirmary  offers  care  for  the  sick,  with  a 
pediatrician  making  regular  calls.  The  school, 
with  an  enrollment  of  nearly  600,  operates 
for  nine  months  of  the  year  with  vacations 
observed  at  Christmas  and  Easter.  Since  the 
children  make  many  trips  to  their  homes 
during  the  year,  there  is  opportunity  for  them 
to  return  to  school  infected  or  reinfected 
with  intestinal  parasites. 

Investigation  showed  that  7.5  percent  of  the 
children  attending  the  South  Carolina  School 
for  the  Deaf  and  blind  harbored  one  or  more 
of  the  intestinal  parasites  ascaris,  trichuris 
and  hookworm  (Table  II).  Undoubtedly  one 
reason  for  this  prevalence  is  the  fact  that  few 
of  those  infected  or  their  families  have  an 
understanding  of  the  causes  of  these  in- 
fections or  of  necessary  preventive  measures. 
SOUTH  CAROLINA  DEPARTMENT  OF 
JUVENILE  CORRECTIONS 

The  South  Carolina  Department  of  Juvenile 
Corrections  is  controlled  by  a seven-member 
Board  whose  responsibility  it  is  to  manage, 
conduct,  supervise,  and  create  facilities  for 
the  care  and  diagnostic  evaluation  of  juveniles 
committed  by  the  courts.  The  Department’s 
divisions  include  a Reception  and  Evaluation 
Center,  a school  for  girls,  and  two  schools 
for  boys. 

At  the  Reception  and  Evaluation  Center,  a 
professional  staff  which  includes  a psy- 
chiatrist, physician  and  several  psychologists, 
social  workers,  teachers,  and  nurses  examines 
all  of  the  children  committed  to  determine  if 
any  social,  educational,  psychological,  emo- 
tional, vocational  or  medical  problems  exist. 
No  child  may  be  admitted  to  any  of  the  three 
schools  unless  he  is  first  processed  at  the 
Reception  and  Evaluation  Center  for  a period 
of  four  to  five  weeks.  The  youths  are  then 
returned  to  the  court  with  diagnosis  and 
recommendations  for  final  disposition.  The 
center,  located  in  Columbia,  has  12  major 
buildings  including  5 resident  dorms,  a recrea- 
tion facility  and  an  infirmary.  An  examination 
of  the  records  at  the  Reception  and  Evalua- 
tion Center  revealed  that  during  the  period 
December,  1971,  to  April,  1972,  668  children 
were  admitted,  all  submitted  stools,  and  32 
were  found  to  contain  ascaris  eggs,  5 whip- 


worm eggs,  and  11  hookworm  eggs  (Table 
II). 

The  John  G.  Richards  School  for  Roys  in 
Columbia  cares  for  male  delinquents  between 
the  ages  of  14  and  17  and  has  a capacity  to 
house  270  boys.  The  school  covers  600  acres 
and  includes  a farm  and  dairy  as  well  as  five 
dormitories,  a gymnasium,  infirmary,  an 
activities  building  and  three  vocational  trade 
buildings.  Educational  efforts  are  directed 
toward  academic  defects  and  prevocational 
skills,  with  a social  work  treatment  program 
as  one  major  part  of  the  rehabilitation  effort. 
A staff  of  106  includes  teachers,  nurses  and 
social  workers,  as  well  as  a psychiatrist  and 
physician  who  serve  as  needed.  From  the 
average  daily  population  of  220,  fifty-two 
stool  samples  were  submitted  for  examination, 
one  of  which  was  found  to  contain  ascaris 
eggs. 

The  South  Carolina  School  for  Boys  in 
Florence  assumes  the  care  and  treatment  of 
males  between  the  ages  of  10  and  14.  The 
school,  covering  600  acres,  has  14  major  build- 
ings which  include  an  administration  build- 
ing, six  residential  cottages,  a recreation 
building,  gymnasium,  infirmary,  chapel  and 
a dining  hall-auditorium.  Emphasis  is  placed 
on  academic  remedial  education  rather  than 
vocational  training.  A staff  of  86  persons  in- 
cluding a psychologist,  psychiatrist,  several 
social  workers,  special  education  teachers 
and  a nurse  employ  psychological  treatment 
principles  as  a means  to  modify  unacceptable 
antisocial  behavior.  With  capacity  of  250,  the 
school  has  a daily  average  population  of 
approximately  200.  Of  the  eighty-two  samples 
obtained  from  these  students,  12  (14.6  per- 
cent) were  found  positive  for  ascaris  (Table 
II).  As  a result  of  these  findings,  the  ad- 
mission procedure  for  all  new  students  has 
been  revised  to  include  treatment  with  the 
anthelmintic  pyrantel  pamoate. 

The  Riverside  School  for  Girls,  in  Colum- 
bia, has  10  major  buildings  which  include 
four  dormitories,  a gymnasium  and  an  educa- 
tional unit.  The  school  is  in  charge  of  the 
treatment,  education,  and  rehabilitation  of 
females  between  the  ages  of  10  and  21.  The 
professional  staff  is  comprised  of  a psycholo- 


282 


The  Journal  of  the  South  Carolina  Medical  Association 


INTESTINAL  PARASITES 


gist,  psychiatrist,  nurse  and  several  teachers 
and  social  workers.  Efforts  are  made  to  im- 
prove academic  education  and  alleviate 
social  problems.  Special  rehabilitation  tech- 
niques for  this  purpose  have  been  initiated 
at  this  school.  Currently  there  are  78  em- 
ployees and  one  hundred  girls  at  this  school. 
Stool  samples  from  each  resident  were  ex- 
amined and  no  helminth  ova  were  found. 
SUMMARY 

A survey  for  intestinal  parasites  was  made 
in  eight  institutions  operated  by  the  State  of 
South  Carolina  and  the  results  of  the  stool 
examinations  were  made  known  immediately 
to  the  institutions.  The  infected  individuals 
were  treated  and  an  education  program  on 
how  to  prevent  reinfection  was  conducted 
for  residents  of  these  institutions.  Staff  train- 
ing programs  were  also  held. 

While  progress  has  been  made  in  recent 
decades,  there  are  still  many  persons  in  South 
Carolina  state  institutions  who  harbor  ascaris, 
whipworm  and  hookworm.  Examination  of 
the  stools  from  a total  of  2,164  individuals 
residing  in  various  state  institutions  for  para- 
site ova  showed  that  6.4  percent  harbor  in- 


testinal nematodes.  Those  infected  were  from 
33  different  counties  in  all  areas  of  this  state, 
from  the  piedmont  to  the  coast.  Parasitic 
infection  therefore  can  be  considered  to  be  a 
state-wide  problem. 

In  view  of  the  prevalence  observed,  trained 
volunteer  workers  should  be  encouraged  to 
visit  homes  from  which  the  infected  individ- 
uals come  to  instruct  the  entire  household  in 
the  practice  of  correct  personal  hygiene  and  to 
recommend  construction  of  sanitary  facilities 
where  needed.  Anthelmintic  medication  to 
remove  parasites,  and  information  through 
educational  materials  on  how  to  protect 
themselves  from  such  infections  should  also 
be  stressed.  All  state  institutions  should  be 
encouraged  to  include  a fecal  examination  or 
anthelmintic  treatment  as  part  of  the  admis- 
sions procedure  as  a service  to  and  safeguard 
for  their  residents. 
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Is  Cardiac  Resuscitation  Worthwhile? 

A Decade  of  Experience 

J.  G.  Lemire  and  A.  L.  Johnson,  New  Eng  J Med 
286:970-972  (May  4)  1972 

In  one  decade  ( 1960)  to  1970).  1,204  patients  were 
resuscitated  by  a mobile  team  in  a general  hospital, 
with  an  overall  survival  rate  to  discharge  of  19.1%. 
In  the  230  survivors,  the  survival  rate  of  one  year 
was  74%,  at  two  years  59%,  and  at  three  years  51%. 
In  the  largest  diagnostic  group  (coronary  artery  dis- 
ease), the  survival  rates  were  similar,  ie,  70%,  55%, 
45%  at  the  end  of  the  first,  second  and  third  years, 
respectively.  A random  study  of  15%  of  the  survivors 
showed  that  their  functional  capacity  pre-  and  post- 
resuscitation was  unchanged.  Half  were  under  60 
years  of  age  and  80%  were  under  70. 


Blood  Volume  Changes  and  Transfusion  Requirements 
of  Burned  Patients  After  Shock  Phase  of  Injury 
P.  Hinton  et  al.  Lancet  1:913-915  (April  29)  1972 
Blood  volume  was  measured  after  the  shock  phase 
(first  48  hours)  in  11  patients  with  major  burns. 
Normal-to-low  blood  volumes  were  found,  associated 
with  failure  to  expand  the  plasma  volume  to  com- 
pensate for  a red  cell  deficit.  The  volume  of  trans- 
fused blood  required  to  produce  clinical  evidence  of 
adequate  peripheral  tissue  perfusion  exceeded  calcu- 
lated deficits,  in  some  cases  caused  a higher-than- 
normal  central  venous  pressure,  and  resulted  in  an 
increase  in  urinary  sodium  excretion.  Hemoglobin 
levels  bore  no  relation  to  blood  volume  deficits  or  to 
transfusion  requirements.  Chronic  underperfusion  may 
be  an  important  cause  of  persistence  of  sodium  re- 
tention following  injury.  The  two  most  useful  guides 
to  transfusion  requirements  in  burned  patients  after 
the  shock  phase  are  clinical  estimation  of  peripheral 
tissue  perfusion  assessed  in  a warm  environment  and 
changes  in  urinary  sodium  excretion. 


Lower  Urinary  Obstruction  in  Infancy 

S.  Tsingoglou  and  J.  A.  S.  Dickson,  Arch  Dis  Child 

47:215-217  (April)  1972 

One  hundred  sixty-five  consecutive  cases  of  lower 
urinary  obstruction  in  infancy  were  seen  in  one  12- 
year  period.  The  most  common  lesions  were  posterior 
urethral  valves  (91),  ectopic  ureterocele  (34),  steno- 
sis or  atresia  of  the  urethra  (8),  bladder  neck  ob- 
struction (6),  urethral  diverticulum,  and  pelvic 
masses,  5 each.  There  were  ten  different  diagnoses 
among  the  remaining  16  cases.  An  accurate  diagnosis 
was  obtained  by  intravenous  pyelography  or  cysto- 
urethrography. The  treatment  was  directed  to  cor- 
rection of  electrolyte  and  water  disturbances,  fol- 
lowed by  early  relief  of  the  obstruction.  The  mortal- 
ity rate  was  32.5%  for  children  admitted  in  the  first 
month  of  life,  and  only  8%  thereafter,  with  an  overall 
rate  of  18%. 

Cutaneous  Sarcoidosis:  Clinical  Features  and 
Management 

O.  P.  Shanna,  Chest  61:320-325  (April)  1972 

Of  145  patients  with  clinical  and  histologic  evidence 
of  sarcoidosis,  41  (28%)  presented  with  various 
cutaneous  manifestations  of  the  disease.  The  skin 
lesions  included  erythema  nodosum  in  14  patients, 
lupus  pernio  in  6,  skin  plaques  in  9,  maculopapular 
eruptions  in  10,  and  scars  in  2 patients.  Erythema 
nodosum  was  accompanied  by  early  reversible  bi- 
lateral hilar  adenopathy  in  64%  of  patients;  x-ray 
abnormality  cleared  in  79%  of  patients.  Lupus  pernio 
and  skin  plaques  were  associated  with  a chronic  per- 
sistent course.  Radiologic  clearing  of  the  lungs 
occurred  in  22%  of  patients  with  skin  plaques  and 
in  none  of  the  patients  with  lupus  pernio.  Unsightly 
lesions  may  be  corrected  by  oral  and  topical  corti- 
costeriod  therapy.  Chloroquine  has  proved  to  be 
effeotive  in  selected  instances  of  chronic  cutaneous 
sarcoidosis. 
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ORTHOPAEDIST 

FRED  S.  WILLIAMS,  M.D.* 


A special  day  of  appreciation  for  John 
Arthur  Siegling,  M.  D.,  Head  of  the  Depart- 
ment of  Orthopaedics  at  the  Medical  Univer- 
sity of  South  Carolina,  was  observed  on  April 
29,  1972. 

Dr.  Siegling’s  former  and  present  residents, 
with  the  attending  orthopaedic  staff  of  the 
Medical  University,  honored  him  on  that  day 
for  his  30  years  of  service  to  orthopaedics  in 
South  Carolina. 

John  Arthur  Siegling  was  born  in  Charles- 
ton, S.  C.,  on  March  14,  1907.  He  attended 
local  schools  throughout  grade  and  high 
school.  After  receiving  his  baccalaureate  de- 
gree from  the  College  of  Charleston,  he 
acquired  his  M.D.  degree  from  the  Medical 
College  of  the  State  of  South  Carolina  in 
1932.  A year  of  general  internship  at  Roper 
Hospital  followed.  Under  Dr.  K.  M.  Lynch 
he  served  as  instructor  in  pathology  and  ran 
a private  general  practice.  During  this  time 
plans  to  become  an  orthopaedist  were  com- 
pleted. 

Credit  should  be  given  for  young  Dr.  Sieg- 
ling’s wisdom  in  foreseeing  the  future  of  this 
burgeoning  specialty  called  orthopaedics  and, 
moreover,  in  recognizing  the  brilliance  of 
Dallas  B.  Phemister,  under  whom  he  chose  to 
train.  So  on  June  28,  1934,  John  Siegling  left 
South  Carolina  for  Illinois  and  the  University 
of  Chicago,  which  at  that  time  was  the  mecca 
of  orthopaedics  in  this  country.  Three  years 
later  lie  had  both  completed  his  residency 
and  married  his  sweetheart  of  many  years, 
Magdalen  K.  Haskell  of  Charleston. 

For  five  years  Dr.  Siegling  practiced 
orthopaedics  at  the  Carle  Clinic  in  Urbana, 
Illinois.  Then  the  call  of  the  Carolina  Low 
Country,  as  well  as  a position  at  his  medical 

“Medical  University  of  South  Carolina,  Charleston, 
S.  C. 


alma  mater  in  Charleston,  drew  him  back 
home.  In  1953  he  became  clinical  professor 
of  orthopaedics  at  the  Medical  College  of 
South  Carolina,  a position  he  holds  today. 

His  professional  accomplishments  are 
many.  He  is  a member  of  the  Specialty  Board 
of  Orthopaedics,  the  American  College  of 
Surgeons,  the  American  Academy  of  Ortho- 
paedic Surgeons,  and  the  American  Ortho- 
paedic Association,  whose  roster  is  limited 
to  150  North  American  orthopaedists. 

Dr.  Siegling  is  a past  president  of  the  South 
Carolina  Orthopaedic  Association  and  of  the 
South  Carolina  Blue  Shield;  he  has  served  as 
Secretary  of  the  Roper  Hospital  Board  of 
Commissioners  and  as  chairman  of  a State 
Board  of  Health’s  Advisory  Committee. 
Presently,  he  is  orthopaedic  consultant  to 
the  United  States  Naval  Hospital  and  to  the 
Veterans  Administration  Hospital  in  Charles- 
ton. Considerable  time  and  energy  are  spent 
in  the  State’s  Crippled  Children’s  Program. 
In  addition,  Dr.  Siegling  engages  in  a busy 
private  practice. 

During  his  productive  career  Dr.  Siegling 
has  found  time  to  publish  numerous  scientific 
articles,  and  he  has  served  as  examiner  in 
pathology  on  the  Board  of  Orthopaedics. 

Aside  from  his  accomplishments  in  medi- 
cine, Dr.  Siegling’s  efforts  and  interests  in 
other  areas  are  noteworthy.  He  possesses  a 
profound  love  of  music  and  is  an  active  par- 
ticipant and  supporter  of  various  musical 
groups  in  Charleston.  In  this  regard,  he  has 
been  president  of  the  Society  for  the  Preserva- 
tion of  Spirituals  and  vice-president  of  the 
Charleston  Symphony. 

Drama  is  another  of  Dr.  Siegling’s  cultural 
interests.  In  undergraduate  days  he  was  sec- 
retary and  later  vice-president  of  the  College 
Dramatic  Society.  More  recently  he  has 
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served  as  president  of  the  Footlight  Players, 
Charleston’s  oldest  Little  Theatre  group. 

Interested  in  all  levels  of  education,  Dr. 
Siegling  has  headed  the  College  of  Charleston 
alumni  and  has  served  as  a trustee  of  the 
College  of  Charleston. 

Through  the  years  Dr.  Siegling  has  main- 
tained his  boyhood  love  of  the  outdoors.  Boat- 
ing, shrimping,  and  crabbing  continue  to  be 
relaxing  activities  for  him.  His  Sullivan’s 
Island  beach  home,  appropriately  named 
Sans  Souci  (“without  worry”),  is  a quiet 
summer  retreat  where  his  three  children  and 
ten  grandchildren  visit. 

Although  a biography  gives  some  idea  of 
the  talents  and  abilities  of  the  Doctor,  one 
must  personally  know  him  to  fully  appreciate 
the  charm  and  charisma  of  the  man.  He 
possesses  a capacity  for  work  and  an  en- 
thusiasm for  life  which  are  indeed  rare  and 
inspiring. 

The  program  for  “Siegling  Day’’  was  a full 
one.  A surprise  morning  coffee  at  which  Dr. 
Siegling  found  assembled  almost  all  of  his 
28  former  residents  began  the  occasion.  Later 
that  morning  at  Surgical  Grand  Rounds,  an 
orthopaedic  topic  of  current  interest  to  those 
in  numerous  branches  of  medicine  was  pre- 


sented by  Dr.  Siegling:  “The  Development 
of  Total  Hip  Replacement.” 

The  simultaneous  replacement  of  both 
femoral  head  and  acetabulum  by  prosthetic 
components  has  recently  become  an  accepted 
treatment  for  various  disorders  of  the  hip 
and  is  perhaps  the  most  important  advance- 
ment in  orthopaedic  surgery  in  recent  years. 
Dr.  Siegling  first  cited  the  goals  of  all  hip 
surgery: 

1.  to  eliminate  pain 

2.  to  correct  or  decrease  deformity 

3.  to  increase  mobility 

4.  to  obtain  stability 

Most  prior  methods  of  treatment  of  hip  dis- 
orders failed  in  one  or  more  of  these  goals. 
For  example,  hip  fusion,  which  eliminates 
pain  and  affords  excellent  stability,  sacrifices 
mobility. 

Historically  Dr.  Siegling  noted  efforts  by 
many  physicians  to  find  the  ideal  solution 
to  hip  problems.  Hip  fusion,  cup  arthoplasty 
(a  procedure  in  which  a metal  cup  is  placed 
as  interposition  material  between  the  dis- 
eased femoral  head  and  the  acetabulum)  and 
femoral  head  replacement  by  a metal  pros- 
thesis until  rather  recently  have  been  in  this 
country  the  only  generally  accepted  surgical 
methods  of  treating  certain  disorders  of  the 
hip. 

In  1962  after  years  of  careful  work  and 
experimentation  John  Charnley,  a British 
orthopaedist,  began  to  use,  with  good  clinical 
results,  a method  of  replacement  of  both 
femoral  head  and  acetabulum  by  prothetic 
devices. 

He  uses  a stainless  steel  femoral  head  com- 
ponent and  a high  density  polyethylene  aceta- 
bular device.  An  important  aspect  of  the  new 
procedure  is  the  use  of  an  acrylic  substance, 
methyl  methacrylate,  which  serves  to  fix  the 
prosthetic  components  firmly  in  their  relation- 
ship to  bone.  Methyl  methacrylate  is  initially 
of  putty-like  consistency,  but  it  can  be  pressed 
into  the  interstices  of  bone  where  it  hardens 
within  minutes  to  afford  rigid  mechanical 
fixation  of  the  prostheses  to  bone  although 
there  is  actually  no  chemical  bond  formed 
between  the  methyl  methacrylate  and  the 
bone  or  prosthetic  devices.  Since  1962  other 
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workers  have  developed  with  varying  degrees 
of  success  variations  of  the  materials  and  the 
techniques  used  by  Chamley. 

Marked  relief  of  pain  following  surgery  is 
one  of  the  most  beneficial  aspects  of  the  pro- 
cedure. Another  is  the  relatively  short  con- 
valescent period.  Partial  weight  bearing  is 
usually  begun  within  one  or  two  weeks  post- 
operatively,  and  full  weight  bearing  begins 
several  weeks  later. 

As  with  all  surgery,  complications  are 
possible.  Toxic  effects  from  the  methyl  metha- 
crylate at  the  time  of  surgery  have  been 
reported.  Postoperative  dislocation  of  the 
prosthetic  joint,  loosening  of  the  prosthetic 
device,  and  wound  infection  are  occasional 
complications. 

The  indications  for  total  hip  replacement 
are  inexactly  defined  and  are  changing  as 
more  experience  and  clinical  data  are  gained. 
To  date  its  greatest  use  has  been  in  the  older 
individual  affected  by  osteoarthritis  who  has 
disabling  disease  of  both  femoral  head  and 
acetabulum  and  who  is  capable  of  withstand- 
ing major  surgery.  Rheumatoid  arthritis; 
aseptic  necrosis  of  the  femoral  head;  hip 
dysplasia;  and  failure  of  hip  fusion,  cup 
arthroplasty,  or  prosthetic  femoral  head  re- 


placement are  other  conditions  in  which  total 
hip  replacement  has  found  usage. 

Thus,  despite  a lack  of  many  years  clinical 
follow-up,  so  necessary  to  assay  the  final 
worth  of  a method  of  treatment,  total  hip 
replacement  appears  to  be  a significant  ad- 
vancement in  hip  surgery. 

Dr.  Siegling’s  review  of  total  hip  develop- 
ment was  followed  by  case  and  patient  pre- 
sentations of  several  individuals  who  had 
undergone  this  procedure  at  the  Medical 
University  with  gratifying  results. 

At  an  evening  banquet  Dr.  Robert  M. 
Paulling,  a former  resident  of  the  Medical 
University  program  and  at  present  a member 
of  the  orthopaedic  attending  staff,  reviewed 
“The  History  of  Orthopaedics  at  the  Medical 
University  of  South  Carolina.”  This  history 
was  largely  an  account  of  the  progress  of 
orthopaedics  at  the  Medical  University  under 
Dr.  Siegling’s  able  and  untiring  direction. 

To  the  residents  and  students  he  has  taught, 
the  colleagues  with  whom  he  has  worked, 
and  surely  to  the  many,  many  patients  for 
whom  he  has  cared,  “Siegling  Day”  was  a 
sincere  expression  of  appreciation  to  John 
Arthur  Siegling  for  an  on-going  career  of 
accomplishment,  dedication  and  service. 


SOURCES 

Medical  Men  of  Distinction,  Phi  Chi  Quarterly,  Vol. 
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A NEWSPAPER  ADVERTISING  PERSPECTIVE 


CHARLESTON,  S.  C.  1909 

RICHARD  G.  PUGII0 


While  rummaging  through  a landfill  one 
Saturday  in  Charleston  some  six  years  ago,  I 
came  across  several  bound  volumes  of  news- 
print. It  had  rained  recently  and  those  on 
top  had  sustained  the  greatest  water  damage, 
to  the  point  of  obliteration.  On  the  bottom, 
however,  was  a volume  of  Charleston  News 
and  Courier  newspapers  covering  the  first 
quarter  of  1909.  What  a find!  Evidently  these 
originals  had  been  reduced  to  microfilm  and 
discarded. 

From  time  to  time  I have  used  the  news- 
paper for  minor  research  on  various  subjects 
ranging  from  ‘What  they  were  wearing 
(driving,  smoking,  drinking)  in  Charleston  in 
1909',  to  the  political  thought  of  the  day. 
(President  Taft  was  inaugurated  during  this 
period  and  received  a full  front  page  spread. ) 
More  recently  my  interest  has  centered  on 
advertising  medical  products  and  health  ser- 
vices. 

The  Federal  Food  and  Drug  Administra- 
tion has  launched  a project  recently  to  study 
the  efficacy  of  between  100,000  and  500,000 
over-the-counter  drug  and  health  aids.  The 
program  will  take  in  excess  of  three  years  to 
complete,  but  at  the  end  of  this  period  specific 
recommendations  will  be  made  concerning 
the  future  sale  of  literally  tens  of  thousands 
of  these  items.  Evidently,  FDA  officials  have 
reasons  to  believe  many  of  these  patent  medi- 
cines fail  to  live  up  to  their  advertising  claims. 

Eveiy  item  from  headache  preparations  to 
nose  drops,  to  skin  creams,  and  iron  tonics 
will  h ave  to  prove  some  measure  of  effective- 
ness or  be  withdrawn  from  the  market. 

“Staff,  South  Carolina  Medical  Association 


Although  there  is  laxness  today  in  the  laws 
governing  the  advertising  of  certain  patent 
medicines  (thus  necessitating  the  FDA 
study),  in  1909  there  apparently  were  no  rules 

at  all. 

The  one  malady  for  which  products  and 
services  were  advertised  in  every  issue  was 
VD.  This  struck  me  as  being  just  a little  odd, 
having  been  raised  in  Charleston  and  know- 
ing the  traditionally  conservative  nature  of 
the  area.  Many  of  the  ads  were  cloaked  in 
secrecy  with  “mailed  directly  to  you  in  a plain 
brown  wrapper”  pitch;  others  were  more 
obvious. 

During  this  period,  too,  there  appeared 
substantial  advertising  in  the  News  and 
Courier  by  a clinic  in  Savannah,  Georgia.  One 
can  only  assume  that  the  “doctors”  referred 
to  in  the  DR.  HATHAWAY  and  COMPANY 
layouts  were  either  naturopaths  or  chiro- 
practors. Figure  1 illustrates  the  commonly 
used  technique  by  Dr.  Hathaway  of  taking  a 
swipe  at  “inexperienced  practitioners  and 
“would-be  specialists”  of  the  day. 

At  any  rate,  it  is  interesting  to  note  that 
the  “private  contracted  diseases”  the  good 
“doctor"  refers  to  in  the  first  paragraph  are 
in  all  probability  venereal  by  nature.  Both 
Savannah  and  Charleston,  being  seaport 
cities,  were  having  their  share  of  venereal  dis- 
eases during  this  period.  Up  until  this  time, 
mercury  was  the  only  medically  accepted 
treatment  available  for  syphilitics;  arsphena- 
mine  and  neo-arsphenamine  (Salvarsan  606) 
would  not  be  introduced  until  late  1909  or 
early  1910.  Very  little  information  can  be 
obtained  on  treatment  for  gonorrhea.  In  this 
regard  then,  balms,  salves,  “new”  systems  of 
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treatment,  and  potions  were  all  having  a 
field  day  with  these  diseases. 

Dr.  Hathaway’s  practice  was  indeed  broad. 
He  claimed  “.  . . quickest  cures  for  heart, 
liver,  kidney,  prostatic  or  pelvic  disorders, 
varicocele,  piles,  fistula,  chronic  constipation”, 
in  addition  to  “.  . . diseases  peculiar  to  men” 
and,  of  course,  the  old  euphemism  for 
syphilis,  “blood  poison”. 

The  next  two  illustrations  show  the  extent 
of  interest  shown  toward  venereal  disease  by 
the  manufacturers  of  patent  medicines. 

No  pretenses  are  made  concerning  the  pur- 
pose of  this  over-the-counter  item.  The  word 
injection  stumped  me  for  a minute  until 
guessing  that  this  term  probably  referred  to 
intra-urethral  placement  of  this  concoction. 
Notice  too,  the  spelling  of  gonorrhea. 


It  is  a mistake,  a very  serious  mistake, 
a waste  of  time  and  money  and  cause  of 
needless  suffering  to  depend  upon  local 
doctors  and  patent  medicines  for  private 
contracted  diseases. 

Often  we  are  called  upon  to  correct  the 
| mistake  of  inexperienced  practitioners  and 
would-be  specialists  after  the  disease  has 
had  such  a start  that  it  is  almost  impos- 
sible to  stamp  it  out. 

See  Dr  Hathaway  & Co  for  the  surest, 
safest,  quickest  cure  for  Heart,  Liver, 
Kidney  or  Bladder  Trouble,  Nerve  or 
Brain  Exhaustion,  Frastatic  or  Pelvic  Dis- 
orders, Varicocele,  Piles,  Fistula,  Chronic 
Constipation,  Special  Diseases  peculiar  to 
Men,  Specific  Blood  Poison,  etc. 

We  treat  a hundred  of  these  difficult 
cases  successfully  where  the  local  doctors 
treat  one. 

Our  experience  is  your  protection.  Our 
prices  reasonable.  Call  or  write  us  in  con- 
fidence. Ask  for  our  free  Booklet  for 
Men. 

DR  HATHAWAY  & CO. 

500  Nationnl  B»nk  H n i Id i n g, 

SAVANNAH.  GA. 


The  popular  slang  term  of  the  day  for  GC 
was  “gleet”,  as  it  is  in  some  areas  of  the 
country  now.  Today  gonorrhea  has  a great 
many  additional  nicknames  . . . clap,  dose, 
drip,  strain,  whites,  morning  glory,  morning 
dew,  running  range  ...  to  name  a few!  Once 
a victim  diagnosed  himself  and  a druggist 
sold  him  BROU,  then  there  would  be  “No 
other  treatment  required”. 

In  figure  3 the  preparation  BIG  G was 
presented  too,  as  a treatment  for  gonorrhea. 
This  Cincinnati  based  firm  guaranteed  quick 
cures  but  also  assured  the  user  that  the  prod- 
uct was  safe  “.  . . Guaranteed  not  to  stricture”. 
This  meant  that  other  preparations  for  treat- 
ing this  disease,  perhaps  even  BROU,  might 
cause  urethral  stricturing.  What  of  the  state- 
ment “.  . . not  astringent  or  poisonous”? 

An  item  that  possibly  might  go  unnoticed 
in  the  BIG  G advertisement  was  the  state- 
ment “prevents  contagion”.  Could  this  pos- 
sibly mean  that  this  drug  might  be  used 
prophylactically?  These  and  other  questions 
may  never  be  answered,  though  the  answers 
may  appear  to  be  obvious. 

A bottle  of  BOTANIC  BLOOD  BALM 
( BBB ),  Figure  4,  was  probably  the  best  buy 
of  all  times  if  you  could  believe  the  advertise- 
ment! There  was  one  medicine  . . . balm,  if  you 
will.  . . . that  was  promoted  to  cure  every 
kind  of  disease  known  to  man!  No  disease 
could  stand  up  to  its  botanic  cleansing  in- 
gredients! Ills  such  as  skin  disorders  — even 
cancer  — arthritis,  alopecia,  acne,  pruritis, 
otitis  (even  old  stubborn  cases),  and  spitting 
could  be  cured.  The  primary,  secondary  and 
tertiary  blood  poison  were  of  course,  stages 
of  syphilis,  which  came  and  went,  more  or 
less  with  or  without  medication  of  any  kind. 
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MEN  AND  WOMEN. 

Use  Bi £ CJ  for  unnatural 
diocharKMB.inflarnmtttiono, 
irritations  or  ulceraviona 
of  mucouB  membraneo* 
PaiuleBB,  pnd  not  aatria* 
gent  or  poisonoufl. . 

Sold  by  Drac^IatA, 
or  sent  in  plain  wrapper, 
by  exproaa,  prepaid,  for 
•1 .00.  or  3 bottles  $2.75. 
Circular  «ent  en  rogueat-  | 


No  mention  was  made  however,  of  the  rough- 
est stage  of  “blood  poison”  . . . the  stage 
where  the  victim  became  blind,  lame,  or 
insane. 

Advertisements  other  than  those  concerning 
VD  that  routinely  appeared  throughout  the 
issues  were: 

Dr.  Bull’s  Cough  Syrup  — Guaranteed  to  cure 
consumption  and  catarrh. 

Putt’s  Pills  . . has  specific  effect  on  sluggish 
bowels,  weak  kidneys  and  bladder,  and 
TORPID  LIVER”. 

Chichester’s  Pills  “Pills  in  red  and  gold  metalic 
boxes  sealed  with  blue  ribbon”  . . . This 
ad  doesn’t  say  what  the  pills  are  sup- 
posed to  do. 

Hostetters  Bitters  “.  . . it  is  for  dyspepsia, 
indigestion,  bloating,  biliousness,  kidney 
ills,  insomnia,  colds,  grippe,  malaria, 
fever  and  ague.” 

A preparation  manufactured  by  the  Cooper 
Medicine  Company  out  of  Dayton,  Ohio, 
called  “Cooper’s  New  Discovery”  frequently 
ran  large  testimonial  ads.  As  one  man  testi- 
fied, his  doctor  had  put  him  in  the  hospital 
with  what  the  man  said  was  consumption. 
After  reading  of  Mr.  Cooper’s  Discovery, 
“.  . . one  day  I left  the  hospital  and  got  his 
treatment  and  . . .”  total  health!  Another 
endorsement  was  from  a northerner  who  said 
he  was  so  sick  that  when  a friend  who  had 
been  taking  the  elixir  urged  him  to  try  the 
Nciv  Discovery,  “.  . . I was  too  sick  to 
argue.  . .”  He’s  well  now  and  living  in  Brook- 
lyn! 

I found  it  very  entertaining  to  study  these 


advertisements  over  63  years  after  publica- 
tion. It  has  been  suggested  to  me,  however, 
that  in  the  year  2035  (just  63  years  from 
now)  that  today’s  advertising  will  appear 
just  as  humorous. 

What  will  be  the  response  then  to  the 
popular  television  commercial  of  today 
where  the  little  guy  in  the  restaurant  gestures 
enthusiastically,  “TRY  IT,  YOU’LL  LIKE 
IT”! 


Bone  Pains,  Can- 
cer, Scaly  M, 
® Pimnles. 


Many  people  sailer  from  Blood  Poi- 
son and  don’t  know  It.  Read  symp- 
toms. Easily  cured  by  B.  B.  B. 

For  twenty-five  years  Botanic  Blood 
Balm  (B.  B.  B.)  has  been  curing  yearly 
thousands  of  sufferers  from  Primary,  Sec- 
ondary or  Tertiary  Blood  Poison,  and  all 
forms  of  Blood  and  Skin  Diseases.  We 
solicit  the  most  obstinate  cases.  If  you 
have  aches  and  pains  in  Bones,  Back  or 
Joints.  Mucus  Patches  in  mouth,  Sore 
Throat,  Boils,  Copper-colored  Spots,  Ul- 
cers on  any  part  of  the  body.  Hair  or 
Eyebrows  falling  out,  Itching,  Watery 
Blisters  or  Open  Humors,  Bisings  or  Pirn-  ■ 
pies,  take  B.  B.  B.  It  kills  the  poison,  j 
makes  the  blood  pure  and  rich,  complete- 
ly changing  the  entire  body  into  a clean, 
healthy  condition,  healing  every  sore  and 
■Topping  all  aches,  pains  and  itching. 
rheumatism  ok  foul  catarrh, 
with  shoulder  pains,  hawking  or  spit- 
ting, headache,  earache,  even  old,  stub- 
born cases,  are  quickly  cured  by 

BOTANIC  BLOOD  BALM,  (B.  B.  B.,) 
because  these  troubles  come  from  Blood 
Poison. 

CURES  ITCHING  ECZEMA, 

Watery  blisters,  open,  itching  sores  of 
all  kinds,  all  leave  after  treatment  with 
B B.  B..  because  these  troubles  are 
caused  by  blood  poison,  while  B.  B.  B.  I 
kills  the  poison,  makes  the  blood  pure 
and  rich,  heals  the  sores  and  stops  the 
itching  forever. 

BOTANIC  BLOOD  BALM  (B.  B.  B.) 

is  pleasant  and  safe  to  take;  composed 
of  pure  Botanic  ingredients.  It  purifies 
and  enriches  the  blood.  Sample  sent 
free  by  writing  Blood  Balm  Co,  Atlanta. 
Ga.  Druggists,  or  by  express.  $1  per  bot- 
tle. with  directions  for  home  cure. 
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Editorial  Stop  Gap 

The  removal  of  Dr.  Buckland  Thomas  from 
the  state  has  left  the  Journal  without  an 
editor.  Council  has  been  faced  with  the  task 
of  finding  a replacement  on  short  notice.  As 
a temporary  expedient  it  has  asked  the  editor 
preceding  Dr.  Thomas  to  fill  the  gap.  So  the 
old  horse  comes  back  from  pasture  for  a short 
run  on  the  old  route. 

By  the  time  this  reaches  print,  it  is  likely 
that  a new  editor  will  have  been  elected.  It  is 
expected  that  he  will  meet  certain  desirable 
requirements.  Without  intending  to  invite 
any  personal  comment,  the  temporary  editor 
has  amused  himself  by  setting  down  what  he 
considers  to  be  desirable  traits  for  the  editor 
of  a state  medical  journal.  It  is  hoped  that 
they  will  be  met  largely  in  the  person  of  the 
new  incumbent,  to  whom  all  good  wishes  are 
tendered. 

Our  editor  should  be  mature,  tactful,  a 
practitioner  of  one  of  the  less  restricted  fields 
of  medicine,  unbiased,  non  political.  He 


should  be  familiar  to  a degree  with  medical 
journalistic  literature  and  have  some  literary 
flare  and  an  ability  in  writing. 

He  should  be  familiar  with  overall  official 
activities  of  the  Association,  have  some 
arrangement  with  some  institution  or  library, 
which  can  furnish  the  necessary  references, 
check  bibliographies  and  be  a possible  source 
of  articles  (a  large  number  of  our  scientific 
papers  come  from  the  Medical  University  of 
South  Carolina). 

He  requires  some  knowledge  of  the  tech- 
nical side  of  printing  as  regards  type  faces, 
composition,  proofreading  etc. 

The  best  editor  requires  a competent 
assistant  to  take  care  of  details,  but  he  must 
be  willing  to  devote  a considerable  amount  of 
time  to  his  work. 

These  qualities  may  not  all  be  united  in 
one  person.  Certainly  the  majority  of  them 
are  essential  to  smooth  operation. 

Joseph  I.  Waring,  M.D. 


50  YEARS  AGO 

July, 1922 

The  Seventh  District  Medical  Society  held 
a most  successful  meeting  with  a large  at- 
tendance. An  article  in  the  Department  of 
Obstetrics  and  Gynecology  noted  that  South 
Carolina  had  the  highest  maternal  death  rate 
of  any  of  the  states.  There  was  some  comment 
on  an  article  on  sacral  anaesthesia  by  Dr. 
James  A.  Ravenel  of  Charleston. 
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SCMA  — New  Members 


Dr.  Billy  R.  Blackwell 

376  \V.  Palmetto  St. 
Florence,  S.  C.  29501 
Dr.  John  W.  Brown 
27 19  Midcllebnrg  Dr. 
Columbia,  S.  C.  29204 
Dr.  Robert  D.  Capell 
Cedar  Rock  St. 

Pickens,  S.  C.  29671 
Dr.  Norman  Cooper 
80  Barre  St. 

Charleston,  S.  C.  29401 
Dr.  E.  Eugene  Epting,  Jr. 
Newberry,  S.  C.  29108 
Dr.  Hans  K.  Habermeier 
145  \V.  Cheves  St. 
Florence,  S.  C.  29501 
Dr.  Kim  A.  Keeley 
80  Barre  St. 

Charleston,  S.  C.  29401 
Dr.  Henry  C.  Martin 


1525  N.  Fant 
Anderson,  S.  C.  29621 
Dr.  Edward  C.  Mattison 
1530  N.  Fant 
Anderson,  S.  C.  29621 
Dr.  James  C.  Owens 
2757  Laurel  St. 

Columbia,  S.  C.  29204 
Dr.  William  S.  Powell 
80  Barre  St. 

Charleston,  S.  C.  29401 
Dr.  Benjamin  C.  Riggs 
80  Barre  St. 

Charleston,  S.  C.  29401 
Dr.  Robert  C.  Schnackenberg 
Drawer  119 
Columbia,  S.  C.  29202 
Dr.  Robert  M.  Scoville 
1 03  Dotson  St. 

Rock  Hill,  S.  C.  29730 


PHYSICIAN  DESIRES  EMPLOY- 
MENT August  1 - December  31,  1972. 
One  year  internal  medicine  training 
completed.  Willing  to  do  emergency 
room  work  or  general  practice,  prefer- 
ably without  obstetrics.  For  further 
information  write  Box  A,  SCMA,  113 
North  Coit  Street,  Florence,  S.  C.  29501. 
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NEW  HIGH  POTENCY  ANTACID 


FOR  RELIEF  OF  ULCER  PAIN 


STUART  PHARMACEUTICALS  | Division  or  ICI  America  Inc.  | Wilmington,  Del.  19899 1 Pasadena,  Calif.  91109 


Femininity  sc  Vaginiti: 


lany  women  still  believe  that  a 
Iiuche  is  a cure-all  for  vaginal 
S cretions  and  malodor.  Mother 
t Is  daughter  and  the  myth  is 
Irpetuated. 

•iOther  cosmetic  products  are  not 
r jch  better.  Though  they  may  be 
e ective  in  some  minor  infections, 
ley  cannot  touch  the  real  medical 
loblem,  which  very  often  is 
jbhomonal  vaginitis. 

Medicine’s  most  effective 
cure  fortrichomonal 

! vaginitis  is  Flagyl® 

S'-  (metronidazole). 

jf  ■ — It  is  also  pleasantly 


feminine  because  it  provides  the 
simplicity  of  oral  medication  . . . 
frees  women  from  the  unpleasant 
mess  and  bother  of  douches. 

When  the  problem  is  trichomonal 
vaginitis  . . . remember  Flagyl.  It 
cures  trichomoniasis  with  an 
unmatched  high  degree  of 
effectiveness. 

Flagyl  is  indicated  for  the  treat- 
ment of  trichomoniasis  in  both  male 
and  female  patients  and  the  sexual 
partners  of  patients  with  a recurrence 
of  the  infection  provided  tricho- 
monads  have  been  demonstrated 
by  wet  smear  or  culture. 


Flagyl* 

/ brand  of  , ■ ■ , \ 

(metronidazole) 


Indications:  For  the  treatment  of  trich- 
omoniasis in  both  male  and  female 
patients  and  the  sexual  partners  of  pa- 
tients with  a recurrence  of  the  infection 
provided  trichomonads  have  been  dem- 
onstrated by  wet  smear  or  culture.  The 
oral  form  is  indicated  also  for  intestinal 
amebiasis  and  amebic  liver  abscess. 
Contraindications:  Evidence  or  history 
of  blood  dyscrasia,  active  organic  dis- 
ease of  the  CNS,  the  first  trimester  of 
pregnancy  and  a history  of  hypersensi- 
tivity to  metronidazole. 

Warnings:  Use  with  discretion  during 
the  second  and  third  trimesters  of  preg- 
nancy and  restrict  to  those  pregnant 
patients  not  cured  by  topical  measures. 
Flagyl  (metronidazole)  is  secreted  in 
the  breast  milk  of  nursing  mothers.  It 
is  not  known  whether  this  can  be  in- 
jurious to  the  newborn. 

Precautions:  Mild  leukopenia  has  been 
reported  during  Flagyl  use;  total  and 
differential  leukocyte  counts  are  recom- 
mended before  and  after  treatment  with 
the  drug,  especially  if  a second  course 
is  rtecessary.  Avoid  alcoholic  beverages 
during  Flagyl  therapy  because  abdom- 
inal cramps,  vomiting  and  flushing  may 
occur.  Discontinue  Flagyl  promptly  if 
abnormal  neurologic  signs  occur.  Ex- 
acerbation of  moniliasis  may  occur.  In 
amebic  liver  abscess,  aspirate  pus  dur- 
ing metronidazole  therapy. 

Adverse  Reactions:  Nausea,  headache, 
anorexia,  vomiting,  diarrhea,  epigastric 
distress,  abdominal  cramping,  consti- 


pation, a metallic,  sharp  and  unpleasant 
taste,  furry  or  sore  tongue,  glossitis  and 
stomatitis  possibly  associated  with  a 
sudden  overgrowth  of  Monilia,  exacer- 
bation of  vaginal  moniliasis,  an  occa- 
sional reversible  moderate  leukopenia, 
dizziness,  vertigo,  incoordination  and 
ataxia,  numbness  or  paresthesia  of  an 
extremity,  fleeting  joint  pains,  confu- 
sion, irritability,  depression,  insomnia, 
mild  erythematous  eruptions,  "weak- 
ness,” urticaria,  flushing,  dryness  of  the 
mouth,  vagina  or  vulva,  pruritus,  dysuria, 
cystitis,  a sense  of  pelvic  pressure,  dys- 
pareunia,  fever,  polyuria,  incontinence, 
decrease  of  libido,  nasal  congestion, 
proctitis,  pyuria  and  darkened  urine 
have  occurred  in  patients  receiving  the 
drug.  Patients  receiving  Flagyl  may  ex- 
perience abdominal  distress,  nausea, 
vomiting  or  headache  if  alcoholic  bev- 
erages are  consumed.  The  taste  of  alco- 
holic beverages  may  also  be  modified. 
Flattening  of  the  T wave  may  be  seen  in 
EKG  tracings. 

Dosage  and  Administration 
For  Trichomoniasis.  In  the  Female:  One 
250-mg.  tablet  orally  three  times  daily 
for  ten  days.  Courses  may  be  repeated 
if  required  in  especially  stubborn  cases; 
in  such  patients  an  interval  of  four  to 
six  weeks  between  courses  and  total 
and  differential  leukocyte  counts  be- 
fore, during,  and  after  treatment  are 
recommended.  Vaginal  inserts  of  500 
mg.  are  available  for  use,  particularly 
in  stubborn  cases.  When  the  vaginal  in- 
serts are  used,  one  500-mg.  insert  is 


placed  high  in  the  vaginal  vault  each 
day  for  ten  days  and  the  oral  dosage  is 
reduced  to  two  250-mg.  tablets  daily 
during  the  ten-day  course  of  treatment. 
Do  not  use  the  vaginal  inserts  as  the 
sole  form  of  therapy.  In  the  Male:  Pre- 
scribe Flagyl  only  when  trichomonads 
are  demonstrated  in  the  urogenital 
tract,  one  250-mg.  tablet  two  times  daily 
for  ten  days.  Flagyl  should  be  taken  by 
both  partners  over  the  same  ten-day  pe- 
riod when  it  is  prescribed  for  the  male 
in  conjunction  with  the  treatment  of  his 
female  partner. 

For  Amebiasis.  Adults:  For  acute  intes- 
tinal amebiasis,  750  mg.  orally  three 
times  daily  for  5 to  10  days.  For  amebic 
liver  abscess,  500  to  750  mg.  orally  three 
times  daily  for  5 to  10  days. 

Children:  35  to  50  mg./ kg.  of  body 
weight/24  hours,  divided  into  three 
doses,  orally  for  ten  days. 

Dosage  forms:  Oral  tablets  250  mg. 

Vaginal  inserts  500  mg. 
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Each  capsule  contains  50  mg.  of  Dyrenium® 

(brand  of  triamterene)  and  25  mg.  of  hydrochlorothiazide. 


CAN  STOP 

POTASSIUM  DEPLETION 
BEFORE  IT  STARTS 

WITH  NO  SACRIFICE 
OF  THIAZIDE 
EFFECTIVENESS 


Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR 

indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
other  diuretic  therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfunction  or  developing 
hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has  been 
reported  in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall. 

Rarely,  cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed  renal 
insufficiency  (e.g.,  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with  ‘Dy azide’,  check  serum  potassium 
frequently —both  can  cause  potassium  retention  and  some- 
times hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one.  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  patients  on  ‘Dyazide’ 
regularly  for  possible  blood  dyscrasias,  liver  damage  or 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  SK&F). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis, 


and  aplastic  anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metabolic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 

SK&F  CO. 

Carolina,  P.R.  00630 
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IN  EDEMA- IN  HYPERTENSION* 


SOUTH  CAROLINA  REGIONAL 
MEDICAL  PROGRAM 


VINCE  MOSELEY,  M.D.,  Coordinator 


THE  SOUTH  CAROLINA  REGIONAL  MEDICAL  PROGRAM  PLAN 
FOR  MANPOWER  EXTENSION,  AND  FOR  THE  REGIONALIZATION 
OF  SERVICES  AND  RESOURCES  TO  IMPROVE  HEALTH  CARE 

The  Regional  Medical  Program  in  South  Carolina  is  being  greatly  expanded  in 
efforts  involving  health  manpower  development,  primary  health  care  development  pat- 
terns and  regionalization  of  health  facilities,  manpower  and  other  resources.  This  article 
outlines  how  SCRMP  proposes  to  handle  its  broader  function. 


After  consideration  of  the  health  needs  and 
manpower  deficiencies  at  professional,  tech- 
nical and  occupational  levels  in  South  Caro- 
lina, the  Regional  Advisory  Group  at  its 
Annual  Meeting  on  December  9,  1970 

adopted  the  following  statement: 

“The  South  Carolina  Regional  Medical  Program  is  to 
continue  programs  for  physicians,  dentists,  nurses, 
technical,  allied  health  professional  and  occupational 
groups,  directed  towards  improving  patient  care  by 
continuing  education  and  demonstration  programs  for 
the  improvement  of  health  manpower,  the  demonstra- 
tion and  encouragement  of  new  techniques  for  diag- 
nosis and  treatment,  programs  for  the  improvement 
of  facilities,  particularly  community  hospitals,  and 
research  and  training  in  methods  to  improve  the 
delivery  of  health  services  and  care.  In  addition  to 
devoting  attention  to  disease  areas  of  primary  con- 
cern — heart  disease,  cancer,  and  stroke,  kidney  dis- 
ease and  other  related  diseases  — these  programs  are 
to  utilize  the  specifically  identified  resources  and 
linkages  in  ways  that  will  deal  effectively  with  such 
problems  as  cost  control,  increased  accessibility, 
improved  communications,  and  improved  standards. 
Through  the  Medical  District  Committees  of  the 
Regional  Medical  Program,  and  their  committee 
relationships  in  liaison  with  agencies  concerned  with 
planning  or  administration  of  health  care  programs, 
data  are  to  be  developed  which  will  lead  to  assist- 
ance in  proper  planning  and  priority  setting  in 
respect  to  specific  population  and  geographic  needs. 
In  order  to  assist  in  cost  control,  emphasis  is  to  be 
specifically  directed  toward  programs  which  will  pro- 


vide for  early  case  finding,  early  diagnosis,  ambu- 
latory care,  and  preventive  medicine  in  its  broadest 
sense.  Efforts  to  improve  nutrition  and  emergency 
medical  services  are  additionally  recognized  as  ob- 
jectives.” 

A New  Mission  Statement  for  Regional  Medical 
Programs  was  adopted  by  the  National  Advisory 
Council  in  June  1971.  According  to  this,  RMP  is  a 
“functioning  and  action-oriented  consortium  of  pro- 
viders responsive  to  health  needs  and  problems.  It 
is  a framework  within  which  all  providers  can  come 
together  to  meet  health  needs  that  cannot  be  met 
by  individual  practitioners,  health  professionals,  hos- 
pitals and  other  institutions  acting  alone.  It  also  is 
designed  to  take  into  account  local  resources,  patterns 
of  practice  and  referrals,  and  needs.  As  such,  it  is  a 
potentially  important  force  for  bringing  about  and 
assisting  with  changes  in  the  provision  of  personal 
health  services  and  care.” 

Meeting  in  Myrtle  Beach  April  29-30,  1972,  the 
SCRMP’s  Regional  Advisory  Group  authorized  the 
organization  to  broaden  its  goals  in  the  following  in 
order  to:  support  planning  and  organization  of 

community  based  health  education  programs;  promote 
and  plan  for  physician  assistant  training  projects; 
support  an  expanded  role  of  the  nurse;  coordinate 
recruitment  and  placement  for  new  professional  cate- 
gories; evaluate  impact  and  performance  of  new 
types  of  personnel;  encourage  manpower  surveys 
and  recruitment  programs;  develop  health  professional 
career  opportunities  for  minority  groups;  develop 
and  implement  in-service  education  programs  to 
establish  career  ladders  and  to  upgrade  the  perform- 
ance of  existing  health  personnel. 

Also,  that  a mechanism  be  established  for  con- 
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SCRMP  officials  confer  with  I)r.  Harold 
Margulies,  Director  of  Regional  Medical  Pro- 
grams Service,  Washington,  I).  C.,  during  recent 
Advisory  Group  meeting  in  Myrtle  Beach  that 
resulted  in  an  expanded  health  care  development 
role  for  SCRMP.  Shown  are  (left  to  right):  Dr. 
Charles  P.  Summerall,  III,  associate  coordinator; 
Dr.  Vince  Moseley,  coordinator;  Dr.  Margulies 
and  Dr.  James  W.  Colbert,  Jr.,  chairman  of 
SCRMP’s  Advisory  Group. 

tinning  cooperative  regional  studies  and  modification 
of  the  obstacles  that  discourage  physicians  from  enter- 
ing and  remaining  active  in  primary  community  prac- 
tice of  medicine,  obstacles  and  opportunities  that 
influence  primary  care  roles  for  nurses  and  other 
paramedical  personnel  and  obstacles  to  ambulatory 
care  imposed  by  third  party  payment;  encourage 
use  of  a recently  developed  Problem  Oriented  Medi- 
cal Record;  design  systems  of  public  information 
regarding  available  health  services  and  personal  pre- 
ventive health  measures,  support  emergency  medical 
services  through  education  programs  and  demonstra- 
tion projects;  reduce  infant  mortality  in  minority 
populations,  especially  through  development  of  pre- 
natal care  services  and  nurse  midwifery  programs. 

Additionally,  that  shared  bioengineering  services 
programs  be  developed  to  provide  improved  safety, 
reliability  and  efficiency  in  hospitals,  clinics  and 
practitioners’  offices;  conduct  studies  on  the  de- 
velopment of  facilities  or  programs  for  economical 
domiciliary  care  for  the  incapacitated,  particularly 
the  elderly;  determine  specialized  services  that  are 
appropriate,  needed  and  available  and  through  link- 
ing of  facilities  achieve  the  maximum  amount  of 
cooperation  among  hospitals  and  institutions. 

And  that  SCRMP  be  prepared  to  work  in  coopera- 
tion with  appropriate  professional  societies  who 
express  an  interest  in  exploring  alternative  care  de- 
livery systems  and  that  SCRMP  assist  appropriate 
professional  associations  in  (developing  programs 
assuring  quality  health  care. 

Broadening  of  SCRMP’s  efforts  in  health  care 
delivery  represents  an  expansion  of  the  initial  con- 
cept of  RMP  as  a vehicle  to  speed  the  flow  of 
scientific  knowledge  to  health  providers  in  connection 
with  heart  disease,  cancer,  stroke,  and  related  dis- 
eases. 

The  staff  of  the  South  Carolina  Regional 


Medical  Program  has  been  directed  to  assist 
all  project  and  program  directors  of  current 
operational  SCRMP  programs  in  extending 
their  service,  and  to  assist  applicants  for  new 
projects  to  focus  their  activities  along  the 
broader  lines  of  enhancing  the  availability 
and  quality  of  health  care. 

The  principal  objectives  of  the  SCRMP 
staff,  in  accordance  with  National  Advisory 
Council  Mission  statements  and  the  Regional 
Advisory  Group,  are  to: 

1.  Promote  demonstrations  among  providers  at  the 
local  level  of  both  new  techniques  and  innovative 
delivery  patterns  for  improving  the  accessibility, 
efficiency  and  effectiveness  of  health  care. 

2.  Stimulate  and  support  those  activities  that  will 
both  help  existing  health  manpower  to  provide 
more  and  better  care,  and  will  result  in  the  more 
effective  utilization  and  distribution  of  new  kinds 
(or  combinations)  of  health  manpower.  Further, 
to  do  this  in  a way  that  will  ensure  that  profes- 
sional and  technical  activities  of  all  kinds  (e.g. 
informational,  training)  lead  to  professional  growth 
and  development,  and  are  appropriately  placed 
within  the  context  of  medical  practice  and  the 
community,  by  assisting  with  the  development  of 
Community  Based  Education  Programs,  and  with 
programs  for  the  implementation  of  the  National 
Emergency  Health  Personnel  Act. 

3.  Encourage  providers  to  accept  and  enable  them 
to  initiate  regionalization  of  health  facilities,  man- 
power. and  other  resources  so  that  more  appro- 
priate and  better  care  will  be  accessible  and 
available  at  the  local  and  regional  levels.  In 
fields  where  there  are  marked  scarcities  of  re- 
sources, such  as  kidney  disease,  particular  stress 
will  be  placed  on  regionalization  so  that  the  costs 
of  such  care  may  be  moderated. 

4.  Identify,  develop,  and  facilitate  the  implementa- 
tion of  new  and  specific  mechanisms  that  provide 
quality  control  and  improved  standards  of  care. 
Such  quality  guidelines  and  performance  review 
mechanisms  will  be  required,  especially  in  relation 
to  new  and  more  effective  comprehensive  systems 
of  health  services,  and  by  recent  legislation  and 
draft  guidelines  will  be  necessary  if  RMP  is  to 
play  its  role  in  health  manpower  training,  emer- 
gency medical  services,  areawide  health  education, 
and  the  monitoring  of  quality  of  care  in  HMO’s 
and  experimental  health  delivery  systems. 

In  considering  the  health  manpower  and 
other  service  deficits  in  South  Carolina,  it  is 
very  apparent  that  in  addition  to  numerical 
deficiencies,  distribution  problems  are  of  con- 
siderable magnitude. 

Despite  the  fact  that  the  Medical  Univer- 
sity of  South  Carolina  is  rapidly  expanding 
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its  classes  in  the  several  Colleges,  not  only 
through  on-campus  programs  but  by  consortia 
extending  its  undergraduate  academic  training 
into  several  community  hospitals  throughout 
the  State,  it  is  evident  that  this  will  be  accom- 
panied by  a considerable  time  lag,  and  that 
other  ways  to  deal  with  the  professional  man- 
power shortages  and  other  immediate  prob- 
lems must  be  developed.  Among  these  are  an 
extension  of  existing  manpower  resources  at 
all  levels  by: 

1.  Utilization  of  assistants  and  new  types  of 
personnel; 

2.  Better  coordination  of  transportation  and 
communications  for  consultation,  instruc- 
tion and  referral; 

3.  Application  and  more  widespread  utiliza- 
tion of  new  technology; 

4.  Improved  resources  sharing  throughout  the 
Region  through  program  planning. 

It  was  pointed  out  by  the  RAG  in  Decem- 
ber, 1970,  however,  that  in  order  to  procure 
better  planning  and  a more  systematic  utiliza- 
tion and  application  of  a variety  of  data,  in- 
cluding socio-economic  data,  to  assure  priority 
of  effort,  evaluation  of  efforts,  and  perspec- 
tives as  to  alternatives,  would  require  the 
expansion  and  development  of  appropriate 
and  qualified  staff.  As  a result  of  this,  the 
Regional  Advisory  Group  approved  the  use  of 
Developmental  Component  Funds  for  an  ad- 
vanced planning  study.  Out  of  this  study  has 
developed  the  following  concept  for  the  co- 


Nurses  receive  updated  coronary  care  training 
through  courses  supported  by  the  S.  C.  Regional 
Medical  Program.  Shown  are  (left  to  right): 
Sandra  Harrington,  R.N.,  Kingstree;  Linda  Beaty, 
R.N.,  Myrtle  Beach;  Lillian  White,  R.N.,  James 
Island;  Mary  Weaver,  R.N.,  Walterboro;  Dr. 
Peter  C.  Gazes  and  Jan  Herod,  of  the  Medical 
University  of  S.  C.  Division  of  Cardiology. 


The  SCRMP  supported  statewide  Children’s 
Heart  Screening  Program  is  carried  out  by  Dr. 
Arno  Hohn  (right).  Medical  University  of  S.  C. 
Hospital,  assisted  by  Miss  Julia  Breeden. 

ordination  and  implementation  of  these  sev- 
eral and  related  activities  in  the  Region,  in- 
cluding combining  funds  from  other  agencies 
or  foundations,  both  public  and  private,  with 
those  of  RMP  for  study  or  operational  grant 
purposes. 

CONCEPT: 

It  is  evident  that  for  an  effective  regional 
or  statewide  program  to  be  developed,  and  in 
consideration  of  other  new  program  activities 
now  being  developed  or  supported  by  Fed- 
eral appropriations,  that  an  overall  coordinat- 
ing body  for  the  entire  State  should  be  de- 
veloped to  which  the  Regional  Medical  Pro- 
gram can  effectively  relate  at  the  Regional 
level.  In  addition  to  its  established  sub- 
region  or  community  relationships  with  re- 
gional councils,  CHP-(b)  agencies,  Appala- 
chia, Model  Cities,  Coastal  Plains,  and  other 
health  planning  bodies  or  councils,  the 
SCRMP  now  has  effective  sub-regional  opera- 
tions. At  the  State  level,  however,  and  par- 
ticularly in  view  of  the  compactness  of  the 
entire  State  in  geography,  transportation  and 
communications,  a regional  systems  and  pro- 
gram planning  resource  is  urgently  needed. 

This  is  needed  for  full  community  of  effort 
in  order  to  provide  for  true  regionalization  of 
resources  and  regional  planning.  Currently, 
there  is  no  overall  coordination  or  single  re- 
source for  service  to  assist  community  or  sub- 
regional area  planning  activities  or  to  assist 
or  develop  regionalization  linkages  for  im- 
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Introducing  new  technology  is  an  important 
part  of  the  expanded  SCRMP  mission.  An  ex- 
ample is  linking  community  hospitals  by  tele- 
phone to  major  medical  centers  for  coronary 
care  consultations.  Above,  Mary  Harrelson,  R.N., 
sends  heart  patient’s  electrocardiogram  (EKG) 
from  Dorchester  County  Hospital,  Summerville, 
to  the  Medical  University  of  S.  C.  Hospital’s  CCU 
by  telephone. 

provement  of  health  care  by  systems  ap- 
proaches, or  to  regionalize  communication 
and  consultative  activities  for  health  services. 

The  staff  of  the  South  Carolina  Regional 
Medical  Program  is  currently  providing  to 
some  degree  such  coordination  of  effort,  as 
was  demonstrated  in  the  package  presentation 
of  the  several  grant  applications  submitted  as 
a program  for  the  improvement  of  health 
manpower  through  Physician  Assistants  Train- 
ing Programs  and  consolidated  as  a combined 
grant  application  to  the  National  Center  for 
Health  Services  Research  and  Development 
and  to  the  Health  Manpower  Bureau  of  the 
NIH  and  more  recently  for  a similar  co- 
ordination in  respect  to  developing  a com- 
munity based  health  education  center  linkage 
for  several  related  projects  involving  several 
community  hospitals. 

It  is  also  evident  that  such  statewide  co- 
ordination of  effort  is  immediately  needed  in 
view  of  the  statements  and  recommendations 
made  in  the  Public  Laws  for  the  administra- 
tion of  the  Emergency  Employment  Assist- 
ance Act  of  1971  (PL  92-54),  the  Compre- 
hensive Health  Manpower  Training  Act  of 
1971  (PL  92-54),  and  the  Nurse  Training  Act 
of  1971  (PL  92-577),  the  National  Center  for 
Health  Services  Research  and  Development 
application  guidelines  and  those  developed 


by  the  Regional  Medical  Programs  Service 
and  the  NIH  for  Areawide  or  Community 
Health  Education  Centers. 

To  approve,  establish  local  guidelines,  mon- 
itor and  evaluate  such  activities  a Regional 
Planning  Committee  of  the  RAG  is  to  be 
organized  in  order  to  involve  in  its  delibera- 
tions a number  of  health-related  agencies, 
professional  association  representatives,  gov- 
ernmental representatives,  educational  institu- 
tion representatives,  members  of  the  public, 
representatives  of  CIIP  bodies,  and  the  mem- 
bers of  the  Medical  Districts  Committee,  of 
whom  the  majority  are  now  representative 
RAG  members. 

This  resource  will  also  provide  guidance 
for  Program  staff  to  be  recruited  by  SCRMP 
in  order  to  be  capable  of  providing  the  con- 
sultative staff  support  needed  by  community 
health  study  groups. 

The  expanded  activities  of  SCRMP  pro- 
gram staff,  will  be  directed  towards  coordina- 
tion of  manpower  training,  coordination  of 
continuing  education,  program  planning  and 
development,  systems  analysis,  provision  of 
appropriate  consultation  in  a variety  of  socio- 
economic areas  needed  in  health  planning, 
and  for  the  development  of  demonstration  or 
experimental  programs  and  the  evaluation  of 
these,  and  especially  to  serve  as  an  agency 
for  assistance  in  program  planning  with  in- 
dividual community  efforts  to  provide  for  an 
overall  regional  strategy. 

One  may  ask  if  the  present  SCRMP  staff 
is  not  in  some  sense  providing  for  these  sorts 
of  activities  now.  The  answer  is  Yes,  but  only 
in  a limited  degree. 

The  projects  of  the  South  Carolina  Re- 
gional Medical  Program,  though  initially  in 
1968  and  until  1970  almost  entirely  cate- 
gorically oriented,  have  broadened.  This 
occurred  rapidly  for  most  as  soon  as  project 
directors  knew  that  their  efforts  could  be 
expanded  beyond  the  strictly  categorical  and 
narrower  areas  of  care.  The  Program  Staff  has 
also  sought  to  guide  applicants  for  new  proj- 
ects especially  to  design  and  expand  the  ser- 
vices of  currently  exsiting  personnel  through 
new  technology,  have  promoted  the  re-train- 
ing of  personnel,  and  have  consulted  with 
others  interested  in  new  arrangements  for  the 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Wfould  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Would  it  be  useful  in  clinical  practice 
to  have  government  predetermine 
drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really  I 
determined. 

The  Bureau  of  Drugs  h; 
suggested  the  package  ii 
sert  as  a possible  means'! 
communicating  informatk 
on  relative  efficacy  of  drui 
to  the  physician.  I find  th 
objectionable,  since  I c 
not  believe  the  physici; 
should  have  to  rely  on  th 
source  for  final  scientil 
truth.  There  is  also  a pra 
tical  objection:  Since  fe 
physicians  actuallydi  1 
pense  drugs,  they  seldo 
see  the  package  insert.  1 
any  event,  I would  mail 
tain  that  the  physicia 
should  know  what  drug  1 
wants  and  why  without  d 
pending  on  the  governmei 
or  the  manufacturer  to  te 
him. 

Undoubtedly,  physiciai 
are  swamped  by  excessijj 
numbers  of  drugs  in  son 
therapeutic  categories.  Ai 
I am  well  aware  that  mar 
drugs  within  such  cat' 
gories  could  be  eliminatf 
without  any  loss,  or  pe 
haps  even  some  profit, 
the  practice  of  medicin 
But,  in  my  opinion,  neith' 
the  FDA  nor  any  oth 
single  group  has  the  expe 
tise  and  the  wisdom  nece 
sary  to  determine  the  oi 
“drug  of  choice”  in  a 
areas  of  medical  practice. 
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faker  of  Medicine 


th  G.Kohlstaedt.M.D., 
Vice  President, 

[edical  Research, 

Lilly  and  Company 


In  ly  opinion,  it  is  not 
‘ fnction  of  any  govern- 
ntir  private  regulatory 
“m  to  designate  a “drug 
chice.”  This  determina- 
nt ould  be  made  by  the 
vs  ian  after  he  has  re- 
ve  full  information  on 
joperties  of  a drug, 
n it  will  be  based  on 
3 eperience  with  this 
ug  nd  his  knowledge  of 
s iilividual  patient  who 
seeing  treatment. 

i evaluation  of  com- 
e efficacy  were  to  be 
ide particularly  by  gov- 
ern it,  at  the  time  a new 
being  approved  for 
irk  ing,  it  would  be  a 
eaflisservice  to  medi- 
ae ad  thus  to  the  patient 
msumer.  For  exam- 
en  a new  therapeu- 
aght  is  introduced,  on 
is  of  limited  knowl- 
may  be  considered 
more  potent,  more 
ve,  or  safer  than 
ts  already  on  the 
Conceivably,  at 
me  the  new  drug 
e labeled  “the  drug 
ce.”  But  as  addi- 
linical  experience  is 
lated,  new  evidence 
ecome  available, 
t may  be  apparent 
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that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi2  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


Opinion  ^Dialogue 


What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 


Ampicillin,  Carbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 

WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  14  years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff.  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillin  (ampicillin  trihydrate) 
PyOpeiVdisodmm  carbenicillin) 
BaCtOClll(sod  um  oxacillin) 

and  more  to  come 

Beecham-Massengill 
Pharmaceuticals  BCD 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  250  mg./ 5 cc.  ampicillin 

n Pvooen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  or  carbenicilli  . 

□ Baaodll  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 

500  mg.  and  1 gm.  oxacillin. 


delivery  of  services.  Ambulant  care  and  ser- 
vices to  isolated  or  deprived  areas  have  been 
encouraged,  and  financially  aided  to  improve 
communications.  Educational  supports  for 
professional  and  technical  groups  have  been 
extensively  and  assiduously  organized  and 
supported,  particularly  attempting  via  our 
Education  Service  ETV-Telephone  System 
and  other  communications  systems  to  support 
the  MUSC  to  provide  education  to  improve 
services  and  care  at  the  community  level,  and 
provide  this  in  ways  requiring  as  little  loss  of 
time  as  possible  for  those  receiving  this  in- 
struction to  be  away  from  their  everyday 
professional  practice. 

We  are  now  attempting  to  assist  others  to 
utilize  funds  other  than  RMP  funds  that  are 
now  becoming  available  through  the  Emer- 
gency Employment  Assistance  Act  of  1971 
(PL  94-54),  and  the  Health  Manpower  Train- 
ing Act  of  1971,  both  the  Comprehensive 
Act  (92-578)  and  the  Nurses  Training  Act 
(92-577),  to  further  these  sorts  of  activities, 
and  especially  to  focus  these  in  selected  hos- 
pitals where  expanded  regional  services  and 
supporting  services  for  adjacent  smaller  hos- 
pitals can  be  established  through  the  Com- 
munity-Based Health  Education  Center  type 
concept  and  expanded  hospital  service  link- 
ages. 

As  we  look  at  what  is  needed,  let  us  con- 
sider what  the  Communtiy-Based  Health  Ed- 
ucation facility  for  expanded  manpower  can 
do  with  funds  which  are  being  made  available 
by  the  Congressional  Acts  previously  men- 
tioned. 

We  are  learning  from  our  Medical  District 
Committees  what  the  community  wishes  and 
health  needs  are.  There  is,  however,  no  truly 
coordinating  body  statewide  now  to  assist 
and  able  to  serve  in  expanding  or  coordi- 
nating efforts  except  as  our  Regional  Ad- 
visory Group  and  its  committees  do  now; 
these  can  and  should  assist  more  widely. 
Likewise,  sources  for  systems  planning,  evalu- 
ation, program  planning,  analysis  of  various 
data,  essential  for  any  plan  with  long-range 
prospects,  do  not  exist  in  a coordinated  way 
through  which  priority  setting,  evaluations, 
and  the  development  of  alternatives  and  the 
promotion  of  educational  and  informational 


materials  can  be  skillfully  focused  to  promote 
changes  or  new  ways  for  communities  in  an 
overall  sense,  or  to  prevent  duplication 
through  the  promotion  of  sharing  of  resources 
and  facilities. 

Past  attempts  to  provide  certain  of  these 
consultation  services  by  or  through  our  Re- 
gional Office  Program  Staff,  have  been 
limited  by  force  of  various  circumstances, 
such  as  funding  and  the  time  available  be- 
yond that  required  by  on-going  operations 
and  development. 

Other  agencies,  with  certain  of  these 
capabilities,  are  likewise  limited  to  institu- 
tional needs,  and  thus  at  many  community 
levels,  decisions  are  too  often  taken  without 
the  benefit  of  exact  data  or  the  sort  of  guid- 
ance needed  for  sound  planning  and  for 
alternative  approaches,  and  often  with  dupli- 
cative efforts. 

We  believe,  therefore,  that  South  Carolina 
can  profit  from  a strong  committee  of  the 
RAG  made  up  of  individual  members  who 
have  of  themselves  each  appropriate  stature, 
reasonable  authority,  sufficient  autonomy,  and 
political  impact,  and  who  can  establish  by 
prestige  and  leadership  recognition  plans  for 
better  coordination  and  use  of  funds  and 
grants  to  work  at  the  State  level  with  com- 
munity interests  in  developing  programs  and 
systematic  approaches  to  deal  with  local  prob- 
lems, but  yet  present  these  from  being  too 
isolated;  but  rather  to  be  able  to  encourage 
linkages  and  resource  sharing  with  some 
authoritative  backup.  This  will  not  only 
better  utilize  SGRMP  funds  available  for 
improving  community  health  care,  but  will 
assist  program  development  with  funds  from 
other  sources. 

Such  a committee  will  need  supporting 
staff  capable  of  providing  studies  and  re- 
search to  improve  community  health,  and,  in 
addition,  by  an  appropriate  staff  section  act 
to  guide  educational  activities  needed  in  cur- 
riculum and  program  planning  for  commu- 
nity-based health  education  activities  to  pro- 
mote expansion  of  non-professional  man- 
power, more  uniformity  of  curriculum  and 
training,  and  transferability  of  training  ex- 
periences by  recognition  of  or  certification  of 
academic  equivalency  for  technical  and  oc- 
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A Poison-Drug  Information  Center  at  the  Medi- 
cal University  is  supported  by  SCRMP.  Above, 
Sidney  Smith,  a pharmacist  in  the  MUSC  Hos- 
pital’s Department  of  Pharmaceutical  Services, 
checks  information  received  from  a computer  in 
responding  to  a telephone  query  concerning  poison 
or  drug  information. 

cupational  level  personnel  within  the  Region, 
and  thus  simultaneously  expand  training  to 
increase  the  availability  of  services  and  health 
care,  along  with  improved  employment  and 
advancement  opportunities. 

It  is  only  by  such  coordination  of  effort 
that  dead-ending  in  the  health  service  pro- 
fessional or  occupational  fields  can  be  pre- 
vented, that  career  opportunities  can  be 
opened,  and  that  able  people  can  be  main- 
tained in  employment  as  a result  of  improved 
career  opportunity  in  the  health  service  fields. 

It  w ill  be  only  through  such  efforts  that  the 
turnover  rate  of  some  skilled  and  semi-skilled 
employees  in  health  facilities  can  be  abated, 
and  that  job  barriers  can  be  penetrated  so 
that  occupational  and  educational  ladders  can 
be  achieved.  Only  in  this  way  can  the  staff 
workers  of  smaller  hospitals  be  assured  oppor- 
tunities for  staff  advancements  and  receive 
the  sorts  of  continuing  education  needed  to 
become  and  remain  effective  aides  or  assist- 


ants to  expand  the  efforts  of  the  now  limited 
number  of  health  professionals,  which  latter 
groups,  despite  all  efforts  by  professional 
schools  will  continue  in  short  supply  for 
many  years. 

We  have  advised  the  Governor’s  Office 
and  the  Commission  on  Higher  Education  of 
our  current  plans  to  develop  this  concept  of 
regionalization  of  effort  by  expanding  the 
membership  of  the  Medical  Districts  Com- 
mittee. Through  this  same  mechanism,  better 
coordination  of  all  State  agencies  relating  to 
the  health  field  we  believe  can  be  achieved, 
as  well  as  better  utilization  of  all  our  educa- 
tional resources  in  the  various  colleges  in  our 
State,  community  and  private  institutions, 
including  those  of  the  Medical  University, 
and  our  technical  as  well  as  general  educa- 
tional facilities. 

This  newly  expanded  committee  will  exert 
its  efforts  to  improve  health  manpower  needs 
by  activities  which: 

“A.  Encourage  the  establishment  or  maintenance  of 
programs  to  alleviate  shortages  of  health  personnel 
in  areas,  designated,  through  training  or  retraining 
such  personnel  in  facilities  located  in  such  areas,  or 
to  otherwise  improve  the  distribution  of  health  per- 
sonnel by  area  or  by  specialty  group; 

“B.  To  provide  training  programs  leading  to  more 
efficient  utilization  of  health  personnel; 

“C.  To  initiate  new  types  and  patterns  or  improve 
existing  patterns  of  training,  retraining,  continuing 
education,  and  advanced  training  of  health  personnel, 
including  teachers,  administrators,  specialists,  and 
para-professionals  ( particularly  physicians  assistants, 
dental  therapists,  and  pediatric  nurse  practitioners); 
“D.  To  encourage  new  or  more  effective  approaches 
to  the  organization  and  delivery  of  health  services 
through  training  individuals  in  the  use  of  the  team 
approach  to  delivery  of  health  services  and  other- 
wise; 

“E.  To  assist  State,  local,  or  other  regional  arrange- 
ments among  schools  and  related  organizations  and 
institutions;  and 

“F.  To  promote  regionalization  of  services  through 
improved  communications  involving  the  SCRMP 
MUSC  11-Hospital  Network,  in  cooperation  with  the 
State  ETV  and  telephone  system  and  other  MUSC 
communication  resources.” 

We  hope  members  of  an  expanded  Medical 
District  Committee  to  improve  Community 
Health  Services  will  achieve  coordination  of 
effort  in  trial  of  new  systems,  and  in  extend- 
ing manpower,  activities  which  RMP  is  vitally 
interested  in  and  charged  with,  but  which  it 
can  only  achieve  now  piecemeal  because  it 
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ALCOHOLISM 


DRUG  ADDICTION 


And  Other  Drug  Dependency  Conditions 


WilUnyuMUf,  cMoAspitcd 


A unique  original  program  of  recovery  with  a different  approach. 
For  information  or  to  admit  patients  contact : 


WILLINGWAY  HOSPITAL 

311  Jones  Mill  Road 

P.  O.  Box  508,  Statesboro,  Georgia  30458 

(912)  764-6236 

Member  Georgia  Hospital  Association 


John  Mooney,  Jr.,  M.D. 
Medical  Director 


Dorothy  R.  Mooney 
Administrator 


The 

SENSI-SYSTEM 
for  Allergy 
Diagnosis 
& Treatment 


History-Careful  History  is  essential  to  de- 
termine symptomatology  leading  to  success- 
ful diagnosis  and  treatment.  Self-screening 
patient  review  forms  are  furnished  at  no 
charge  to  help  evaluate  suspected  allergy 
patients. 

Diagnosis-The  Diagnostic  Kit  permits  fast, 
accurate  confirmation  of  suspected  irritants 
of  50  of  the  most  commonly  encountered  al- 
lergens. In  addition,  the  Kit  also  contains 
pollens  for  your  botanical  area,  a scarifier 
and  individual  scarification  tips. 

Treatment-A  personalized  prescription  for 
your  patient  is  compounded  based  on  results 
of  history  and  skin-test  reactions.  This  spe- 
cific treatment  is  meant  to  restore  the  pa- 
tients allergic  balance. 

For  complete  information  on  The  Sensi-Sys- 
tem  of  Allergy  Diagnosis  and  Treatment  . . . 
CALL  (Toll  Free) ...  800-327-1141. 


Name 

Address 

City State Zip 


Jff 

L/v 


Figure  Eight  Island 
INFORMATION 


Figure  Eight  Islanders  are  few  and  far 
between.  Remarkable  people.  Remark- 
able place.  Each  wide-spread  homesite 
looks  to  sea. . .or  to  the  sound  that 
separates  the  island  from  the  world. 
And  existing  beach  houses  are  an 
original  collection  of  distinguished 
architecture.  The  sea:  haunting,  clear 
and  gentle.  The  wide  white  beach 
seeming  to  reach  from  here  to  eternity. 
Highlands,  virgin  beach  forests,  live 
oaks.  Your  children  running  free  on 
rolling  dunes  plumed  with  sea  oats. 
Fishing,  sailing,  crabbing;  storing  up 
the  singular  memories  of  The  Beach. 

In  a very  private  resort  colony  that 
will  have  its  own  beachclub,  pool, 
marina.  And  caters  to  tennis.  Only 
five  miles  of  it,  lying  a mile  off  the 
southern  tip  of  North  Carolina  just 
outside  Wilmington.  (Direct  jet  service 
to  Atlanta,  Washington,  New  York.) 
With  entrance  by  private  causeway 
and  security  guarded  bridge  over  the 
Intracoastal  Waterway.  Only  a few 
people  will  enjoy  this  most  desirable 
remaining  beach  property  on  the 
Eastern  coast.  A number  already  are. 
Write  today  for  full  information  and 
color  brochure:  Figure  Eight  Island 
Company,  Box  738-K,  Wilmington, 
North  Carolina  28401. 

Figure  Eight  Island 

A distinguished  resort  community  created  by 
the  Litchfield  Plantation  Company. 

This  offering  not  available  to  residents  of  states 
where  prohibited  by  law. 


Barry  Laboratories,  Inc., 

461  N.E.  27th  Street, 
Pompano  Beach,  Fla.  33064 


exists  as  only  one  of  the  several  separate 
health-related  organizations. 

It  is  by  this  route  that  we  believe  organized 
Medicine  and  medical  educational  institutions 
can  likewise  best  exert  their  strengths  and 
knowledge  in  guidance  and  evaluation. 

In  order  to  better  carry  out  its  mission  in 
South  Carolina  staff  functions  and  com- 
mittees of  the  Regional  Advisory  Group  will 
be  reorganized  and  be  functionally  oriented 
rather  than  categorically  oriented.  Committee 
membership  will  also  reflect  this  to  greater 
degree  than  previously.  The  SCRMP  will  be 
able  to  respond  more  quickly  to  new  oppor- 
tunities for  the  physicians  of  South  Carolina, 
and  other  members  of  the  health  professions, 
to  assist  in  seeking  and  securing  the  support 
needed  that  will: 

A.  Promote  among  providers  at  the  local 
level  new  techniques  and  innovative  delivery 
patterns  to  improve  accessibility,  efficiency 
and  effectiveness  of  health  care. 

B.  Support  activities  that  would  help  to 
improve  utilization  of  existing  manpower  and 
new  kinds  of  manpower,  especially  in  under- 
served areas. 

C.  Encourage  regionalization  of  health 
facilities. 

D.  Assist  in  developing  specific  mechanisms 
for  quality  control  and  approved  standards  of 
care. 

E.  Likewise,  the  promotion  and  develop- 
ment of  systems  for  (I)  monitoring  the  qual- 
ity of  health  care;  (2)  improvement  in  emer- 
gency medical  services. 

F.  By  such  supports  to  health  services  de- 
livery systems,  better  utilization  and  improved 
distribution  of  health  manpower  for  services 
and  patient  care  should  result. 

G.  Lastly,  but  of  primary  importance,  is 
the  function  of  yearly  evaluation  and  re- 
evaluation  of  the  SCRMP  program  and  its 
component  projects.  Are  the  programs  really, 


by  demonstration  and  training  techniques, 
actually  assisting  existing  manpower  expan- 
sion, and  is  health  care  more  accessible, 
effective,  and  efficiently  delivered?  If  not, 
should  the  objectives  of  the  program  be 
changed  or  projects  discontinued?  There  are 
decisions  vital  to  the  SCRMP  and  other  Re- 
gional Medical  Programs.  Simply  expanding 
programs  and  expending  funds  will  not  be 
helpful  to  health  care,  nor  merely  expanding 
manpower. 

It  will  require  leadership,  effort,  and  co- 
operation by  the  physicians  and  community 
leaders  to  accomplish  the  improvements 
needed  and  sought. 

SCRMP  can  and  should  provide  the  frame- 
work for  the  actions  needed. 

The  proposed  membership  of  the  newly 
expanded  committee  will  consist  of  the  follow- 
ing representatives,  most  of  whom  are  now 
members  of  the  RAG: 

The  State  Board  of  Health 
The  S.  C.  Medical  Association  Council  and 
Foundation 

Health  Insurance  Providers 
The  S.  C.  Department  of  Vocational  Re- 
habilitation 

The  S.  C.  Department  of  Education 
The  S.  C.  Department  of  Public  Welfare 
Technical  education  schools 
The  Commission  on  Higher  Education 
Office  of  Comprehensive  Health  Planning, 
State  Board  of  Health 
Members  from  the  public 
The  S.  C.  Hospital  Association 
The  Governor’s  Planning  & Grants  Office 
for  Community  Affairs 
The  S.  C.  Department  of  Mental  Health 
The  S.  C.  Mental  Retardation  Commission 
The  S.  C.  Nurses’  Association 
Representatives  of  allied  health  science 
schools 

The  Medical  University  of  South  Carolina 
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Dr.  E.  Kenneth  Aycock,  South  Carolina 
State  Health  Officer,  was  named  president 
of  the  American  Public  Health  Association, 
Southern  Branch.  Dr.  G.  S.  Way  of  Summer- 
ville has  been  elected  chairman  of  a com- 
mittee making  plans  for  a three-county 
regional  hospital.  The  committee  is  com- 
posed of  eleven  members  from  Charleston 
County  and  five  each  from  Dorchester  and 
Berkeley  counties.  The  Piedmont  Health 
Care  Corporation  of  Marietta  has  employed 
Dr.  Terrell  0.  Carver  as  its  medical  director. 
Dr.  Carver  has  been  administrator  of  health 
for  the  state  of  Idaho  since  1958. 

Dr.  John  B.  Martin,  Jr.  of  Anderson  was 
elected  chairman  of  the  Executive  Com- 
mittee of  the  State  Board  of  Health.  Dr. 
Martin  is  a graduate  of  Emory  University 
and  the  Medical  University  of  South  Caro- 
lina and  has  been  a member  of  the  Executive 
Committee  since  1963.  Members  of  the 
South  Carolina  Heart  Association  have 
installed  Dr.  Rembert  Burgess  of  Spartan- 
burg as  president,  Dr.  Frederick  E.  Nigels 
of  Myrtle  Beach  as  president-elect,  and 
Albert  T.  Scroggins  of  Columbia  as  Chair- 
man of  the  Board  of  Directors.  Dr.  E.  Con- 
yers O'Bryan  of  Florence  will  serve  as  vice- 
president.  Included  on  the  Board  will  be 
Dr.  Loren  F.  Parmley  of  Spartanburg,  Dr. 
C.  Warren  Irvin,  Jr.,  of  Columbia,  Dr.  J.  A. 
Moore  of  Beaufort  and  Dr.  James  Clark, 
also  of  Columbia. 

Dr.  Angus  Hinson,  of  Bock  Dill  was  in- 
stalled as  president  of  the  Tri-State  Medical 
Association  at  its  Seventy-Third  Annual 


Meeting  in  Hot  Springs.  Counselors  of  the 
Association  will  include  Dr.  J.  A.  Johnson 
of  Andrews  and  Dr.  Clay  W.  Evatt,  Jr.  of 
Charleston  will  serve  as  program  chairman 
for  the  1973  Convention.  Dr.  John  Anthony 
White  of  Easley  has  been  named  vice  chair- 
man of  the  Board  of  Trustees  of  Wofford 
College.  Dr.  Jack  W.  Chandler,  Jr.  of  Green- 
ville was  installed  as  president,  of  the  Asso- 
ciation of  Citadel  Men.  Dr.  Jack  Rhodes 
of  Charleston  has  been  elected  president  of 
the  Porter-Gaud  Fathers  Association  and 
Dr.  Peter  D.  Hairston  was  elected  to  the 
executive  board. 

Among  those  elected  to  fellowship  in  the 
American  Academy  of  Pediatrics  were  Dr. 

Robert  T.  Kindley  of  Hartsville  and  Drs. 
Donald  A.  Ropel  and  Wladimir  Wertelecki 
of  Charleston.  Dr.  K.  Dan  Adcock  and  Dr. 
F.  E.  Ellison,  Jr.  of  Greenville  were  installed 
as  fellows  of  the  American  College  of  Ob- 
stetricians and  Gynecologists. 

Dr.  Theodore  Cuyler  Harper,  formerly  of 
South  Carolina,  was  honored  this  spring  in 
Globe,  Arizona,  where  he  had  recently  re- 
tired. Dr.  Harper  was  graduated  from  the 
Medical  College  of  South  Carolina  in  1919. 
An  honor  graduate,  Dr.  Harper  was  also  the 
recipient  of  the  Manning  Simons  Scholar- 
ship. Dr.  Allan  Daniel  Lieberman  has  an- 
nounced the  opening  of  his  office  for  the 
practice  of  pediatrics  and  adolescent  medi- 
cine and  is  specializing  in  the  underachieving 
child.  His  office  is  located  at  1409  Ashley 
River  Road,  Charleston. 
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Degrees  were  conferred  June  1 on  the 
largest  graduating  class  in  the  history  of  the 
Medical  University  of  S.  C.  Diplomas  were 
given  to  174  students  from  the  Colleges  of 
Medicine,  Dental  Medicine,  Nursing,  Allied 
Health  Sciences,  Pharmacy  and  Graduate 
Studies.  Dr.  Matthew  F.  McNulty,  Jr.,  na- 
tional authority  on  health  care  administration, 
was  commencement  speaker  for  the  143rd 
graduation  exercise  at  the  Medical  University. 

Two  faculty  members  at  the  Medical  Uni- 
versity of  South  Carolina  have  been  selected 
“Outstanding  Educators  of  America  for 
1972.” 

They  are  Dr.  Melvin  Henry  Knisely,  dis- 
tinguished anatomist,  and  Dr.  Vince  Moseley, 
coordinator  for  the  South  Carolina  Regional 
Medical  Program  and  director  of  the  Division 
oi  Continuing  Education  at  the  Medical  Uni- 
versity. 

Alumni  Service  Awards  were  presented  on 
May  16  by  the  Medical  University  of  South 
Carolina  honoring  two  physicians  whose 
names  are  associated  with  the  great  thrust 
in  medical  education  under  way  in  South 
Carolina. 

The  special  recognition  was  accorded  to 
Dr.  John  M.  Pratt,  ’39,  of  York,  a member 
of  the  Medical  University  Board  of  Trustees 
since  1947,  and  posthumously  to  Dr.  Joseph 
P.  Cain,  Jr.,  ’35  of  Mullins,  who  had  served 
as  a trustee  from  1959  until  his  death  last 
year. 

Dr.  John  D.  Ashmore,  Jr.,  a Greenville 
general  and  thoracic  surgeon,  has  been 
elected  president  of  the  College  of  Medicine 


Alumni  Association,  Medical  University  of 
South  Carolina,  for  the  coming  year. 

He  succeeds  Dr.  Thomas  W.  Messervy  of 
Summerville,  Class  of  1939,  who  in  turn  was 
elected  secretary -treasurer. 

Dr.  Joseph  C.  Ross,  professor  and  chairman 
of  the  Department  of  Medicine  at  the  Medical 
University  of  South  Carolina,  has  been  ap- 
pointed by  President  Nixon  to  the  newly 
formed  National  Advisory  Panel  on  Heart 
Disease. 

A new  program  to  train  health  workers  to 
measure  hearing  ability  is  underway  at  the 
Medical  University  of  South  Carolina.  Gradu- 
ates of  the  course  are  qualified  as  Audio- 
metric Assistants. 

The  first  class  of  three  students  was  grad- 
uated recently  in  a six-month  program,  and 
a second  class  of  five  was  enrolled  for  the 
class  starting  July  1. 

The  course  is  open  to  any  qualified  high 
school  graduate  with  the  ability  to  work  with 
patients,  and  is  a five-month  program,  with 
students  in  class  from  9:00  A.M.  to  5:00  P.M., 
five  days  a week. 

Dr.  Charles  Harris  Banov,  clinical  assist- 
ant professor  of  medicine  at  the  Medical  Uni- 
versity of  South  Carolina,  has  been  selected 
a Fellow  of  the  American  College  of  Physi- 
cians. Dr.  Banov  is  the  first  physician  in 
South  Carolina  to  have  been  certified  by  the 
American  Board  of  Allergy  and  Immunology 
of  the  American  Board  of  Internal  Medicine. 
He  is  first  vice  president  of  the  Southeastern 
Allergy  Association  and  is  a Fellow  of  the 
American  Academy  of  Allergy,  the  American 
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College  of  Allergy  and  the  American  College 
of  Chest  Physicians.  Dr.  Banov,  a native  of 
Charleston,  received  his  M.D.  degree  from 
the  Medical  University  of  South  Carolina  in 
1955.  He  did  his  postgraduate  residency  work 
at  Massachusetts  General  Hospital  (Harvard 
M edical  School). 


Two  Medical  University  faculty  members 
have  been  granted  Fellowship  in  the  Ameri- 
can College  of  Cardiology.  They  are  Dr. 
Peter  Hairston,  associate  professor  of  thoracic 
surgery  and  Dr.  Charles  P.  Summerall,  III, 
associate  professor  of  medicine  and  associate 
coordinator  for  Heart  Disease  and  Stroke, 
SCRMP. 


— 
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THE  SOUTH  CAROLINA  DEPARTMENT 
OF  MENTAL  HEALTH 

William  S.  Hall,  M.D. 

State  Commissioner  of  Mental  Health 


With  mounting  evidence  that  a planned 
150-bed  alcohol  and  drug  addiction  treatment 
center  will  hardly  meet  demands  for  bed- 
space,  the  South  Carolina  Department  of 
Mental  Health  has  obtained  approval  from 
the  General  Assembly  for  a 36-bed  expansion 
of  the  facility  — and  construction  is  yet  to 
begin. 

Approval  of  the  expansion  to  186-beds 
came  during  the  Senate  consideration  of  the 
annual  state  appropriation  bill  and  was  a 
direct  result  of  an  amendment  to  the  bill 
offered  by  Senator  James  M.  Waddell,  Jr.  of 
Beaufort,  Chairman  of  the  Legislative-Gov- 
ernor’s Committee  on  Mental  Health  and 
Mental  Retardation. 

Since  the  56-bed  pilot  project  for  training 
of  personnel  and  demonstration  of  program- 
ming was  opened  in  November,  1971,  the 
facility'  has  operated  at  full  occupancy  and 
with  a standing  waiting  list  of  almost  100  per- 
sons. 

With  such  full  usage  it  has  been  difficult 


and  virtually  impossible  to  respond  to  the 
emergency  situations  which  have  occurred. 
Reports  from  over  the  State  firmly  indicate 
that  the  drug  and  alcohol  addiction  problem 
continues  to  show  an  alarming  increase. 

Our  own  experience  tells  us  that  the  avail- 
ability of  a service  generates  a demand  in 
addition  to  what  statistics  indicate.  Thus  it 
is  expected  that  these  factors,  coupled  with 
full  use  of  the  involuntary  commitment  laws 
which  will  encourage  volunteer  commitments, 
forecast  maximum  use  of  the  new  permanent 
addictions  center  from  the  very  first  week 
it  begins  operation. 

While  at  this  writing  the  Department  still 
awaits  final  approval  of  the  plans  and  the 
go-ahead  from  the  State  Budget  and  Control 
Board,  such  action  is  anticipated  and  the 
Department  is  making  necessary  plans  to 
begin  construction  this  summer. 

A site  has  been  selected  adjacent  to  the 
campus  of  the  Crafts-Farrow  State  Hospital 
on  Farrow  Road,  about  seven  miles  from 
Columbia. 
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MEETINGS 


The  Bureau  of  Laboratories  will  offer  a 
course  in  Medical  Mycology  during  the  week 
of  August  21-25,  1972.  Through  arrangements 
with  the  S.  C.  Regional  Medical  Program, 
travel  and  per  diem  will  be  granted  to  the 
participants.  Registration  is  limited  to  10 
students. 

For  further  information,  please  contact  Mrs. 
Susan  M.  Cheatham,  Laboratory  Improvement 
Section,  Bureau  of  Laboratories,  S.  C.  State 
Board  of  Health,  Columbia,  S.  C.  29201. 

The  10th  Annual  Cancer  Chemotherapy 
Conference  will  be  held  at  the  University  of 
Wisconsin,  Madison,  on  September  6-8.  The 
program  will  include  a review  and  forward 
look  at  anti-cancer  therapy,  multiple  drug 
therapy  of  solid  tumors  and  leukemias,  the 
role  of  x-ray  therapy,  immunology  and  virol- 
ogy in  the  treatment  of  cancer. 

For  information  contact  Dr.  G.  Ramirez, 
714C  University  Hospitals,  Madison,  Wis- 
consin 53706. 

During  the  week  of  24-28  September,  the 
American  Academy  of  Ophthalmology  and 
Otolaryngology  will  hold  its  annual  meeting 
at  the  Convention  Center  in  Dallas,  Texas. 

For  information  write:  C.  M.  Kos,  M.  D., 
Executive  Secretary-Treasurer,  American 
Academy  of  Ophthalmology  and  Otolaryn- 
gology, 15  Second  St.,  S.W.,  Rochester,  Minn. 
55901. 

THE  ANNUAL  OTOLARYNGOLOGIC 
ASSEMBLY  OF  1972  will  be  held  October 
14  through  20,  1972,  in  the  Eye  and  Ear 
Infirmary  of  the  University  of  Illinois  Hos- 
pital. The  Department  of  Otolaryngology, 
Abraham  Lincoln  School  of  Medicine,  Uni- 
versity of  Illinois  at  the  Medical  Center, 
offers  a condensed  basic  and  clinical  program 
for  practicing  otolaryngologists  under  the 
direction  of  Emanuel  M.  Skolnik,  M.D.  It  is 
designed  to  bring  to  specialists  current  in- 
formation in  medical  and  surgical  otorhino- 
laryngology. 

Interested  otolaryngologists  should  direct 


their  inquiries  to  the  mailing  address.  OTO- 
LARYNGOLOGY, P.  O.  Box  6998,  Chicago, 
Illinois  60680. 


A separate,  but  correlated  course,  “CON- 
FERENCE ON  RADIOLOGY  IN  OTO- 
LARYNGOLOGY and  OTHTHALMOLOGY” 
will  be  held  this  year  on  Friday  and  Saturday, 
November  24  and  25,  under  the  guidance  of 
Galdino  E.  Valvassori,  M.D.  For  further  in- 
formation about  the  radiology  conference, 
write  to  Professor  Valvassori,  Radiology  De- 
partment, Abraham  Lincoln  School  of  Medi- 
cine, P.  O.  Box  6998,  Chicago,  Illinois  60680. 


SEVENTH  NATIONAL  CANCER 
CONFERENCE 
September  27,  28,  29,  1972 
Biltmore  Hotel 
Los  Angeles,  California 

Sponsors : 

American  Cancer  Society,  National  Cancer 
Institute. 

For  further  information  write:  Sidney  L. 
Arje,  M.D.,  Coordinator,  Seventh  National 
Cancer  Conference,  c/o  American  Cancer 
Society,  219  East  42nd  Street,  New  York, 
N.  Y.  10017. 


DEATH 


DR.  D.  R.  PACE 

Dr.  Daniel  Rembert  Pace,  Jr.,  41,  died 
unexpectedly  on  May  7 in  a Mullins  hospital. 
Dr.  Pace  graduated  from  the  Medical  Univer- 
sity of  South  Carolina  and  interned  at  Co- 
lumbia Hospital  in  Columbia.  He  was  former 
chief  of  staff  of  the  Mullins  Hospital  and  a 
member  of  the  Marion  County  Medical 
Association,  the  South  Carolina  Medical  Asso- 
ciation and  the  American  Medical  Association. 
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Change  the  AMA! 
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Maybe  you're  one  of  those  doctors  at  odds  with  some  AMA 
policies.  Your  question  is:  how  do  you  change  them7 

First,  consider  who  sets  those  policies.  In  a real  sense,  it  is 
you  You  elect  the  delegates  to  your  state  association  They  in 
turn  elect  the  delegates  who  will  represent  your  views  in  the 
AMA  House. 

As  an  active,  involved  member,  you  can  influence  policy 
by  making  your  views  known  to  your  delegates,  both  national 
and  state.  It  is  your  democratic  right  — and  responsibility. 

Write  your  delegates,  call  them,  see  them.  If  they  aren't 
responsive,  tell  them  they'll  be  hearing  from  you 
at  election  time. 

You  can  also  go  directly  to  the  top  and  express  your  views 
before  the  AMA  House's  Reference  Committees  at  either  of 
the  two  annual  conventions. 

But  it’s  up  to  you  If  you  have  strong  convictions  about 
something  that  should  be  changed,  you  can  be  heard 

Join  us.  We  are  only  what  the  doctors  of  this  country  want 
us  to  be.  Find  out  more  about  the  AMA  Send  for  the  pamphlet, 
"The  AMA  and  the  American  Doctor  Sharing  a Common 
Goal."  Write:  Dept.  DW,  at  the  address  below 

JOIN  US. 

WE  CAN  DO  MUCH  MORE  TOGETHER. 


“WHEN  YOUR  BACK  FEELS  GOOD  YOU'LL  FEEL  GOOD” 


EALY  POSTUREPEDIC 


A Unique  Back  Support  System 


Extra  deep,  514”  Sealy  Durolife  core 
teamed  with  patented  torsion  bar 
foundation  gives  firm  support  that’s 
designed  in  cooperation  with  leading 
orthopedic  surgeons.  “No  morning 
backache  from  sleeping  on  a too- 
soft  mattress.” 

POSTUREPEDIC  IMPERIAL  LATEX 

QUEEN  SIZE  60x80”  2-pc.  set  $329.95 
KING  SIZE  76x80”  3-pc.  set  $429.95 


*21995 


Twin  or  full  size,  2-pc.  set 

“No  morning  backache  from  sleeping  on  a too-soft  mattress. 


SEALY  OF  THE  CAROLINAS,  INC. 


( a division  of  the  70-year  old  Peerless  Mattress  Co. ) 

Lexington,  N.  C. 

Charlotte,  N.  C. 

High  Point,  N.  C. 

“sleeping  on  a Sealy  is  like  sleeping  on  a cloud’’ 


Asheville,  N.  C. 
Greenville,  N.  C 
Columbia,  S.  C. 


WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 


We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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DICTIONARIES 

WEBSTER 

Library  size,  1971  edition,  brand  new, 
still  in  box.  Cost  new:  $45.00. 

Will  Sell  for  $15 

Deduct  10%  on  orders  of  6 or  more. 

Mail  to 

NORTH  AMERICAN 
LIQUIDATORS 

1450  Niagara  Falls  Blvd. 

Dept. 

Tonawanda,  New  York  14150 

C.O.D.  orders  enclose  $1.00  good  will 
deposit.  Pay  balance  plus  C.O.D.  ship- 
ping on  delivery.  Be  satisfied  on  inspec- 
tion or  return  within  10  days  for  full 
refund.  No  dealers,  each  volume  specifi- 
cally stamped  not  for  resale. 

Please  add  $1.25  postage  and  handling. 
New  York  State  residents  add  applicable 
sales  tax. 


What  makes 
a good 
hearing  aid 

GREAT? 


The  man  who  does  the  fitting. 


There  are  a lot  of  good  hearing  aids  on  the 
market,  but  how  well  you  hear  with  any  aid  depends 
to  a great  degree  on  the  ability  of  the  hearing  aid 
dealer  to  properly  “fit”  the  correct  aid  for  your 
individual  hearing  problem. 

The  services  offered  by  your  MAICO  dealer 
reflect  Maico’s  30-year  record  of  integrity  and  experi- 
ence, willingness  to  stand  behind  their  product,  and 
the  care  and  thoroughness  with  which  Maico  selects 
and  trains  dealers  to  serve  the  hard  of  hearing.  Your 
M aico  dealer  is  a good  man  to  know  if  you  have  a 
hearing  problem. 

You  can  rely  on  MAICO— “Most  Respected  Name 
in  Hearing.” 


22  MAICO 


"For  Audiometers  and  Sound  Rooms” 


Young's  Hearing:  Aid  Service 
1G07  Brabham  Avenue 
Columbia,  S.  C.  29202 
253-7085 

Young’s  Healing  Aid  Service 
511  W.  Palmetto  Street 
Florence,  S.  C. 

662-1211 


Young’s  Hearing  Aid  Service 
800  Pendleton  Street 
Greenville,  S.  C. 

232-1007 

Melton  Hearing  Aid  Center 
326  King  Street 
Charleston,  S.  C.  29402 
772-1219 


PHYSICIAN  — Opening  with  the  C.  M.  Tucker,  Jr.  Human  Resources  Center,  a division 
of  the  South  Carolina  Department  of  Mental  Health,  for  a Physician.  Program  designed 
toward  therapeutic  community  emphasizing  psychotherapy,  group  therapy,  group  activities, 
standard  forms  of  somnatic  treatment,  general  medicine  and  psychiatry.  Eligibility  for 
licensure  in  the  State  of  South  Carolina  is  required.  Foreign  graduates  with  the  exception 
of  Canadian  graduates  must  have  ECFMG  Certificate.  Salary  from  $18,500.00  to  $24,350.00 
dependent  upon  experience  and  qualifications.  Up-to-date  personnel  practices  with  liberal 
vacation  and  sick  leave,  retirement  plan,  commissary  privileges  and  other  benefits.  Apply 
to:  Frank  E.  Blakely,  Administrator  C.  M.  Tucker,  Jr.  Human  Resources  Center,  2200 
Harden  Street,  Columbia,  S.  C.  29203. 

EQUAE  OPPORTUNITY  EMPLOYER 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 

Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  5 00  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 


Until  individual  response  is  determined,  caution  patient  against  driving  or  operating;’ 
dangerous  machinery. 
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Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 
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Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/  or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 


Paradoxical  reactions  such  as  acuf£ 
hyperexcited  states,  anxiety,  hallucina- 
tions, increased  muscle  spasticityN  ] 
insomnia,  rage,  sleep  disturbance^ 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy; 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults -.  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis-  ’ 
orders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients-.  2 to 
2Vz  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2xh  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose®  packages 
of  1000. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N J.  07110 
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Simple,  accurate  test  for  glycosuria 


TES-TAPE 

URINE  SUGAR  ANALYSIS  PAPER 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


Everybody  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive 


psychic  tension  and  need  your  counselii 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
azepam)  part  of  your  treatment 
m,  cheek  on  whether  or  not  the 
tient  is  presently  taking  drugs 
d,  if  so,  what  his  response  has 
en.  Along  with  the  medical  and 

C1 

dal  history,  this  information  can 
Ip  you  determine  initial  dosage, 

" possibility  of  side  effects  and 
* ultimate  prospects  of  success 
failure. 

While  Valium  can  be  a most 
pful  adjunct  to  your  counseling, 
riould  be  prescribed  only  as  long 
excessive  psychic  tension  per- 
is and  should  be  discontinued 
len  you  decide  it  has  accom- 
shed  its  therapeutic  task.  In 
leral,  when  dosage  guidelines 
■ followed,  Valium  is  w ell 
srated  (see  Dosage).  For  con- 
licnce  it  is  available  in  2-mg,  5-mg 
.1  1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
re  been  the  most  commonly  re- 
ted side  effects. 

Until  response  is  determined, 
ients  receiving  Valium  should 
cautioned  against  engaging  in 
lardous  occupations  requiring 
nplete  mental  alertness,  such 
Iriving  or  operating  machinery. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
of  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal 
muscle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stirf-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
atertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Iel-L-Dose®  packages  of  1000. 
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(diazepam) 

To  help  you  manage  excessive  psychic  tension 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopeni; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  liv 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 

Chewable 

Tablets  500  mg 

Mintezol 

THIABENDAZOLE  I MSD) 


50  easy  to  take 
everyone  in  the  family 
vill  keep  to  the 
egimen  you  prescribe 


elude:  fever,  facial  flush,  chills,  conjunctival  injection, 
gioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
eluding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
ipplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
ispension,  containing  500  mg  thiabendazole  per  5 cc,  in 
ittles  of  120  cc. 

r more  detailed  information,  consult  your  MSD  representa- 
'e  or  see  the  Direction  Circular.  Merck  Sharp  & Dohme. 
vision  of  Merck  & Co..  Inc.,  West  Point,  Pa.  19486 


MSD 


Mer£k 
'W  SHARK 
DOHME 

, % 

INDICATION  | DOSAGE  SCHEDULE 

MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


ALCOHOLISM 


DRUG  ADDICTION 


And  Other  Drug  Dependency  Conditions 


TdJilluttywciif,  d-oA^iitcd 


A unique  original  program  of  recovery  with  a different  approach. 
For  information  or  to  admit  patients  contact : 


WILLINGWAY  HOSPITAL 

John  Mooney,  Jr.,  M.D. 

311  Jones  Mill  Road 

Dorothy  R.  Mooney 

Medical  Director 

P.  0.  Box  508,  Statesboro,  Georgia  30458 

(912)  764-6236 

Member  Georgia  Hospital  Association 

Administrator 

BECAUSE  ALLERGIES 
AREA 

YEAR-RUUNB 


NBVAHISTINE  LP 


■ 

■ ' '' *“"■  - 


rheumatoid  arthritic  blowup... 
Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


mporlant  Note:  This  drug  is  not  a simple  analgesic. 

)o  not  administer  casually.  Carefully  evaluate  patients 
jiefore  starting  treatment  and  keep  them  under  close 
upervision.  Obtain  a detailed  history,  and  complete 
I'hysical  and  laboratory  examination  (complete 
^emogram,  urinalysis,  etc.)  before  prescribing  and  at 
requent  intervals  thereafter.  Carefully  select  patients, 
avoiding  those  responsive  to  routine  measures,  con- 
Iraindicated  patients  or  those  who  cannot  be  observed 
.requently.  Warn  patients  not  to  exceed  recommended 
Josage.  Short-term  relief  of  severe  symptoms  with 
he  smallest  possible  dosage  is  the  goal  of  therapy, 
tosage  should  be  taken  with  meals  or  a full  glass  of 
nilk.  Patients  should  discontinue  the  drug  and  report 
mmediately  any  sign  of:  fever,  sore  throat,  oral 
ssions  (symptoms  of  blood  dyscrasia);  dyspepsia, 
pigastric  pain,  symptoms  of  anemia,  black  or  tarry 
tools  or  other  evidence  of  intestinal  ulceration  or 
emorrhage,  skin  reactions,  significant  weight  gain  or 
dema.  A one-week  trial  period  is  adequate.  Discon- 
inue  in  the  absence  of  a favorable  response.  Restrict 
reatment  periods  to  one  week  in  patients  over  sixty. 
ndicalions:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
heumatoid  spondylitis. 

Contraindications:  Children  14  years  or  less;  senile 
'atients;  history  or  symptoms  of  G.l.  inflammation  or 
ilceration  including  severe,  recurrent  or  persistent 
lyspepsia;  history  or  presence  of  drug  allergy;  blood 
lyscrasias;  renal,  hepatic  or  cardiac  dysfunction; 
ypertension;  thyroid  disease;  systemic  edema; 
tomatitis  and  salivary  gland  enlargement  due  to  the 
rug;  polymyalgia  rheumatica  and  temporal  arteritis; 
latients  receiving  other  potent  chemotherapeutic 
igents,  or  long-term  anticoagulant  therapy. 

Varnings:  Age,  weight,  dosage,  duration  of  therapy, 
ixistence  of  concomitant  diseases,  and  concurrent 
jotent  chemotherapy  affect  incidence  of  toxic  reac- 
ions.  Carefully  instruct  and  observe  the  individual 
■atient,  especially  the  aging  (forty  years  and  over) 
/ho  have  increased  susceptibility  to  the  toxicity  of  the 
Irug.  Use  lowest  effective  dosage.  Weigh  initially 
npredictable  benefits  against  potential  risk  of  severe, 
ven  fatal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred.  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions : The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient's  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 

(B)  98-146-800-E 

For  complete  details,  including  dosage,  please  see 
lull  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 
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M an  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY,  INC.,  RICHMOND,  VIRGINIA  23217 


Hackie 

Hemorrhoids 


f r.  H.  C.,  40,  taxicab  driver, 
r arried  with  four  children, 
(cmplains  of  anorectal  pain, 
bhing  and  irritation.  Works  long 
burs  often  in  extreme  heat  in 
r )n-air  conditioned  cab. 
i/eats  a great  deal.  Sudden 
prianal  swelling  two  days 
go.  Similar  episode  when  he 
\as  24  years  old.  Examination 
n veals  large  prolapsing 
edematous  internal  and  ex- 
ternal hemorrhoids. 


atypical 

proctological 

patient 


to  help 

relieve  the  pain, 
itching, 

burning  associated 
with  this  and 
similar  anorectal 
conditions 


prescribe 


Inusol 


■ ■l  m hemorrhoidal 
I l^^suppositories 
with  hydrocortisone 
acetate 


Each  suppository  contains  hydrocortisone 
acetate  10  mg,  bismuth  subgallate  2.25%, 
bismuth  resorcin  compound  1.75%,  benzyl 
benzoate  1.2%,  Peruvian  balsam  1.8%,  zinc 
oxide  11.0%.  and  boric  acid  5.0%,  plus  the 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  color- 
ing in  a bland  hydrogenated  vegetable 
oil  base. 

Precaution  Prolonged  or  excessive  use  of 
Anusol-HC  might  produce  systemic  cortico- 
steroid effects.  Symptomatic  relief  should 
not  delay  definitive  diagnosis  or  treatment. 
Dosage  and  Administration  Anusol-HC: 
One  suppository  in  the  morning  and  one  at 
bedtime  for  3 to  6 days  or  until  the  inflam- 
mation subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedtime, 
and  one  immediately  following  each 
evacuation. 

And  for  long-term 
patient  comfort. ..recommend 

Anusol"  hemorrhoidal 
suppositories. 

Each  suppository  contains 
the  ingredients  of 
Anusol-HC  without  the 
hydrocortisone. 


Warner-Chilcott 

Division.  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 
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Over  500,000  South  Carolinians  enjoy  the 
unified  strength  of  their  own  plans  for  protection 
against  health  care  costs.  They  have  pride 
and  confidence  in  coverage  they’ll  never  run  ou 
of.  The  more  they  need  it,  the  more  it  pays! 

Your  best  benefits  and  biggest  savings  are 
available  to  groups  of  five  or  more,  and  in 
discounted-premium  plans  for  small  business  ol 
three  or  four  coworkers. 

Call  our  offices  in  Charleston,  Columbia,  Floren 
Greenville  and  Spartanburg. 


Blue  Cross  -Blue  Shield: 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

—George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Wfould  it  be  useful 
in  clinical  practice  to  have 
government  predetermine 
drugs  of  choice? 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Would  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really 
determined. 

The  Bureau  of  Drugs! 
suggested  the  package 
sert  as  a possible  means 
communicating  informati 
on  relative  efficacy  of  da 
to  the  physician.  I find  tl 
objectionable,  since  I 
not  believe  the  physici 
should  have  to  rely  on  tl 
source  for  final  scienti 
truth.  There  is  also  a pn 
tical  objection:  Since  fi 
physicians  actually  cl: 
pense  drugs,  they  seldc 
see  the  package  insert.  _ 
any  event,  I would  mai 
tain  that  the  physici; 
should  know  what  drug 
wants  and  why  without  c 
pending  on  the  governme 
or  the  manufacturer  to  t 
him. 

Undoubtedly,  physicia 
are  swamped  by  excessi 
numbers  of  drugs  in  sor 

,,  I A 


I am  well  aware  that  mai 
drugs  within  such  cat 
gories  could  be  eliminate 
without  any  loss,  or  p( 
haps  even  some  profit, 
the  practice  of  medicir 
But,  in  my  opinion,  neith 
the  FDA  nor  any  oth 
single  group  has  the  expe 
tise  and  the  wisdom  nect 
sary  to  determine  the  o 
“drug  of  choice”  in  < 
areas  of  medical  practice. 


| 

I 


>ertisement 


One  of  a series 


tlaker  of  Medicine 


eieth  G.Kohlstaedt.M.D., 
Vice  President, 
Medical  Research, 
i Lilly  and  Company 


>1  my  opinion,  it  is  not 
leunction  of  any  govern- 
iei  or  private  regulatory 
:e  :y  to  designate  a “drug 
r | )ice.”  This  determina- 
or  hould  be  made  by  the 
iy  cian  after  he  has  re- 
HD1!  full  information  on 
Mjnroperties  of  a drug, 
'.dhen  it  will  be  based  on 
is  xperience  with  this 
' j|  and  his  knowledge  of 
lelidividual  patient  who 
siking  treatment. 

I|m  evaluation  of  com- 
ar; ive  efficacy  were  to  be 
lac,  particularly  by  gov- 
rnj?nt,  at  the  time  a new 
ni]  is  being  approved  for 
acting,  it  would  be  a 
re.  disservice  to  medi- 
ae nd  thus  to  the  patient 
th  consumer.  For  exam- 
le^-hen  a new  therapeu- 
c .|ent  is  introduced,  on 
ie  rsis  of  limited  knowi- 
ng* it  may  be  considered 
> I more  potent,  more 
ffcti  ve,  or  safer  than 
roiicts  already  on  the 
laiet.  Conceivably,  at 
dstime  the  new  drug 
3ul  be  labeled  “the  drug 
i <oice.”  But  as  addi- 
on  clinical  experience  is 
^emulated,  new  evidence 
become  available. 
at«.  it  may  be  apparent 


that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 


Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bi2  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice ” is 
to  be  avoided. 


Opinion  ^Dialogue 

What  is  your  opinion,  doctor? 

Send  us  your  comments  on  the  above  issue. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Additional  information 
available  to  the 
profession  on  request. 
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This  51  year  old  right  handed  Caucasian 
male  was  admitted  to  the  Medical  University 
Hospital  from  the  South  Carolina  State  Hos- 
pital for  neurological  evaluation  of  question- 
able chronic  papilledema,  intracranial  cal- 
cification and  behavioral  changes.  He  had 
four  brothers,  one  sister  and  a half  sister.  Ilis 
mother  died  around  the  age  of  30  years  in 
childbirth  when  the  patient  was  8 years  old. 
A maternal  aunt  of  the  patient  died  of  a sus- 
pected brain  tumor  at  the  age  of  35.  One  of 
the  sisters  of  the  patient  was  admitted  to  the 
State  Hospital  some  20  years  ago  with  a 
diagnosis  of  schizophrenia,  probably  of  cata- 
tonic type.  She  had  bizarre  religious  beliefs 
and  hallucinatory  experiences.  She  had  a 
transorbital  leucotomy  two  years  later  and 
was  discharged  15  years  after  this  procedure. 

The  patient  was  raised  in  an  orphanage 
from  the  age  of  8 years  to  18  years.  He  had 


the  usual  childhood  diseases.  He  attended 
grammar  school  up  to  the  7th  grade.  His 
initial  desire  was  to  become  a missionary.  In 
his  early  20’s,  he  went  to  Mexico  to  serve  as 
a missionary  but  returned  home  because  he 
“did  not  get  enough  food".  He  worked  in  a 
radio  repair  shop  afterwards.  About  a year 
before  being  admitted  to  the  State  Hospital, 
Hie  became  obsessed  by  bizarre  religious 
ideas  and  also  became  “crazy  about  girls  and 
tried  to  marry”.  These  activities  became  un- 
usual and  alarming  to  the  family  so  he  was 
admitted  to  the  State  Hospital  at  the  age  of 
27. 

Upon  admission  to  the  State  Hospital  the 
patient  was  described  as  nervous,  wanting  to 
go  around  naked,  and  also  as  having  trouble 
sleeping.  For  the  next  two  years,  he  was 
aggressive  and  belligerent  toward  other  pa- 
tients and  was  frequently  involved  in  fights. 
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The  next  year  he  began  “behaving  silly”, 
showed  poor  intelligence  and  defective  mem- 
ory. lie  began  to  scream  frequently  and  was 
disoriented  in  time  and  sometimes  in  place. 
He  gradually  lost  interest  in  his  environment. 

Three  years  later  he  was  reported  to  have 
exaggerated  deep  tendon  reflexes  on  routine 
neurological  evaluation.  Still  another  three 
years  later,  the  patient  was  started  on  Mellaril 
without  definite  improvement  of  his  psy- 
chiatric condition.  During  the  next  ten  to 
twelve  years  the  patient  became  more  and 
more  withdrawn.  He  had  frequent  inappropri- 
ate laughter  and  very  slow  motor  activity.  At 
this  time  (21  years  after  admission),  he  was 
admitted  to  the  local  hospital  with  a fever  of 
unknown  origin,  later  attributed  to  dehydra- 
tion. The  pupils  reacted  sluggishly  to  light. 
Both  optic  discs  looked  blurred,  suggesting 
papilledema.  Reflexes  were  hyperactive  with- 
out rigidity  or  tremor.  A skull  x-ray  film 
showed  intracranial  calcification.  He  was  seen 
by  a neurosurgeon  at  this  time  who  thought 
that  papilledema  was  not  present  and  felt 
that  the  calcification  represented  an  “old 
focus  of  infection”.  A lumbar  puncture  was 
done  with  opening  pressure  of  150  mm  of 
water.  The  cerebrospinal  fluid  contained  one 
lymphocyte  and  2 RBC.  The  VDRL  was  nega- 
tive, the  colloidal  gold  curve  was  flat  and  the 
total  protein  was  38.2  mg  per  cent. 

He  was  returned  to  the  State  Hospital.  He 
had  a tendency  to  fall,  and  sustained  several 
abrasions  of  both  knees.  His  ability  to  walk 
remained  impaired  and  his  movements  be- 
came progressively  slower.  Seven  months  later 
bilateral  nasal  blurring  of  the  optic  discs  was 
present  and  intracranial  calcification  was 
again  noted.  His  lumbar  puncture  at  this  time 
showed  one  lymph,  2 RBC,  a negative  VDRL 
and  57  mg  per  cent  protein.  A brain  scan  was 
normal.  An  EEG  showed  excessive  slowing  in 
the  delta  range,  perhaps  somewhat  more 
predominant  on  the  right.  One  year  later,  the 
patient  had  inappropriate  laughter,  markedly 
slow  motor  activity  and  rigidity.  The  pupils 
were  reactive  although  the  left  was  larger 
than  the  right.  The  disc  margins  were  found 
to  be  hazy  and  no  venous  pulsations  were 
noted.  He  had  minimal  features  of  “upper 


motor  neuron  disease  on  the  left  side”.  After 
six  months  there  was  slight  progression  of  the 
extra-pyramidal  symptoms.  The  optic  findings 
again  were  suggestive  of  chronic  papilledema, 
more  pronounced  on  the  left.  An  x-ray  film 
was  suggestive  of  increase  in  the  size  of  the 
intracranial  calcification. 

One  year  later,  on  admission  to  the  Medical 
University  Hospital  the  patient  was  with- 
drawn, had  an  inappropriate  grin  and  a flat 
affect  with  disorientation.  He  had  no  spon- 
taneous speech  and  was  markedly  demented. 
On  opthalmologic  examination  nasal  blurring 
of  disc  margins  without  spontaneous  venous 
pulsation  was  present.  He  was  ataxic  on  the 
right  and  had  a wide-based  gait.  Reflexes 
were  hyperactive  with  up-going  toe  on  the 
right  and  down-going  toe  on  the  left.  He 
used  his  right  hand  less  than  his  left.  Intention 
tremors  were  present  bilaterally.  He  was  re- 
ported to  have  been  on  phenothiazine  for  15 
years.  The  admission  WBC  count  was  11,000 
with  a normal  differential.  Urinalysis  showed 
2-|-  sugar.  A serum  creatinine  was  1.2  mg/100 
ml,  phosphorus  2.8  mg/100  ml  and  calcium 
9.4  mg/100  ml.  ECG  was  normal.  The  echo 
was  midline  and  the  brain  scan  was  inter- 
preted as  normal.  A skull  x-ray  film  revealed 
intracranial  calcification  and  demineralization 
of  the  dorsum  sellae.  A right  carotid  arterio- 
gram, a left  retrograde  brachial  arteriogram 
and  a pneumoencephalogram  were  per- 
formed. 

Dr.  Donovan:  The  protocol  for  today  de- 
scribes the  case  of  a 51  year  old  white  man, 
admitted  to  the  Medical  University  Hospital 
after  24  years  residence  in  the  State  Mental 
Hospital.  The  picture  at  the  time  of  his  ad- 
mission to  the  Mental  Hospital  appears  to  be 
that  of  a chronic  schizophrenic  process.  Three 
to  four  years  after  that  admission  there  is 
evidence  of  dementia,  disorientation,  and  a 
memory  defect.  The  second  decade  of  his 
hospitalization  was  characterized  by  pro- 
gressive withdrawal  and  motor  retardation. 
The  first  real  suspicion  of  a neurological  ill- 
ness arises  in  the  twenty-first  year  of  his  ill- 
ness when  his  pupils  were  noted  to  be  slug- 
gishly reactive,  a suggestion  of  chronic  papil- 
ledema was  present,  deep  tendon  reflexes 
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were  hyperactive,  and  a skull  x-ray  film 
showed  intracranial  calcification. 

Following  this,  his  ability  to  walk  was 
impaired.  Nine  months  later  an  EEG  showed 
excessive  slowing  in  the  delta  range,  perhaps 
more  predominant  on  the  right.  Then  two 
years  after  the  first  suspician  of  neurological 
illness,  rigidity,  a slight  progression  of  extra- 
pyramidal  symptoms,  and  minimal  features  of 
upper  motor  neuron  disease  on  the  left  side, 
along  with  a suggested  increase  in  the  size  of 
the  intracranial  calcification,  were  noted.  One 
year  later  on  admission  to  this  hospital,  a 
right  up-going  toe,  ataxia  on  the  right  with  a 
widebased  gait,  diminished  use  of  the  right 
hand  and  bilateral  intention  tremors  were 
added  to  the  picture.  Demineralization  of  the 
dorsum  sellae  was  also  noted. 

Initially  the  picture  was  one  of  a chronic 
schizophrenic  process.  A few  years  after  this 
the  stigmata  of  a chronic  organic  brain  syn- 
drome were  in  evidence,  and  then  finally  after 
about  20  years  hard  neurologic  signs  were 
noted  to  have  made  their  appearance.  If  we 
may  discuss  this  case  in  these  three  stages, 
there  would  seem  to  be  two  possible  con- 
clusions. The  first  is  that  the  early  so-called 
functional  picture  was  really  a manifestation 
of  an  always  present  organic  illness,  or  sec- 
ondly that  a neurological  illness  complicated 
a chronic  schizophrenic  process  sometime  dur- 
ing the  last  decade  of  his  hospitalization. 
Considering  the  diagnosis  of  schizophrenia, 
we  must  recognize  that  this  term  represents  a 
cluster  of  behavioral  symptoms  that  in  no  way 
implies  a single  or  a known  etiology.  Current 
thinking  incorporates  a multi-level  additional 
model  involving  a resurgent  interest  in  genet- 
ics, a possible  associated  biochemical  ab- 
normality and  an  epigenetic  failure  in  ego 
development  whereby  successive  develop- 
mental tasks  are  abortively  accomplished,  so 
that  with  increasing  life  stress  and  the  de- 
mands of  social  adaptation  eventually  psycho- 
logical decompensation  occurs.  We  also  know 
that  his  sister  was  accorded  the  diagnosis  of 
schizophrenia.  Using  the  contingency  method 
of  statistical  prediction  ( whereby  the  ex- 
pectancy of  a given  medical  condition  de- 
veloping among  relatives  of  an  affected  in- 


dividual is  compared  with  the  expectancy  in 
the  general  population),  Franz  Kalman  in  the 
1930’s  agreed  on  some  average  rates  of  ex- 
pectancy in  schizophrenia.  The  incidence  in 
the  general  population  is  approximately  one 
per  cent.  The  expectancy  for  a person  with 
one  affected  half  sibling  is  7 per  cent,  and 
with  one  affected  full  sibling  14  per  cent.  If 
one  parent  is  affected,  the  expectancy  is  12 
per  cent.  If  both  parents  are  schizophrenic 
there  is  a 60  per  cent  possibility  that  the  chil- 
dren will  become  schizophrenic.  In  1950  Kal- 
man published  the  results  of  studies  based  on 
953  sets  of  schizophrenic  twins.  Concordance 
rates  for  2 identical  twins  was  the  same  for 
full  siblings,  that  of  14  per  cent.  The  objective 
of  Kalman’s  twin  studies  was  to  differentiate 
environmental  forces  from  hereditary  factors. 
In  this  case,  however,  these  figures  serve  the 
useful  purpose  of  demonstrating  the  increased 
likelihood  that  our  patient  might  have  been 
schizophrenic,  given  a full  sibling  with  the 
diagnosis  of  schizophrenia,  if  indeed,  the 
sister’s  diagnosis  was  accurate.  Certainly  the 
information  about  her  in  the  protocol  is 
strongly  suggestive. 

Next  we  must  consider  the  clues  in  the 
protocol  indicating  early  psychological  diffi- 
culty or  unusually  stressful  social  circum- 
stances that  might  precipitate  the  symptoms 
of  schizophrenia.  First,  the  death  of  the 
mother,  the  dissolution  of  the  family,  and  the 
patient’s  institutionalization  at  the  age  of  8 
certainly  are  significant  psychological  stresses. 
This  set  of  circumstances  also  suggests  poor 
family  cohesion  and  the  possibility  of  the 
father’s  absence.  Other  questions  that  should 
be  considered  and  are  really  not  answered 
are:  (1)  Why  did  the  patient  stop  school  in 
the  7th  grade,  presumably  at  ages  13  and  14? 
Was  this  a problem  of  circumstances,  intel- 
lectual difficulties  or  disturbed  interpersonal 
relationships?  (2)  Why  was  the  patient  not 
drafted  in  the  Second  World  War  at  a time 
when  almost  all  able  bodied  men  served? 
Small  clues  that  his  pre-morbid  adjustment 
might  have  been  schizoid,  that  is  to  say  pre- 
schizophrenic, are  found  in  his  career  choices 
and  failures  and  the  suggested  sham  attempt 
at  heterosexual  relationships.  Bizarre  religious 
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beliefs  of  an  obsessional  nature  are  quite 
characteristic  of  a schizoid  or  schizophrenic 
individual.  In  effect,  they  supplement  the 
impoverished  real  interpersonal  relationships 
and  reflect  the  patient’s  omnipotence  and 
narcissism.  He  was  admitted  to  the  State  Hos- 
pital at  age  27.  The  ages  roughly  from  col- 
lege entrance  (18  or  19)  through  the  late  20’s 
are  characteristic  for  the  social  decompensa- 
tion of  the  chronic  schizophrenic.  It  is  the 
time  of  separation  from  home,  increased  de- 
mands of  self  maintenance  and  vocational 
performance,  and  a lack  of  structure  in  inter- 
personal relationships.  It  is  fairly  clear  here 
that  after  he  left  the  orphanage,  he  embarked 
on  a series  of  maladaptive  quests,  the  trip  to 
Mexico  being  an  example.  Bellicose  behavior 
flavored  the  first  two  years  of  the  hospitaliza- 
tion. This  is  a very  common  characteristic  of 
a schizophrenic  process,  especially  in  the 
early  stages  of  hospitalization.  Because  of  the 
behavior  and  the  severe  thought  disorder,  it  is 
quite  likely  that  he  was  removed  to  the  more 
chronic  outlying  areas  of  the  hospital. 

There  are  several  implications  in  this.  The 
first  is  that  individuals  in  this  setting  seem  to 
experience  frequent  head  trauma.  When  deal- 
ing with  them  we  must  always  be  alert  to 
the  possibility  of  subacute  or  acute  intra- 
cranial hemorrhage  and  must  wonder  about 
the  part  that  chronic  head  trauma  might  play 
in  any  dementia.  The  other  phenomenon  that 
I think  is  relevant  is  what  has  been  referred  to 
as  the  social  breakdown  syndrome,  or  the 
pseudo-dementia  associated  with  it.  As  the 
result  of  highly  determined  and  dehumanizing 
interpersonal  relationships  in  such  institutional 
situations,  patients  undergo  a further  change 
in  behavior.  We  are  seeing  the  reverse  effect 
of  this  in  the  past  decade  as  we  empty  the 
State  Hospitals  of  these  individuals.  Much  of 
what  has  been  taken  for  primary  psycho- 
pathology now  seems  to  be  the  product  of  the 
peculiar  dehumanizing  society  of  the  state 
hospitals.  Specifically  a pseudo-dementia  has 
been  described  consisting  of  poor  attention 
and  judgment,  disorientation,  and  apparent 
diminished  intelligence.  These  signs  are  re- 
versed as  the  patient  is  removed  from  this 
artificial  environment.  If  we  are  to  consider 


that  both  a functional  and  an  organic  process 
comprised  this  patient’s  difficulty,  I tend  to 
interpret  the  earlier  signs  of  dementia,  when 
the  patient  was  first  institutionalized,  as  re- 
lated to  a severe  schizophrenic  process.  You 
remember  that  schizophrenia  was  originally 
referred  to  as  dementia  praecox  and  an  ap- 
parent loss  of  intellect. 

The  interpersonal  situation  of  the  patient 
on  the  back  ward  of  a state  hospital  is  a 
giving-in  process.  There  remains  the  possibil- 
ity of  either  acute  or  chronic  head  trauma. 
The  increase  in  deep  tendon  reflexes  on  rou- 
tine neurological  evaluation  six  years  after 
admission  should  be  viewed  with  caution. 
Examiners  performing  these  routine  examina- 
tions frequently  overemphasize  findings  of 
this  sort.  Also  it  is  important  to  consider  the 
matter  of  the  patient’s  treatment  with  a pheno- 
thiazine.  The  absence  of  improvement  after 
being  placed  on  a phenothiazine  does  not 
increase  the  likelihood  that  his  symptoms  were 
the  result  of  an  underlying  neurological  prob- 
lem. In  other  words  the  average  chronic 
schizophrenic  usually  enjoys  a change  in  his 
symptoms  in  that  he  is  more  manageable,  but 
there  often  is  little  change  in  his  thought 
process  disorder  and  the  overall  state  of 
dilapidation.  Then  we  must  wonder  what 
part  phenothiazines  played  in  the  later  clinical 
coruse.  We  must  assume  that  as  with  any  other 
chronic  state  hospital  patient,  he  was  subjected 
to  numerous  regimens  of  different  pheno- 
thiazines as  these  made  their  appearance  on 
the  market.  Phenothiazines  have  been  used, 
sometimes  almost  to  a damaging  degree,  to 
sedate  patients  far  beyond  transquilization. 
We  must  wonder  how  much  of  the  psycho- 
motor retardation  and  withdrawal  might  have 
been  due  to  sedation  with  phenothiazine.  The 
rigidity  first  noted  some  14  years  after  initia- 
tion of  Mellaril  therapy  and  the  slight  pro- 
gression of  the  extra-pyramidal  symptoms 
over  the  course  of  a year  could  be  related  to 
phenothiazine  therapy.  We  are  becoming 
more  aware  that  a chronic  neurological  picture 
may  complicate  long-term  use  of  pheno- 
thiazines. One  of  the  most  troublesome  syn- 
dromes is  that  referred  to  as  tardive  dyskinesia 
occurring  in  patients  treated  with  the  major 
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tranquilizers.  This  syndrome  is  characterized 
by  choreiform,  myoclonic,  and  peculiar 
rhythmical  movements  with  a high  incidence 
of  abnormal  movements  in  the  circumoral 
region.  The  late  occurrence  of  the  syndrome 
and  the  persistence  of  symptoms  for  months 
or  years  in  a large  number  of  patients,  even 
after  discontinuing  phenothiazine,  has  been 
noted.  There  is  no  clear  response  to  any 
type  of  therapy;  in  fact,  the  anti-Parkinson 
agents  have  oftentimes  made  these  symp- 
toms worse.  Older  patients  and  individuals 
with  organic  brain  disorders  seem  to  be  par- 
ticularly prone  to  this  type  of  dyskinesia. 

Now  we  must  consider  the  other  possibility: 
whether  the  original  symptoms  may  have 
been  caused  by  the  same  neurological  pro- 
cess that  resulted  in  the  “hard”  signs  observed 
on  admission  to  this  hospital.  We  can  only 
make  some  very  general  statements.  First  of 
all,  it  is  very  difficult  to  imagine  a gradually 
progressing  24  year  history  after  an  initial 
acute  decompensation.  We  could  concep- 
tionalize  organic  disease  involving  the  frontal 
lobes,  limbic  lesions,  or  bilateral  temporal 
lobe  lesions  as  conceivably  producing  some 
of  the  original  behavioral  symptoms.  This 
would  probably  have  to  be  a bilateral  process. 
Without  familial  evidence  of  a degenerative 
process  this  organic  process  would  most 
likely  be  neoplastic.  I see  this  man’s  illness  as 
an  early  severe  chronic  schizophrenic  process 
that  might  be  described  as  having  both  hebe- 
phrenic and  simple  characteristics,  com- 
plicated later  in  the  last  decade  by  a neo- 
plastic process.  I would  like  to  ask  Dr.  Barone 
to  comment  further  about  the  significance  of 
the  neurological  findings. 

Dr.  Barone:  This  man  had  a progressing 
problem.  His  first  psychiatric  illness  began 
between  age  18  and  age  27  when  he  was  ad- 
mitted to  the  psychiatric  hospital.  Then  he 
has  further  difficulty.  Rather  than  being  in 
the  frontal  lobes,  however,  I think  the  lesion 
is  probably  more  midline  and  a little  deeper, 
as  in  the  diencephalon.  There  is  no  suggestion 
of  visual  difficulty  at  any  time.  The  first 
evidence  we  have  of  intracranial  calcification 
is  at  age  48,  some  21  years  after  admission. 
A question  of  papilledema  arises  at  this  time. 


This  is  probably  significant,  although  dis- 
counted by  the  examining  neurosurgeon.  Also 
probably  significant  is  the  fact  that  the  second 
lumbar  puncture  showed  a slightly  elevated 
protein.  Also  noteworthy  is  the  reported 
increase  in  size  of  the  intracranial  calcification. 
Eventually  there  were  some  lateralizing 
neurological  signs,  although  it  is  difficult  to 
be  sure,  from  the  protocol,  which  side  of  the 
brain  is  involved.  Thus,  we  have  a patient 
who  comes  into  the  hospital  with  a 24  year 
history  of  a very  slowly  progressive  neuro- 
logical problem,  probably  associated  with 
some  increased  intracranial  pressure.  The 
increase  in  size  of  the  intracranial  calcifica- 
tion indicates  that  this  is  not  a static  problem. 
What  conditions  cause  intracranial  calcifica- 
tion? 

I would  like  to  mention  some  of  the  cal- 
cifying lesions  neurosurgeons  encounter.  The 
number  one  problem  is  craniopharyngioma. 
Most  of  us  know  craniopharyngioma  as  a dis- 
ease of  youngsters  with  a problem  of  failure 
to  grow,  or  sometimes  a hyperpituitary  state. 
In  the  older  age  group,  however,  the  present- 
ing symptoms  are  psychiatric.  This  is  well 
documented  in  the  literature.  There  are  many 
accounts  of  patients  older  than  this  patient 
who  presented  with  psychiatric  illness  but 
were  shown  to  have  craniopharyngiomas. 
Theoretically,  craniopharyngiomas  arise  from 
embryonic  rests.  I can’t  explain  the  long 
periods  of  quiescence.  Another  possibility  is 
a slow-growing  glioma  in  the  region  of  the 
third  ventricle,  although  such  a tumor  should 
not  calcify.  Some  of  these  gliomas  will  grow 
in  the  ventricle  as  a very  small  tumor  and 
then  develop  a very  large  cyst  containing 
fluid.  This  might  explain  the  negative  brain 
scan.  A more  exotic  possibility  is  an  epen- 
dymoma, which  can  be  occult  for  a long 
time.  Some  years  ago,  when  neurodiagnostic 
procedures  were  more  limited,  a patient  re- 
ceived the  diagnosis  of  aqueduct  stenosis  on 
the  basis  of  a “brow-up”  ventriculogram  show- 
ing the  anterior  portion  of  the  third  ventricle 
and  both  lateral  ventricles.  A Torkelson  pro- 
cedure was  done.  Fifteen  years  later  he  re- 
turned with  signs  of  increased  intracranial 
pressure.  A complete  ventriculogram  demon- 
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Fig.  1 I.aminogram  demonstrating  intracranial 
calcification  anteriorly  (Larger  outlined  area) 
and  pineal  calcification  posteriorly. 


strafed  an  ependymoma  in  the  posterior  part 
of  the  third  ventricle.  Was  this  ependymoma 
there  for  15  years?  I don’t  know.  Was  this 
craniopharyngioma  there  for  24  years?  I don’t 
know,  but  I suspect  it  was.  I think  this  is  a 
craniopharyngioma  which  is  not  involving 
optic  chiasm,  but  is  growing  posterior  to  the 
chiasm,  forming  a big  mass  in  the  inter- 
peduncular fossa  compressing  the  floor  of 
the  third  ventricle. 

Dr.  Ducker:  Previous  x-ray  films  definitely 
indicate  that  this  intracranial  calcification  did 
increase  in  size  over  a few  years  time.  Look- 
ing at  all  the  laminograms,  this  intracranial 
calcification  was  supra-sellar  with  erosion  of 
the  dorsum  sellae.  This  (Fig.  1)  demonstrates 
the  area  of  calcification  which  contained  many 
flakes  of  calcium,  and  some  more  solidified 
calcium  in  it.  This  area  of  calcification  was 
entirely  separate  from  that  in  the  region  of 
the  pineal  body.  An  angiogram  showed  evi- 
dence of  hydrocephalus.  The  middle  cerebral 
artery  on  each  side  was  spread  out,  which 
was  compatible  with  enlargement  of  the  ven- 
tricles. There  was  no  shift  of  either  the 
anterior  cerebral,  or  the  midline  or  deep 
venous  structures.  There  was  no  elevation  of 
any  one  segment  of  the  anterior  cerebral 
artery,  which  is  somewhat  against  a supra- 
sellar mass,  as  craniopharyngiomas  or  pituitary 
tumors  specifically  will  elevate  this.  A pneu- 
moencephalogram then  demonstrated  that 
this  calcification  apparently  was  in  a good 
size  midline  mass  which  extended  more  up 
into  the  right  side  than  into  the  left.  Only  one 
ventricle  would  fill.  (Fig.  2)  Further  studies 


demonstrated  that  this  mass  was  in  the 
anterior  third  ventricle,  that  it  did  not  go  into 
the  sella,  and  that  it  was  elevated  and  sepa- 
rated from  the  sella  and  the  floor  of  the  third 
ventricle.  Thus  this  mass  was  somewhat  away 
from  the  area  where  we  would  expect  a 
craniopharyngioma  to  arise. 

Before  pneumoencephalograms,  we  also 
considered  that  this  was  a craniopharyngioma 
or  glioma.  We  favored  an  oligodendroglioma 
because  these  can  be  low  grade  anywhere  in 
the  brain,  and  they  can  calcify  and  have  a 
long  histoiy.  We  felt  that  clinically  this  tumor 
was  sitting  in  the  area  of  the  fomices  and 
might  interfere  with  the  limbic  system.  We 
thought  clinically  that  the  mass  had  enlarged 
enough  to  give  the  patient  hydrocephalus  and 
trouble  with  his  gait  and  walking. 

At  operation  we  approached  from  the  right 
side  since  this  mass  was  extending  up  on  the 
right  side.  We  went  through  the  frontal  lobe, 
looked  into  his  ventricle  and  saw  this  mass 
lesion  growing  through  the  foramen  of 
Monro  into  the  right  lateral  ventricle  (Fig. 


Fig.  2 Pneumoencephalogram  showing  midline 
calcified  mass,  outlined  by  arrows.  Only  one 
ventricle  was  outlined. 
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3).  As  we  removed  this  tumor  we  would  go 
through  the  foramen  of  Monro  down  into  the 
third  ventricle  as  we  removed  the  majority 
of  the  mass.  This  was  essentially  an  intra- 
ventricular tumor  involving  the  anterior  third 
ventricle  and  was  not  growing  up  through  the 
floor  of  the  third  ventricle  as  a cranio- 
pharyngioma would  do.  Some  of  the  tumor 
had  to  be  left  behind,  attached  to  the  roof  of 
the  third  ventricle  and  inextricably  involving 
the  forniees  on  both  sides. 

Dr.  Balentine:  This  lesion  was  a neoplastic 
mass  composed  of  spindle  and  ovoid  cells 
with  rather  thick  processes  arranged  quite 
often  in  whorls  and  loose  palisades  (Fig.  4). 
Within  these  whorls  these  neoplastic  cells 
wrapped  themselves  around  a central  structure 
representing  a psammoma  body  (Fig.  5).  In 
some  areas  numerous  psammoma  bodies  had 
become  calcified,  imparting  a gritty  sensation 
to  the  tumor  (Fig.  6).  There  also  were  areas 
showing  a syncytial  arrangement  of  cells.  All 
these  features  are  quite  characteristic  of 
meningioma,  which  was  our  pathologic  diag- 
nosis. Intraventricular  meningiomas  are  a 
rarity  and  they  are  especially  rare  in  the  third 
ventricle.  In  a review  of  50  intraventricular 
meningiomas  by  Abbott  and  Courville  in 
1942,  there  were  only  three  in  the  third  ven- 
tricle. This  particular  case  presented  a multi- 
faceted problem  clinically,  and  certainly 


Fig.  3 View  at  operation  into  the  right  lateral 
ventricle.  Mass  of  tumor  is  seen  extending  into 
ventricle. 
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Fig.  4 Section  of  tumor  demonstrating  spindle 
and  ovoid  cells  arranged  in  whorls.  Few  psam- 
moma bodies  are  evident.  H & E x 80. 


pathologically  is  very  rare.  I think  most  would 
agree  with  Dr.  Donovan  that  this  was  a chronic 
schizophrenic  who  happened  to  develop  a 
tumor;  not  that  this  was  a tumor  which  pro- 
duced schizophrenia,  although  there  are  rare 
reports  of  such  an  occurrence  particularly 
when  the  region  of  the  limbic  system  is  in- 
volved. 

Dr.  Earle:  In  my  opinion  this  is  a schizo- 
phrenic who  had  a brain  tumor.  The  ways  in 
which  tumors  affect  the  brain  are  at  least 
three  fold.  Dr.  Barone  knows  that  much  of 
Dr.  Penfiekl’s  work  over  the  years  could  be 
summarized  by  the  three  maps  that  are  in  his 
book.  One  of  these  is  based  on  what  we  know 
of  the  brain  from  ablation.  If  the  brain  is 
studied  by  destroying  parts  of  it,  a rather 
simple  map  of  the  brain  is  obtained.  Much 
of  the  brain  can  be  ablated  with  very  little 
residual  malfunction.  If  a tumor  expands  and 
produces  problems  by  ablation,  it  must  do 
this  by  destroying  some  clinically  apparent 
area.  The  second  way  that  a tumor  can  affect 
the  brain  is  by  stimulation.  We  know  that  a 
number  of  tumors  will  produce  seizure  pat- 
terns, or  abnormal  electrical  discharges,  and 
there  is  some  suggestion  that  perhaps  involve- 
ment of  the  limbic  system  in  this  way  may 
produce  psychiatric  manifestations.  The  third 
way  that  the  brain  has  been  studied  although 
tumors  cannot  imitate  this,  is  by  evoked 
potential.  Dr.  Penfield  has  spent  much  time 
operating  under  local  anesthesia  and  speaking 
with  the  patient  during  the  course  of  cortical 
excisions  for  scars  or  other  conditions.  He 
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Fig.  5 Whorl  of  neoplastic  cells  surround  a 
psammoma  body.  Masson’s  Trichrome  x 200. 


recorded  responses  from  patients  as  different 
areas  of  the  brain  were  stimulated  with  elec- 
tric currents. 

As  a general  statement  I think  it  can  be 
said  that  if  a person  is  schizophrenic  and  also 
has  a brain  tumor  or  epilepsy  or  a scar,  that 
when  the  organic  problem  is  removed  there 
is  no  assurance  that  the  schizophrenia  is  re- 
moved. In  most  cases  the  schizophrenia  ap- 
pears to  behave  independently  of  the  organic 
pathology.  However,  logically  speaking,  you 
may  convince  yourself  that  brain  tumors  and 
other  lesions  can  produce  schizophrenia  by 
involving  the  limbic  system.  A simple  defini- 
tion of  the  limbic  system  would  include  the 
cingulate  and  hippocampal  gyrus  or  that  area 
which  is  immediately  around  the  ventricular 
system.  This  definition  has  been  extrapolated 
to  mean  all  those  basic  areas  that  have  to  do 
with  personality,  involving  the  temporal  lobe, 
the  fornieal  system,  etc.  The  fact  that  this 
tumor  was  in  contact  with  the  fornices 
naturally  raises  the  question  of  whether  the 
tumor  caused  the  schizophrenia.  This  is  diffi- 
cult to  answer.  When  the  question  arises  as 
to  the  relationship  of  the  onset  of  symptoms 
and  the  presence  of  a tumor,  we  must  evaluate 
the  problem  by  considering  the  usual  behavior 
of  brain  tumors.  Although  many  people  with 
brain  tumors  have  a variety  of  psychiatric 
problems,  the  usual  behavior  of  brain  tumors 
is  not  to  produce  a schizophrenic  reaction. 

I would  like  to  comment  briefly  about  the 
localization  of  this  tumor.  Until  we  were  told 
that  this  tumor  was  not  involving  the  floor 


of  the  third  ventricle,  I too  would  have 
thought  of  a craniopharyngioma,  because  a 
number  of  craniopharyngiomas  do  grow  right 
up  through  the  floor  of  the  third  ventricle.  It 
is  an  error  to  think  that  craniopharyngiomas 
just  remain  in  the  suprasellar  region,  pushing 
the  optic  chiasm  up.  Some  will  fill  the  third 
ventricle  and  calcify  in  this  way.  A colloid 
cyst  should  also  be  mentioned  as  this  is 
another  tumor  of  the  third  ventricle.  However, 
a colloid  cyst  is  not  apt  to  have  this  irregular 
calcification  scattered  about.  Many  of  the 
tumors  in  this  location  that  affect  the  hypo- 
thalamus do  not  produce  a rage  phenomenon 
such  has  been  produced  in  animals  by  certain 
ablative  lesions  in  the  hypothalamus. 

Finally,  I would  like  to  comment  on  the 
problem  of  the  relationship  of  brain  tumors  to 
trauma.  I think  there  is  little  evidence  today 
that  trauma  is  related  to  brain  tumors.  The 
legacy  of  several  wars  is  a large  number  of 
survivors  from  brain  wounds  and  there  seems 
to  be  no  more  than  the  usual  incidence  of 
brain  tumors  in  these  survivors.  Earlier 
though,  prominent  physicians,  such  as  Harvey 
Cushing,  believed  that  trauma  did  somehow 
cause  meningiomas.  He  was  perhaps  in- 
fluenced by  a famous  patient  of  his  who  de- 
veloped a meningioma  beneath  the  impact  of 
a sharp  blow  to  the  head. 

Dr.  Balentine:  I understand  that  this  pa- 
tient has  improved  as  far  as  his  neurological 
status  is  concerned,  but  is  still  schizophrenic. 


Fig.  6 Numerous  psammoma  bodies  with  cen- 
tral calcification  are  seen.  H & E x 200. 
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Since  the  introduction  of  lumbar  puncture 
by  Quincke  in  1891,  its  use  has  aided  in  the 
correct  diagnosis  of  many  illnesses  of  the 
central  nervous  system  accompanied  by 
changes  in  the  cerebrospinal  fluid.  Although 
the  list  is  too  lengthy  to  enumerate  here, 
basically  these  processes  may  be  categorized 
as  infectious,  neoplastic,  vascular,  metabolic 
and  degenerative  in  origin. 

In  general,  lumbar  puncture  is  safe  and 
valuable  in  diagnostic  medicine  but  it  is  often 
done  without  sufficient  justification,  and 
even  without  reasonable  knowdedge  of  the 
information  to  be  obtained.  There  is  no 
question  that  the  test  may  be  quickly  and 
easily  done  but  in  the  wTong  situation,  it  may 
be  dangerous  or  possibly  lethal. 

Beginning  with  the  early  clinical  experi- 
ences in  medical  school  and  through  post- 
graduate training,  clinicians  are  admonished 
never  to  perform  lumbar  puncture  in  a pa- 
tient suspected  of  having  increased  intra- 
cranial pressure.  Elevated  intracranial  pres- 
sure may  be  reasonably  assumed  in  any  pa- 
tient in  a stuporous  or  comatose  state  with  or 
without  papilledema.  Patients  with  acute  head 
trauma  are  no  exceptions  to  this  rule.  Dis- 
ruption of  the  uniform  distribution  of  in- 
creased pressure  within  the  bony  cranial 
box  will  produce  pressure  gradients  between 
intracranial  compartments  and  between  intra- 
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cranial  and  extracranial  spaces.  In  other 
words,  withdrawal  of  cerebrospinal  fluid  by 
lumbar  puncture,  regardless  of  how  small 
the  needle  or  the  amount  withdrawn,  will 
reduce  the  extracranial  subarachnoid  pres- 
sure. Under  these  circumstances,  the  brain 
under  pressure  may  herniate  through  the 
tentorial  incisura,  from  one  side  to  the  other 
beneath  the  falx,  or  through  the  foramen 
magnum,  thereby  distorting  the  brain  or 
brain-stem  and  producing  compromise  of 
vital  functions. 

Yet,  one  still  hears  of  the  unfortunate  com- 
plications which  occur  following  spinal  tap 
in  an  acute  head  trauma  patient  with  in- 
creased intracranial  pressure.  Other  than  to 
verify  the  presence  of  increased  intracranial 
pressure,  lumbar  puncture  is  of  no  diagnostic 
value  in  acute  head  trauma.  Since  elevated 
intracranial  pressure  may  be  assumed  on 
principle  in  cases  of  acute  head  injury,  care- 
ful neurological  examination  of  the  patient 
is  preferable  to  lumbar  puncture  in  establish- 
ing the  diagnosis. 

Commonly,  lumbar  puncture  is  performed 
in  head  trauma  cases  because  of  erroneous 
or  inadequate  history.  The  unconscious 
patient  is  brought  to  the  emergency  room 
with  either  minimal  or  no  evidence  of  head 
injury.  Thus  the  history  of  the  patient,  as 
obtained  from  others,  is  crucial.  Frequently 
the  history  suggests  that  there  was  sudden 
loss  of  consciousness  followed  by  the  patient’s 
falling  and  striking  the  head  on  a nearby 
object.  In  such  cases  the  patient  is  usually 
found  in  the  bathroom,  on  the  stairs,  or  on 
the  porch  of  the  home.  On  occasion,  the 
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patient  may  initially  be  stuporous,  lapsing 
into  coma  before  adequate  information  can 
be  obtained. 

Cerebrovascular  accident  seems  to  be  an 
attractive  choice  in  the  differential  diagnosis, 
leading  the  physician  to  conclude  that  lumbar 
puncture  is  a logical  next  step  to  exclude  sub- 
arachnoid hemorrhage.  Minimal  evidence  of 
external  head  trauma  is  dismissed  as  in- 
cidental, particularly  when  fundoscopic  ex- 
amination reveals  no  papilledema.  Neverthe- 
less, opening  cerebrospinal  fluid  pressure  may 
often  be  markedly  elevated,  followed  by 
either  immediate  worsening  or  deterioration 
of  the  patient’s  condition  over  a course  of 
several  hours.  Death  may  or  may  not  follow 
uncal  herniation  through  the  tentorial  open- 
ing or  cerebellar  tonsillar  herniation  through 
the  foramen  magnum. 

Retrospective  evaluation  of  the  history  sug- 
gests that  the  primary  cerebral  insult  was 
related  to  acute  head  injury  accompanying 
a fall  down  stairs,  from  the  porch  or  in  the 
bathroom.  Since  the  degree  of  extracranial 
injury  does  not  always  reflect  the  degree  of 
intracranial  damage,  lack  of  clear  external 
evidence  of  trauma  should  not  lull  the  clini- 
cian into  a false  sense  of  reassurance.  As  is 
well  known,  a significant  degree  of  brain 
swelling  with  increased  intracranial  pressure 
may  result  from  a blow  to  the  head,  rendering 
the  patient  comatose  without  leaving  external 
evidence  of  injury. 

The  presence  or  absence  of  papilledema  on 
fundoscopic  examination  is  not  critical  to  the 
diagnosis  of  acute  head  trauma.  The  precise 
mechanisms  permitting  greater  extremes  of 
pressure  to  develop  within  the  intracranial 
cavity  without  changes  in  the  eye  grounds 
remain  incompletely  understood.1  Levels  of 
intracranial  pressure  following  head  injury 
may  vary  widely  with  steadily  increasing 
pressure  in  some  cases  as  opposed  to  marked 


fluctuations  from  normal  to  marked  elevations 
in  other  cases.  The  temporal  profile  may  vary 
from  minutes  to  hours.8 

If  the  differential  diagnosis  involves  the 
question  of  head  trauma  versus  cerebro- 
vascular accident,  lumbar  puncture  fails  to 
contribute  clinically  applicable  information 
for  establishing  a firm  diagnosis.  Findings  of 
increased  intracranial  pressure  do  not  help  to 
localize  the  lesion  to  supratentorial  or  infra- 
tentorial compartments  or  to  differentiate 
among  the  many  diagnostic  possibilities.  For 
example,  a finding  of  subarachnoid  hemor- 
rhage at  lumbar  puncture,  with  or  without 
increased  intracranial  pressure,  leaves  the 
clinician  without  a definitive  diagnosis  among 
the  following:  aneurysm,  arteriovenous  mal- 
formation, hemorrhage  from  tumor,  primary 
cerebral  hemorrhage,  hemorrhagic  infarct  or 
traumatic  subarachnoid  hemorrhage. 

What  then  is  the  clinician’s  best  course  of 
action?  We  recommend  observation  over  a 
period  of  days  up  to  a week  or  two.  During 
this  time,  the  patient  may  regain  conscious- 
ness and  may  be  able  to  give  an  adequate 
history.  Even  then,  definitive  diagnosis  may 
require  angiography,  trephination  or  cran- 
iotomy. 

In  summary,  lumbar  puncture  is  of  little  or 
no  value  in  the  diagnosis  and  management 
of  acute  head  trauma.  Furthermore,  such  a 
procedure  is  potentially  lethal  in  cases  of 
acute  head  injury  with  increased  intra- 
cranial pressure.  The  physician  is  therefore 
obligated  to  investigate  carefully  any  sus- 
picion of  head  trauma  as  the  primary  intra- 
cranial insult  before  performing  the  spinal 
tap.  The  conversion  of  a patient  with  a readily 
treatable  head  injury  into  a case  of  secondary 
irreversible  brain-stem  damage  from  pressure 
cone  formation  is  an  iatrogenic  tragedy  that 
should  be  avoidable. 
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Intestinal  parasites,  badges  of  poverty  and 
ignorance,  denoting  a lack  of  personal  hygiene 
and  the  improper  disposal  of  human  excreta, 
were  common  in  the  rural  South  30  to  50  years 
ago.  Today,  while  such  infestations  are  en- 
countered in  individual  patients,  the  preva- 
lence of  intestinal  parasites  in  the  general 
population  is  not  well  defined. 

In  an  effort  to  identify  the  scope  of  the 
problem  among  different  populations  residing 
in  a large  low-country  county  of  South  Caro- 
lina, the  Charleston  County  Public  School 
system  and  the  Charleston  County  Health 
Department  mounted  a large  scale  sampling 
program.  Under  Dr.  A.  F.  DiSalvo,  the  Divi- 
sion of  Laboratories  of  the  South  Carolina 
State  Board  of  Health,  examined  stool  speci- 
mens collected  from  first  and  second  grade 
students  in  34  Charleston  County  public 
schools. 

All  rural  schools  and  many  suburban  and 
urban  schools  participated  in  the  survey. 
Coming  from  all  sections  of  the  county,  the 
samples  permitted  a comparison  of  the  preva- 
lence of  infestation  by  color,  sex,  presence  of 
public  sewer  systems,  as  well  as  geographic 
section  of  the  county. 

With  the  sex  and  color  of  each  student 
recorded,  5103  stool  specimens  were  ex- 
amined and  reported.  A summary  of  the  find- 
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ings,  tabulated  on  the  basis  of  all  partici- 
pating schools  in  each  of  the  county’s  eight 
constituent  school  districts,  is  reported  in 
Table  1. 

While  the  percentage  of  children  having 
intestinal  parasites  varies  from  district  to 
district,  it  is  obvious  the  problem  exists 
throughout  the  county.  31.3%  of  all  specimens 
were  positive  for  at  least  one  intestinal  para- 
site while  13.4%  of  all  children  had  multiple 
(2  to  5)  parasitic  infestation. 

While  prevalence  of  infestation  is  higher 
in  the  rural  districts,  the  distribution  does  not 
decline  uniformly  as  one  proceeds  from  a 
purely  rural  setting  to  the  urban  community. 
For  example,  the  school  from  District  20  is 
located  in  the  Peninsular  City  of  Charleston 
and  yet  has  higher  rates  of  infestation  than 
suburban  schools. 

That  Ascaris  Lumbricoides  ( roundworm ) 
and  Trichuris  Trichiura  (whipworm)  would 
be  found  was  never  questioned.  However, 
their  presence  in  such  a high  percentage  of 
children  was  not  anticipated.  Neither  was  it 
anticipated  that  as  many  specimens  would  re- 
veal the  presence  of  Entamoeba  histolytica 
as  was  found. 

Necator  Americanus  (hookworm)  was 
identified  only  rarely.  A total  of  eight  speci- 
mens were  positive  for  this  parasite  which  was 
quite  common  35  years  ago.  Because  of  its 
rarity,  it  is  only  mentioned  in  passing;  how- 
ever, it  is  included  in  the  number  of  total 
positive  specimens,  as  are  other  parasites 
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TABLE  1. 

SUMMARY  OF  INTESTINAL  PARASITE  SURVEY  BY 
SCHOOL  DISTRICT 
CHARLESTON  COUNTY,  S.  C 1972 


Number  with 

School  Specimens  Per  cent  Ascaris  Per  cent  Entamoeba  Trichuris  Per  cent  Multiple  (2-5)  Per  cent 
District  Examined  Positive  Lumbricoides  Positive  Histolytica  Trichiura  Positive  Parasites  Positive 


No.  1 

172 

55.2% 

63 

36.6% 

1 

40 

23.3% 

35 

20.3% 

No.  2 

583 

31.0% 

85 

14.6% 

6 

103 

17.7% 

112 

19.2% 

No.  3 

871 

31.2% 

140 

16.1% 

10 

204 

23.4% 

146 

16.8% 

No.  4 

1237 

18.2% 

91 

7.4% 

5 

15 

1.2% 

47 

3.8% 

No.  9 

472 

56.6% 

152 

32.2% 

3 

151 

32.0% 

120 

25.4% 

No.  10 

1060 

12.3% 

42 

4.0% 

5 

15 

1.4% 

25 

2.4% 

No.  20 

133 

31.6% 

16 

12.0% 

1 

5 

3.8% 

9 

6.8% 

No.  23 

575 

67.0% 

254 

44.2% 

25 

177 

30.8% 

191 

33.2% 

TOTAL  ALL 
DISTRICTS 

5103 

31.3% 

843 

16.5% 

56 

710 

13.9% 

685 

13.4% 

identified  in  the  survey  such  as  Giardia 
Lamblia,  Entamoeba  coli,  and  Endolimax 
nana. 

A wide  variety  of  intestinal  parasites  was 
encountered  in  the  survey.  None  of  the  areas 
was  exempt  from  intestinal  parasites;  how- 
ever, exept  for  brief  notice  an  Tables  1 and 
4,  this  paper  will  deal  only  with  A.  Lumbri- 
coides and  T.  Trichiura.  Entamoeba  histo- 
lytica, found  in  1.1%  of  the  students,  is  being 
studied  by  Dr.  Charles  Darby  of  the  Depart- 
ment of  Pediatrics  of  the  Medical  University 
of  South  Carolina  and  will  be  reported  in  a 
separate  paper. 

Table  2 and  Table  3 depict  the  prevalence 
of  infestation  by  A.  Lumbricoides  and  T.  Tri- 
chiura among  first  and  second  grade  students 
in  10  predominantly  rural  and  two  suburban- 
rural  schools  in  the  county.  Reporting  is  by 
total  students  examined  and  by  color  of  stu- 
dents. 

Care  must  be  exercised  in  the  inteqiretation 
of  percentage  figures  used,  especially  in  white 
students,  because  of  the  small  numbers  in- 
volved. For  example,  in  School  No.  10,  100% 


of  the  white  students  are  reported  positive 
for  both  parasites.  It  must  also  be  noted  that 
only  one  white  student  was  examined  in  this 
school  and  he  was  positive  for  both  A.  Lum- 
bricoides and  T.  Trichiura. 

The  difficulty  in  comparing  rural  white 
students  to  rural  negro  students  is  apparent 
because  of  the  small  number  of  white  children 
attending  rural  public  schools.  Those  schools 
with  any  appreciable  number  of  white  stu- 
dents represent  areas  in  which  suburban  and 
rural  students  attend  the  same  school. 

In  an  effort  to  determine  the  prevalence  of 
infestation  among  students  living  in  areas  in 
which  adequate  sewage  disposal  is  available, 
tluee  schools  were  selected  for  study.  Table  4 
depicts  the  results  obtained  in  these  schools. 

School  A is  predominantly  Negro  and 
located  in  the  city  of  Charleston.  Schools  B 
and  C are  predominantly  white  located  in  the 
urban  area  adjacent  to  the  Charleston  Pen- 
insula. Obviously,  the  availability  of  sewage 
disposal  facilities  does  not  insure  the  elimina- 
tion of  intestinal  parasites.  The  study  does  not 
determine  whether  the  presence  of  higher 
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TABLE  2. 

PREVALENCE  OF  A.  LUMBRICOIDES  INFESTATION  IN  FIRST  AND  SECOND 
GRADE  STUDENTS  OF  RURAL  SCHOOLS,  BY  COLOR 
CHARLESTON  COUNTY,  S.  C.  1972 


School 

Total 

Examined 

Per  cent 
Positive 

Negro  Students 
Examined 

Per  cent 
Positive 

White  Students 
Examined 

Per  cent 
Positive 

1 

54 

33.3 

54 

33.3 

0 

0.0 

2 

51 

33.3 

42 

38.1 

9 

11.1 

3 

67 

41.8 

67 

41.8 

0 

0.0 

4 

173 

41.6 

165 

43.6 

8 

0.0 

5 

165 

9.7 

49 

24.5 

116 

3.4 

6 

214 

16.8 

96 

30.2 

118 

5.9 

7 

114 

54.4 

113 

54.9 

1 

0.0 

8 

139 

40.3 

135 

41.5 

4 

0.0 

9 

149 

53.0 

147 

53.7 

2 

0.0 

10 

76 

47.4 

75 

46.7 

1 

100.0 

11 

160 

32.5 

130 

38.5 

30 

6.7 

12 

188 

45.2 

182 

46.7 

6 

0.0 

TABLE  3. 

PREVALENCE  OF  T.  TRICHIURA  INFESTATION  IN  FIRST  AND  SECOND 
GRADE  STUDENTS  OF  RURAL  SCHOOLS  BY  COLOR 
CHARLESTON  COUNTY,  S.  C.  1972 


School 

Total 

Examined 

Per  cent 
Positive 

Negro  Students 
Examined 

Per  cent 
Positive 

White  Students 
Examined 

Per  cent 
Positive 

1 

54 

44.4 

54 

44.4 

0 

0.0 

2 

51 

11.8 

42 

14.3 

9 

0.0 

3 

67 

14.9 

67 

14.9 

0 

0.0 

4 

173 

49.7 

165 

52.1 

8 

0.0 

5 

165 

10.3 

49 

34.7 

116 

0.0 

6 

214 

12.6 

96 

26.0 

118 

1.7 

7 

114 

62.3 

113 

62.8 

1 

0.0 

8 

139 

38.8 

135 

39.3 

4 

25.0 

9 

149 

40.3 

147 

40.8 

2 

0.0 

10 

76 

68.4 

75 

68.0 

1 

100.0 

11 

160 

13.8 

130 

16.9 

30 

0.0 

12 

188 

29.3 

182 

30.2 

6 

0.0 

TABLE  4. 


COMPARISON  OF  INFESTATION  BY  SELECTED  PARASITES  AMONG 
CHILDREN  RESIDING  IN  AREAS  WITH  ADEQUATE  SEWAGE  DISPOSAL 
CHARLESTON  COUNTY,  S.  C.  1972 


School 

Specimens 

Examined 

Per  cent 
Positive 

Ascaris 

Lumbricoides 

Trichuris 

Trichiura 

Giardia 

Lamblia 

Entamoeba 

Histolytica 

A 

133 

31.6% 

16 

5 

10 

1 

B 

140 

7.1% 

0 

2 

4 

0 

C 

79 

5.1% 

1 

0 

1 

0 
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INTESTINAL  PARASITES 


TABLE  5. 


RELATION  OF  ASCARIS  LUMBRICOIDES  INFESTATION  TO 
HEIGHT  AND  WEIGHT  OF  SIX  ANI)  SEVEN  YEAR  OLD  NEGRO  STUDENTS 
CHARLESTON  COUNTY,  S.  C.  1972 


TOTAL  ALL 

STUDENTS 

MALE 

FEMALE 

Positive 

Negative 

Positive 

Negative 

Positive 

Negative 

Number  of 
Students 

190 

220 

114 

113 

76 

107 

Average 

Height 

(inches) 

47.27 

48.32 

47.27 

48.51 

47.27 

48.12 

Average 

Weight 

(lbs.) 

49.90 

51.33 

49.97 

52.11 

49.80 

50.51 

levels  of  infestation  among  Negro  students 
in  an  urban  area  when  compared  to  white 
students  is  the  result  of  visits  to  relatives  in 
rural  areas,  recent  migration  to  the  urban 
area,  lower  levels  of  personal  hygiene,  or 
combinations  of  these  factors. 

In  an  effort  to  determine  whether  or  not 
infestation  with  Ascaris  Lumbricoides  results 
in  any  deterimental  effect  on  the  development 
of  children,  weight  and  height  of  each  child 
were  recorded.  Comparisons  of  these  measure- 
ments in  children  six  and  seven  years  of  age 
were  made  in  12  schools.  The  small  number  of 
white  children  with  positive  specimens  does 
not  allow  comparisons  which  can  be  con- 
sidered statistically  valid  and  are  therefore 
excluded. 

The  results  of  comparisons  in  410  Negro 
children  are  given  in  Table  5.  As  can  be  seen, 
children  with  roundworm  infestation  averaged 
1.05  inches  shorter  stature  than  their  counter- 
parts without  parasitic  infestation.  The  aver- 
age weight  was  1.43  pounds  less  in  children 
with  Ascaris  infestation.  The  same  pattern  of 
smaller  stature  and  lower  weight  is  observed 
in  both  Negro  male  and  female  children. 

While  the  data  are  not  intended  to  repre- 
sent any  conclusive  findings,  they  suggest  that 
infestation  with  A.  Lumbricoides  may  be  a 
factor  in  inhibiting  physical  development  in 
young  children. 

Because  the  prevalence  of  parasitic  infesta- 
tion was  found  to  be  high  in  rural  school 
children,  it  was  deemed  desirable  to  compare 


current  levels  with  those  found  in  past  sur- 
veys. 

Comparison  of  the  prevalence  of  specific 
parasitic  infestation  in  rural  school  children 
34  years  ago  was  made  possible  by  Gwen- 
dolyn Nolte  Taylor,  Assistant  Professor  of 
Medical  Technology,  Medical  University  of 
South  Carolina.  Her  masters’  thesis  entitled, 
“A  Helminth  Survey  of  the  Rural  School  Chil- 
dren of  Charleston  County,  South  Carolina, 
1938-1939”  provided  data  for  such  com- 
parisons. 

While  it  will  be  noted  that  there  is  a slightly 
lower  level  of  infestation  with  A.  Lum- 
bricoides today,  it  must  be  recognized  that 
the  decline  does  not  represent  any  significant 
change  in  levels  of  infestation  among  the 
rural  Negro  population. 

The  shift  in  percentage  infestation  between 
male  and  female  children  is  of  interest.  This 
could  be  the  result  of  an  increasing  aware- 
ness of  personal  hygiene  practices  among 
females  as  a result  of  lectures  and  films  on 
menstruation  and  personal  cleanliness  given 
to  older  girls  in  schools  today.  These,  in  turn, 
pass  such  information  down  to  younger 
sisters. 

If  this  is  the  case,  it  would  indicate  the 
desirability  of  including  such  material  in  the 
very  early  days  of  public  school  education. 

If  physical  development  is  impaired  by  A. 
Lumbricoides  as  is  suggested  by  the  findings 
in  Table  5,  mental  development  may  also 
suffer  as  a result  of  such  infestations.  The  fact 
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INTESTINAL  PARASITES 


TABLE  6. 

PREVALENCE  OF  ASCARIS  LUMBRICOIDES  INFESTATION  IN  YOUNG 
RURAL  SCHOOL  CHILDREN  BY  COLOR  AND  SEX 
CHARLESTON  COUNTY,  S.  C.  1938  AND  1972 


1938  (Ages  5-9  yrs.) 

1972  (1st  & 2nd  Grade) 

Negro 

White 

Negro 

White 

Male 

Female 

Male 

Female 

Male 

Female 

Male  Female 

Number 

Examined 

134 

151 

122 

108 

668 

587 

166  133 

Per  cent 
Positive 

49.3% 

58.9% 

7.4% 

14.8% 

44.6% 

41.6% 

5.4%  4.5% 

that  almost  one-half  of  the  rural  Negro  chil- 
dren are  now,  and  have  been  for  generations, 
plagued  with  this  parasite  is  sufficient  reason 
for  the  development  of  an  intensive,  coordi- 
nated program  of  education  and  treatment  to 
eradicate  this  health  problem. 

SUMMARY 

A study  of  the  prevalence  of  infestation 
with  intestinal  parasites  in  first  and  second 
grade  students  of  Charleston  County  school 
children  is  presented.  The  percentage  of 


Asbestos  Air  Pollution 

I.  J.  Selikoff  et  1 Arch  Environ  Health  25:1-13 
(July)  1972 

Findings  of  mesotheliomas  among  individuals  liv- 
ing in  the  vicinity  of  asbestos  plants  suggested  that 
asbestos  air  pollution  might  occur.  Measurement  of 
asbestos  (chrysotile)  content  of  ambient  air  in  New 
York  City  and  other  locations  showed  levels  of  10 
to  50  x 10-9  gm/cu  m,  and  lungs  of  New  York  resi- 
dents examined  at  autopsy  regularly  showed  chry- 
sotile fibrils.  Occurrence  of  asbestos  air  pollution  is 
now  established.  Since  most  urban  air  pollution  is 
derived  from  commercial  and  industrial  sources,  the 
asbestos  industry  has  both  important  responsibility 
and  opportunity  for  its  control. 


rural  Negro  children  with  intestinal  parasites 
is  found  to  be  almost  as  high  as  was  the  case 
34  years  ago. 

Hookworm  infestation  was  rarely  found  but 
the  presence  of  Entamoeba  histalytica  was 
detected  more  often  than  had  been  antici- 
pated. 

Physical  development  appears  to  be  in- 
hibited in  children  with  A.  Lumbricoides  as 
compared  with  children  without  intestinal 
parasites. 


Technique  to  Improve  Rate  of  Healing 
of  Incised  Abscesses 

I.  C.  Ritchie  Br  Med  J 2:381-382  (May  13)  1972 
Incised  skin  abscesses  were  treated  either  by  in- 
troducing sterile  gel  of  sodium  fusidate  into  the  cav- 
ity on  one  occasion  only,  or  by  applying  daily  super- 
ficial dressings  impregnated  with  sodium  fusidate 
ointment.  In  comparison  with  the  dressing  group, 
the  intracavity  use  of  gel  reduced  the  mean  healing 
time  of  incised  abscesses  by  approximately  one  half 
When  abscesses  were  analyzed  according  to  site  and 
size,  the  reduction  in  mean  healing  time  was  equally 
striking.  No  hypersensitivity  or  irritation  to  either 
method  was  observed. 
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HOW  DO  WE  CHOOSE  OUR  FUTURE  PHYSICIANS?: 


A Survey  of  American  Medical  Schools 


What  makes  a good  physician?  What  quali- 
ties do  medical  schools  value  in  selecting 
students  for  admission?  Although  several 
articles  have  studied  medical  school  appli- 
cants11 and  personality  correlates  of  medical 
school  achievement,6  none  has  attempted  to 
define  the  important  criteria  used  in  medical 
school  admission  procedures  or  to  clarify  the 
desirable  attributes  of  a physician.  Our  pres- 
ent failure  to  keep  abreast  of  mushrooming 
needs  for  medical  care  demands  that  we 
draw  our  guidelines  more  carefully,  both  in 
selecting  applicants  for  admission  into  medi- 
cal school  and  in  shaping  the  formal  curricula 
and  training  experiences,  with  an  eye  toward 
utilizing  existing  educational  facilities  more 
efficiently  and  enlarging  our  force  of  dedi- 
cated physicians. 

Thus,  in  the  fall  of  1971,  a survey  letter 
was  sent  to  103  medical  schools  in  the  United 
States  and  Canada,  requesting  that  an  appro- 
priate representative  of  each  school  list  briefly 
the  important  criteria  currently  used  in  ad- 
mission procedure  and  personality  attributes 
deemed  most  desirable  in  a physician. 

Seventy-three  schools  responded  to  the 
letter.  Of  these,  55  (75.3%)  responded  to  the 
question  regarding  standards  used  in  medi- 
cal student  selection.  Of  the  remaining  18 
schools,  4 (5.5%)  indicated  that  their  pro- 
grams had  been  very  recently  initiated,  and 
14  ( 19.2% ) ignored  the  question.  The  num- 
ber of  criteria  listed  by  the  responding  medi- 
cal schools  ranged  from  2 to  12,  with  a mean 
of  5 requirements. 


“Department  of  Psychiatry,  Medical  University  of 
South  Carolina,  Charleston,  South  Carolina 


SYLVESTER  R.  MLOTT,  Ph.D.0 
and 

MARGARET  P.  SCHACHTE,  B.A.° 

Data  tabulation  revealed  that  38  of  the  55 
schools  answering  this  question  (69.1%)  re- 
lied most  heavily  on  grade  point  average, 
while  2 (3.6%)  thought  it  of  minor  impor- 
tance. Similarly,  38  schools  (69.1%)  gave 
most  weight  to  Medical  College  Admission 
Test  scores,  while  5 (9.1%)  considered  them 
least  important.  Interview  data  were  empha- 
sized by  28  schools  (50.9%),  and  2 schools 
(3.6%)  thought  them  negligible.  Recom- 
mendations from  applicants’  former  teachers 
were  relied  upon  by  22  schools  (40.0%),  and 
recommendations  from  pre-medical  advisors 
were  considered  very  important  by  20  schools 
(36.4%).  Fifteen  schools  (27.3%)  deemed 
the  applicant’s  motivation  toward  the  study 
of  medicine  most  important.  A total  of  98 
criteria  were  listed  by  the  medical  schools 
answering  this  question. 

Of  the  73  medical  schools  involved  in  the 
survey,  40  (54.8%)  responded  to  the  ques- 
tion regarding  the  desirable  characteristics  of 
a physician.  Of  the  schools  not  responding  to 
this  question,  4 (5.5%)  indicated  that  they 
were  very  recent  medical  programs,  and  6 
(8.2%)  made  statements  to  the  effect  that 
the  desirable  attributes  of  a physician  are 
“highly  variable  and  nobody  has  an  answer,” 
while  the  remaining  23  schools  (31.5%)  made 
no  direct  reference  to  the  question.  The  num- 
ber of  desirable  attributes  suggested  by  the 
responding  schools  ranged  from  1 to  18,  with 
a mean  of  3 attributes. 

Data  tabulation  revealed  that  unquestion- 
able integrity  is  the  characteristic  deemed 
most  important  in  a physician  by  12  of  the 
responding  medical  schools  (30.0%).  Follow- 
this,  11  schools  (27.5%)  emphasized  motiva- 


320 


The  Journal  of  the  South  Carolina  Medical  Association 


He  won't  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 


□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


LIQUID 


MYLANTA 


TABLETS 

® 


aluminum  and  magnesium  hydroxides  with  simethicone 
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STUART  PHARMACEUTICALS  | Dms.on  of  ICI  America  Inc.  Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


If  youVe 
, seen  one, 
have  you 
really  seen 
them  all? 

The  following  patient  profiles  represent  ^2.  Previ°usly  normal  mensuj 

typical  clinical  situations,  but  do  not  wl^  occasional  menorrhagia  No* 

necessarily  represent  actual  cases.  on  a sequential  0 C for  four  monthl 

Complains  of  heavy  flow, 
occasional  intracyclic  bleeding,  I 
edema,  tender  swollen  breasts.  I 
Indicates  estrogen  excess,  j 
1st  choice:  Switch  to  a com-  I 
bination  50-mcg  -estrogen  OC.  a 
(such  as  Demulen<‘). 


Age  21.  short,  mammose,  with 
normal  menses,  some  acne.  Was  put 
on  prenuptial  regimen  of  50-mcg. - 
estrogen/moderate-progestogen 
O.C.  for  two  months  Now  has 
increased  acne 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg.- 
estrogen  combination  (such  as 
Enovid-E  ora  sequential). 

\ 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  0 C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen, 
less  progestational  activity 
(such  as  Ovulen  T 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
O C (such  as  Enovid-E :<). 


>e  25,  tall,  slender,  athletic, 
th  flat  chest.  On  a progestogen- 
iminant  50-mcg  -estrogen  0 C 
s recurrent  trichomoniasis 
d Momlia. 

Indicates  estrogen  deficiency  and 
| cess  of  progestogen  in  current  0 C. 
1st  choice:  Switch  to  a com- 


lation  pill  with  100  meg. 
trogen  and  less  progestational 
litivity  (such  as  Enovid-E  or 
l ulen  ! ora  sequential). 


Unmasked,  physiologically  and  anatomically,  they're  not  all  the 
same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 

Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are:  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  "Miss  America”  figure, 
previously  normal  menses,  healthy 
skin  and  hair  On  a 50-mcg  - 
estrogen  pill  for  four  months 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice  Switch  to  a center- 
spectrum  O.C  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen  ). 


Age  21,  college  senior,  average 
build  On  highly  progestogen- 
dominant/low-dose-estrogen  O.C 
for  six  months.  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain. 

Indicates  probable  progestogen 
excess 

1st  choice  Switch  to  a center- 
spectrum  pill  (such  as  Ovulen) 


Age  27,  slightly  overweight, 
multiparous.  Nausea  with  all  three 
pregnancies  and  with  a sequential 
0 C.  three  years  ago.  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen 

1st  choice:  A 50-mcg  -estrogen/ 
progestogen-dominant  pill 
(such  as  Demulen’T 


a brief  summary 
” rescribing  information, 
ise  see  next  page. 


Each  white  tablet  contains  ethynodiol  diacetate  1 mg./mestranoi  0.1  mg. 

_ a moderately  **  * 

ilAri  progestogen-dominant  O.C. 

I lUlCl  1 for  many 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ ethinyl  estradiol  50  meg. 

Each  pinktablet  in  Ovulen-28®  and  Demulen®-28  is  a placebo,  containing  no  active  ingredi 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules^ 

„ F Productsof  SEARLE  & CO. 

San  Jiian,  Puerto  Rico  00936 


I-  . j a moderately  . 

EnOVld-E  for  sc$ne"d0rT11nant  ° ° 


Each  tablet  contains  norethynodrel  2.5  mg./ mestranol  0.1  mg. 

searle  Product  of  Searle  Laboratories  Division 

G.D.SEARLE  & CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 

Ovulen  Demulen 

Each  white  tablet  contains:  Each  white  tablet  contains 

ethynodiol  diacetate  1 mg./mestranol  0,1  mg.  ethynodiol  diacetate  1 mg,/ ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulerf!-28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960  Reported  pregnancy  rates  vary  from  product  to  product 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding 

Warnings  -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one1  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  44,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn. 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecarefulobservation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, , 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy 
The  age  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids  • 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between! 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- ' 
phlebitis,  pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation-] 
ship  has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral  | 
contraceptives,  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- ' 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice,  j 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 1 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function:  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract  73:267-279  (May)  1967. 1 
2.  Inman,  W.  H W,  and  Vessey,  M P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing  ‘ 
Age, Brit  Med.  J.  2:193-199 (April  27)  1968  3.  Vessey,  M P.and  Doll,  R.:  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic! 
Disease.  A Further  Report,  Brit  Med.  J 2:651-657  (June  14)  1969  4.  Sartwell, 
P.  E„  Masi,  A.  T ; Arthes,  F.  G,  Greene,  G R , and  Smith,  H E.:  Thromboem- 
bolism and  Oral  Contraceptives.  An  Epidemiologic  Case-Control  Study,  Amer. 

J Epidem.  90365-380 (Nov.)  1969 
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FUTURE  PHYSICIANS 


tion  to  follow  a career  in  medicine,  and  10 
schools  ( 25.0% ) rated  a continuing  desire 
for  learning  and  self-education  important. 
Intelligence  above  average  was  also  cited  by 
10  schools  (25.0%),  while  9 schools  (22.5%) 
emphasized  compassion,  warmth,  and  interest 
in  others’  welfare.  Slightly  less  frequently, 
characteristics  such  as  maturity,  emotional 
stability,  and  honesty  (6  schools,  or  15.0%) 
were  cited.  A total  of  65  desirable  attributes 
were  listed  by  the  medical  schools  answering 
this  question. 

The  results  of  this  survey  reveal  a wide 
disparity  among  medical  schools  in  definition 
of  both  the  standards  used  in  medical  student 
selection  and  the  desirable  attributes  of  a 
physician.  Comparison  of  the  results  of  the 
two  survey  questions  also  reveals  the  pos- 
sibility of  a sei'ious  internal  inconsistency 
between  what  is  practiced  and  what  is  pro- 
fessed by  our  medical  schools;  e.g.,  most  medi- 
cal schools  agree  on  ideal,  humanitarian  qual- 
ities as  vitally  important  in  a physician,  while 
maintaining  admission  standards  heavily 
reliant  on  such  objective  criteria  as  grade 
point  average  and  MCAT  scores  which  are  in 
no  way  reflective  of  an  applicant’s  overall 


character.  If  we  are  to  accomplish  our  goal 
of  improving  the  quality  of  doctors  gradu- 
ating from  our  medical  schools,  we  must 
first  define  our  expectations  for  the  type  of 
individual  who  can  adequately  fit  the  phy- 
sician’s role.  On  the  basis  of  this  definition, 
we  must  then  establish  in  some  uniform 
fashion  the  admissions  criteria  selective  for 
this  type  of  individual.  We  must  also  revise 
our  educational  philosophy  to  provide  for  the 
maximum  development  of  the  individual  into 
the  role  of  physician. 

Accomplishing  these  worthy  goals  will  be 
no  mean  task.  The  authors  suggest  that 
optimally  long-term  studies  of  at  least  one 
class  of  medical  students,  from  matriculation 
through  several  post-graduate  years,  should  be 
instituted  in  each  of  the  six  or  seven  major 
geographical  regions  of  the  United  States  and 
Canada  in  order  to  define  most  thoroughly 
the  needs  and  course  of  action  appropriate  to 
each  region.  Following  this,  national  collation 
of  the  data  would  give  a detailed  evaluation 
of  medical  education  systems  current  in  the 
United  States  and  Canada,  with  a valid  basis 
for  suggesting  improvements. 


REFERENCES 


1.  Stritter.  F.  T.;  Hutton,  J.  G.;  and  Dube,  W.  F.: 
Study  of  U.  S.  medical  school  applicants,  1968- 
1969,  J Med  Educ  45:195-209.  1970. 

2.  Funkenstein,  D.  F.:  Current  medical  school  ad- 
missions: The  problems  and  a proposal,  J Med 
Educ.  45:497-509.  1970. 

3.  Schofield,  W.:  A modified  actuarial  method  in 


the  selection  of  medical  students,  J Med  Educ, 
45:740-744,  1971. 

4.  Jarecky,  R.  K.;  Johnson,  D.  G.;  and  Matteson, 
D.  E.:  The  study  of  applicants,  1967-68,  T Med 
Educ.  43:1215-1228,  1968. 

5.  Rothman,  A.  I.,  and  Flowers,  J.  F.:  Personality 
correlates  of  first-year  medical  school  achievement, 
J Med  Educ,  45:901-905,  1971. 


August,  1972 


321 


President’s  Page 


It  was  my  privilege  to  attend  the  recent  meeting  of  the  House  of  Delegates  of  the  American 
Medical  Association  in  San  Francisco.  Again,  I was  most  impressed  with  the  excellence  of  the  con- 
duct of  the  meetings  and  with  the  character  and  dedication  of  the  participants,  and  I wish  to 
take  this  opportunity  to  state  that  it  is  certain  that  the  interests  of  South  Carolina  and  its  physi- 
cians are  in  excellent  hands  in  the  persons  of  Dr.  Thomas  Parker  and  Dr.  John  C.  Hawk,  the 
delegates,  and  of  Dr.  Harrison  L.  Peeples  and  Dr.  C.  Tucker  Weston,  the  alternate  delegates.  Our 
delegates  and  other  representatives  from  South  Carolina  worked  hard  during  the  meeting  and 
there  is  no  doubt  that  it  requires  hard  work,  concentration  and  study.  It  also  requires  a wide 
acquaintanceship  among  the  other  delegates  and  it  requires  the  respect  for  our  delegates  by  the 
others  from  all  over  the  Nation.  This  was  amply  manifest  throughout  the  time  that  I was  privi- 
leged to  participate  in  the  proceedings. 

A full  report  on  the  numerous  resolutions  which  were  proposed  for  adoption  and  the  final 
actions  taken  will  be  available,  no  doubt,  in  the  near  future  from  our  delegates.  As  one  can  see 
in  our  State,  one  could  see  that  in  the  Nation  there  is  also  a wide  diversity  of  opinion  in  the  medi- 
cal profession. 

It  is  hoped  that  the  diversity  of  opinion  among  the  various  members  of  the  medical  profes- 
sion may  be  narrowed  by  the  issue  of  die  possibility  of  so-called  National  Health  Insurance 
which  confronts  us  today.  No  doubt  the  magnitude  of  the  issue,  and  the  even  more  magni- 
tudinous  appropriation  that  would  be  required  to  finance  it,  caused  deferment  of  the  matter 
by  the  Congress  in  session  at  present.  But  the  lack  of  conclusion  at  the  moment  by  no  means 
would  signify  that  the  matter  is  dormant.  The  basic  issue  is  whether  or  not  the  public  can  be 
served  better  at  the  same  or  lesser  expense  by  the  medical  profession  under  our  existing  plural- 
istic system  of  rendition  of  medical  care,  or  by  an  altered  system  which  unquestionably  would  be 
characterized  by  endless  additional  red  tape  and  the  advent  of  impersonal  care  that  has  accom- 
panied increasing  third  party  participation  by  government  especially  in  other  countries.  It  has 
been  ascertained  by  numerous  impartial  observers  in  Europe  that  governmental  health  programs 
have  been  characterized  by  over-crowding,  inadequate  and  frequently  out-dated  facilities  and 
equipment,  shortages  of  personnel,  impersonal  attention,  lack  of  privacy,  and  long  waiting  lists 
for  admission  to  hospitals.  In  view  of  the  fact  that  experiences  in  Europe  have  shown  that  medi- 
cal care  under  national  government  administration  and  financing  has  not  been  successful  in  con- 
trolling costs  or  improving  the  quality  of  medical  care,  and  in  view  of  the  fact  that  the  system 
of  practice  in  this  country  in  the  last  50  years  has  been  associated  with  the  greatest  advances 
in  the  extent  and  complexity  of  medical  knowledge  and  its  practical  application  ever  known  to 
man,  it  seems  clear  that  it  would  behoove  the  medical  profession  on  behalf  of  the  public,  which 
is  ignorant  in  these  matters,  to  exhort  and  implore  Congress  to  study  further  the  advantages  of 
what  we  possess  before  adopting  any  radical  changes. 

E.  F.  Parker,  M.  D. 
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Editorial 


Edward  E.  Kimbrough,  III,  M.D. 


With  the  September  issue  of  the  Journal 
the  new  editor,  Dr.  Edward  E.  Kimbrough, 
III  of  Columbia  will  take  over. 

An  orthopedic  surgeon,  Dr.  Kimbrough  is 
a native  of  Gainesville,  Ga.  He  received  his 
medical  degree  from  Vanderbilt  University  in 
1953.  His  internship  and  residency  were  spent 
at  the  University  of  Minnesota,  Brooke  Army 
Hospital  and  DeWitt  Army  Hospital.  Dr.  Kim- 
brough joined  The  Moore  Clinic  in  Columbia 
in  1962. 


He  is  a member  of  the  board  of  directors 
of  the  Columbia  Kiwanis  Club  and  an  elder 
of  Shandon  Presbyterian  Church.  He  is  an 
orthopedic  consultant  for  the  University  of 
South  Carolina  football  team  and  for  the 
S.  C.  Crippled  Children’s  Clinic.  From  Feb- 
ruary to  March  of  1967,  Dr.  Kimbrough 
served  as  volunteer  physician  for  Viet  Nam. 

He  is  a member  of  many  medical  organiza- 
tions and  is  at  present  editor  of  The  Recorder, 
magazine  of  the  Columbia  Medical  Society. 
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SOUTH  CAROLINA  MEDICAL  ASSOCIATION 


ANNUAL  SESSION 
HOUSE  OF  DELEGATES 
MYRTLE  BEACH,  SOUTH  CAROLINA 
MAY  15  - 17,  1972 


The  House  of  Delegates  of  the  South  Carolina 
Medical  Association  acted  on  the  following  items  at 
its  Annual  Session  held  in  Myrtle  Beach,  South 
Carolina.  May  15  and  17.  1972: 

I.  REFERENCE  COMMITTEE  ON  PUBLIC 
AND  INDUSTRIAL  HEALTH 

1.  Report  of  Medical  Advisory  Committee  to  the 
South  Carolina  Vocational  Rehabilitation  De- 
partment. 

Report  Accepted  As  Information 

2.  Report  of  Advisory  Committee  to  Crippled  Child- 
ren’s Society 

Report  Accepted  As  Information 

3 Report  of  Committee  on  Mental  Retardation 

Report  Accepted  As  Information 

4.  Report  of  Committee  on  Industrial  Medicine 

Report  Accepted  As  Information 

5.  Report  of  Committee  on  Medical  Aspects  of 
Sports 

REPORT  ACCEPTED  AS  INFORMATION, 
COMMITTEE  CONTINUED  AND  PRES- 
ENT MEMBERS  OF  COMMITTEE  RE- 
APPOINTED 

6.  Resolution  from  Council  concerning  closed  drug 
formulary 

( 1 ) that  the  present  closed  drug  formulary 
be  voided; 

( 2 ) open  formulary  be  controlled  by  fixed 
dollar  limit  per  month;  and 

(3)  copies  of  Resolution  be  sent  to  Gov.  John 
C.  West  Dr.  Archie  Ellis.  Dr.  William  M. 
McCord,  Dr.  Hunter  Rentz. 

Resolution  Adopted 

7.  Report  of  Committee  on  Mental  Health 

( a ) asking  approval  of  recommendation  that 
there  be  appointed  to  the  Committee  non- 
psychiatrist physicians  - one  from  Family 
Practice,  one  from  Pediatrics  and  one 
from  Internal  Medicine  - 

Recommendation  Approved 

(b)  Seeking  endorsement  of  Committee’s  re- 
commendation that  the  matter  of  the  rapid 
expansion  of  social  workers,  nurses  and 
ministers  into  the  field  of  private  coun- 
seling, without  any  medical  supervision  of 
people  undergoing  such  therapy,  be  re- 
ferred to  the  legal  counsel  of  SCMA  for 
study,  advice  and  recommendation 


Recommendation  Adopted 

(c)  Recommendation  that  mental  disorders  be 
afforded  same  coverage  and  considera- 
tion from  Medicare  as  other  disorders 
for  a reasonable  spell  of  illness. 

Recommendation  Adopted 

( d ) Recommendation  that  commonly  used 
antipsychotic  drugs  be  placed  on  the 
Medicaid  Formulary. 

Recommendation  Approved 

(e)  Recommendation  that  a minor  tranqui- 
lizer be  added  to  the  Formulary  for  the 
treatment  of  emotional  disorders 

Recommendation  Approved 

8.  Report  of  Executive  Committee  of  the  State 
Board  of  Health 

( 1 ) Priority  # 1 - that  comprehensive  health 
planning  be  pursued  through  S.  C.  with 
vigor. 

Recommendation  Adopted 

(2)  Priority  #2  - that  the  most  severe  effects 
of  hunger  and  malnutrition  be  eliminated 
in  S.  C.  by  1974  - Ref.  Committee  recom- 
mended that  the  words  “as  rapidly  as 
possible”  be  used  in  place  of  the  words 
‘dry  1974”. 

Recommendation  Of  Reference  Committee  A- 
dopted 

(3)  Priority  #3  that  an  immediate  beginning 
be  made  toward  shifting  the  emphasis  of 
health  care  in  South  Carolina  to  health 
maintenance  - Ref.  Committee  recommen- 
ded that  this  be  laid  on  the  table  to  await 
interest  and  direction  of  Medical  Foun- 
dation of  S.  C.  Medical  Association 

Recommendation  Of  Reference  Committee  A- 
dopted 

(4)  Priority  #4  that  a comprehensive  family 
planning  program  be  developed  was  ap- 
proved by  the  Committee. 

Recommendation  Adopted 

(5)  Priority  #5  that  the  Mental  Health  Pro- 
gram be  expanded  through  support  for 
the  Department  of  Mental  Health’s  De- 
velopmental Plan  was  approved  by  the 
Committee. 

Committee  Recommendation  Adopted 

(6)  Priority  #6  that  specific  and  direct  in- 
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Vanishing  Cream  Base 

Neosporin-G  Creafn 

(polymyxin  B-neomycin-gramicidin) 

Each  gram  contains:  Aerosporin®  brand  polymyxin  B sulfate,  10,000 
units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg.  neomycin  base); 
gramicidin,  0.25  mg.,  in  a smooth,  white,  water-washable  vanishing 
cream  base  with  a pH  of  approximately  5.0.  Inactive  ingredients:  liquid 
petrolatum,  white  petrolatum,  propylene  glycol,  polyoxyethylene 
polyoxypropylene  compound,  emulsifying  wax,  purified  water,  and  0.25% 
methylparaben  as  preservative. 

In  tubes  of  15  g. 

NEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
impetigo,  surgical  after-care,  and  pyogenic  dermatoses. 

Precaution:  As  with  other  antibiotic  preparations,  prolonged  use  may 
result  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
measures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
literature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
neomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
perforated.  These  products  are  contraindicated  in  those  individuals  who 
have  shown  hypersensitivity  to  any  of  the  components. 

Complete  literature  available  on  request  from  Professional  Services 
Dept.  PML.  IMS, 

K"  -V 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park  1 
North  Carolina  27709 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 


1.2  to  8 grams/ day  IV  dosage  ranges 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycir 
hydrochloride,  Upjohn ) should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  no 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  1 00  ml/hour.  T oo  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


infections  caused  by  susceptible  strains 
of  pneumococci,  streptococci,  and 
staphylococci,  including  penicillin- 
resistant  strains.  Staphylococcal  strains 
resistant  to  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  have  been 
recovered.  Before  initiating  therapy, 
culture  and  susceptibility  studies  should 
be  performed.  Lincocin  has  proved 
valuable  in  treating  patients  hyper- 
sensitive to  penicillin  or  cephalosporins, 
since  Lincocin  does  not  share 
antigenicity  with  these  compounds. 
However,  hypersensitivity  reactions 
have  been  reported,  some  of  these  in 
patients  known  to  be  sensitive  to 
penicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

( 1 incomyci  n hydroch  lor  ide, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


’Well  tolerated  at  infusion  site:  Lincocin 
intravenous  infusions  have  not 
produced  local  irritation  or  phlebitis, 
when  given  as  recommended.  Lincocin 
is  usually  well  tolerated  in  patients  who 
are  hypersensitive  to  other  drugs. 
Nevertheless,  Lincocin  should  be  used 
cautiously  in  patients  with  asthma  or 
jsignificant  allergies. 
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In  patients  with  impaired  renal  function 
the  recommended  dose  of  Lincocin 
should  be  reduced  to  25—30%  of 
the  dose  for  patients  with  normal 
kidney  function.  Its  safety  in 
pregnant  patients  and  in  infants 
less  than  one  month  of  age  has 
not  been  established. 

Lincocin  may  be  used  with  other 
antimicrobial  agents:  Since  Lincocin 
is  stable  over  a wide  pH  range,  it  is 
suitable  for  incorporation  in 
ntravenous  infusions;  it  also  may  be 


Sterile  Solution  (300  mg.  per  ml.) 


( 1 incomyci  n hydroch  loride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


’::Contains  also:  Benzyl  Alcohol  9 mg;  and. 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OE  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms. particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /(-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatmen 
Skin  and  mucous  membranes— Skin  rashe 
urticaria,  vaginitis,  and  rare  instances  of  e: 
foliative  and  vesiculobullous  dermatitis  hat 
been  reported.  Liver— Although  no  direct  n 
lationship  to  liver  dysfunction  is  establishei 
jaundice  and  abnormal  liver  function  tes 
(particularly  serum  transaminase)  have  bee 
observed  in  a few  instances.  Cardiovascuh 
—Instances  of  hypotension  following  parei 
teral  administration  have  been  reportet 
particularly  after  too  rapid  IV  administr: 
tion.  Rare  instances  of  cardiopulmonary  a 
rest  have  been  reported  after  too  rapid  I 
administration.  If  4.0  grams  or  more  admii 
istered  IV,  dilute  in  500  ml  of  fluid  an, 
administer  no  faster  than  100  ml  per  hou 
Special  senses— Tinnitus  and  vertigo  ha\ 
been  reported  occasionally.  Local  reactiot 
—Excellent  local  tolerance  demonstrated  t 
intramuscularly  administered  Lincoci 
(lincomycin  hydrochloride).  Reports  of  pai 
following  injection  have  been  infrequen 
Intravenous  administration  of  Lincocin  i 
250  to  500  ml  of  5%  glucose  in  distille 
water  or  normal  saline  has  produced  fit 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  m 
Capsules— bottles  of  24  and  100.  Steril 
Solution,  300  mg  per  ml— 2 and  10  ml  vial 
and  2 ml  syringe.  Syrup,  250  mg  per  5 n 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consul 
the  package  insert  or  see  your  Upjoh 
representative. 

MED  B-6-S  (KZL-7)  JA71-163 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 
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struction  in  health,  including  sex  educa- 
tion, of  which  family  life  education  and 
reproductive  responsibilities  are  essential 
phases,  be  required  as  a separate  sub- 
ject in  the  public  system  by  the  S.  C.  De- 
partment of  Education  was  modified  by 
the  Ref.  Committee  by  eliminating  the 
phrases  “including  sex  education,  of 
which  family  life  education  and  reproduc- 
tive responsibilities  are  essential  phrases”. 

Recommendation  Of  Reference  Committee  A- 
dopted 

8.  Report  of  Executive  Committee  of  the  State 

Board  of  Health  ( cont. ) 

(7)  The  Committee  recommended  that  Prior- 
ity # 7 requesting  the  Medical  University 
of  S.  C to  reorient  its  training  to  support 
the  health  maintenance  concept  be  laid 
on  the  table. 

Recommendation  Adopted 

(8)  Priority  #8  recommended  that  nursing 
home  and  boarding  home  services  for  the 
aged  be  closely  monitored  by  appropriate 
State  agencies. 

Recommendation  Approved 

(9)  Priority  #9  concerning  all  public  water 
systems  in  S.  C.  was  modified  to  read: 

“that  the  public  water  systems  in  S.  C. 
contain  a minimum  of  0.7  milligrams 
of  fluoride  per  liter  of  water  subject  to 
local  discretion  of  the  political  unit.” 

Recommendation  Adopted  As  Modified 

(10)  Priority  #10  concerning  injury  control 
was  approved  by  the  Committee. 

Recommendation  Approved 

( 11 ) Portion  of  Report  of  Executive  Committee 
dealing  with  needed  additional  funds 
for  State  Crippled  Children’s  Program 
was  discussed. 

Committee  recommended  endorsement  of 
provision  for  additional  needed  funds. 

Recommendation  Adopted 

(12)  Portion  of  Report  of  Executive  Committee 
dealing  with  funds  for  vector  control  pro- 
gram was  considered 

Committee  recommended  that  SCMA  en- 
dorse provision  of  sufficient  funds  for 
emergency  situations,  to  purchase  insec- 
ticides and  to  properly  maintain  the  ve- 
hicles. 

Recommendation  Adopted 

9.  S C.  Maternal  Mortality  Review  for  1969  ( Lines 
10-51,  Page  7)  was  reviewed  by  the  Committee. 
Committee  recommended  that  SCMA  endorse 
the  10  recommendations  it  contained. 

Recommendation  Of  Committee  Adopted 

10.  Resolution  of  Columbia  Medical  Society  regard- 
ed the  recent  change  in  policy  of  the  Department 
of  Defense  regarding  the  work  of  medical  of- 
ficers in  civilian  medical  situations  in  their  off- 
duty  hours. 


The  Committee  amended  this  Resolution  as 
follows: 

Resolved,  That  the  South  Carolina  Medical 
Association  formally  requests  the  Department 
of  Defense  to  reconsider  its  policy  concerning 
the  medical  corps  and  allow  military  physi- 
cians who  so  desire  and  who  are  so  approved 
by  their  local  commanding  officers  to  assist 
the  local  medical  communities  in  their  off- 
duty  hours  without  infringement  on  their  mil- 
itary duties;  and  be  it  further 
Resolved,  That  a copy  of  this  Resolution  be 
sent  to  the  Surgeon  General’s  office  and  to 
Senator  Strom  Thurmand. 

Resolution  Of  Columbia  Medical  Society  Adop- 
ted As  Amended 

II.  Reference  Committee  On  Reports  Of  Coun- 
cil And  Officers 

The  following  Reports  summarized  the  activities 
of  the  respective  offices  during  the  past  year: 

1.  Report  of  the  President,  John  P Booker,  M.D. 

2.  Report  of  the  President-elect,  Edward  F.  Parker, 
M.D. 

3.  Report  of  the  Chairman  of  Council,  Harold  P. 
Hope,  M.D. 

4.  Report  of  the  Secretary,  D.  Strother  Pope,  M.D. 

5.  Report  of  the  Executive  Secretary,  M.  L. 

Meadors 

6.  Report  of  the  Treasurer,  J.  Howard  Stokes,  M D. 

7.  Report  of  the  State  Board  of  Medical  Exami- 
ners, Harold  S.  Gilmore,  M.D. 

8.  Report  of  the  American  Medical  Association 
Delegates,  Thomas  Parker,  M.D.  and  John  C. 
Hawk,  Jr.,  M.D 

9.  Report  of  SocPac.  Donald  G.  Kilgore,  M.D. 

All  Reports  Approved 

10.  The  Committee  considered  the  Recommendation 
from  the  State  Board  of  Medical  Examiners  re- 
jecting Resolution  from  Chesterfield  County 
Medical  Society  introduced  last  year;  also  con- 
sidered a similar  Resolution  from  Chester  County 
Medical  Society  introduced  the  first  day  of  this 
session. 

The  Reference  Committee  recommended  accep- 
tance of  the  Recommendation  of  the  State  Board 
of  Medical  Examiners  and  also  stated:  “However, 
the  Association  probably  should  consider  estab- 
lishing awards  or  commendations  to  those  phy- 
sicians who  take  post-graduate  courses  or  other 
educational  devices  to  further  their  medical  edu- 
cation and  quality  of  patient  care  ” 
Recommendation  Of  Reference  Committee  Ap- 
proved And  Referred  To  Council 

III.  Reference  Committee  On  Legislation 

And  Public  Relations 

1.  Report  of  Committee  on  Public  Relations  - Com- 
ittee  recommended: 

(a)  that  a Public  Information  Committee 
be  activated; 

(b)  that  a Speakers’  Bureau  be  estab- 
lished on  a voluntary  basis;  and 
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(c)  that  the  Association  consider  the  fea- 
sibility of  retaining  a public  relations 
firm  on  a part-time  basis. 
Recommendations  Approved  And  Referred  To 

Council 

2.  Resolution  from  Council  on  Physician  Draft  - 
Committee  recommended  that  our  Congressional 
Delegation  be  urged  to  support  legislation  or  dir- 
ectives which  would  give  South  Carolina  credit 
for  those  physicians  who  volunteer  or  enter 
service  through  the  ROTC,  NROTC,  Berry  Plan, 
or  any  other  volunteers. 

Recommendation  Of  Reference  Committee  Adop- 
ted 

3.  Resolution  from  Sumter-Clarendon  Medical  So- 
ciety to  prevent  minutes  and  peer  review  ma- 
terial in  hospital  and  medical  meetings  from 
being  subpoenaed  for  use  in  civil  law  suits  was 
considered. 

The  Reference  Committee  recommended  that  all 
possible  support  be  given  to  the  present  bill  be- 
fore the  Legislature  which  would  exempt  pro- 
fessional societies  and  medical  staff  peer  re- 
view committees  from  tort  liability  and  that  the 
present  Resolution  be  deferred  until  this  is  ac- 
complished. 

Recommendation  Of  Reference  Committee  Adop- 
ted 

4.  Report  of  Dr.  D.  Strother  Pope,  Secretary,  was 
considered  also  by  this  committee.  Dr  Pope  was 
commended  for  his  interest  and  leadership  in  es- 
tablishing and  maintaining  the  First  Aid  Station 
in  the  State  House. 

Committee  recommended  that  each  county  socie- 
ty arrange  joint  meetings  with  their  delegation  to 
promote  better  understanding  and  rapport  with 
our  political  leaders. 

Committee’s  Recommendation  Adopted 

5.  Report  of  Legislative  Affairs  Committee  was  re- 
ferred to  this  Committee. 

(a)  Committee  recommended  that  the  Leg- 
islative Activities  report  should  be  sent 
to  tlie  entire  membership  of  the  Asso- 
ciation on  a current  basis  as  soon  as 
feasible. 

Recommendation  Adopted 

(c)  Recommendations  concerning  First  Aid 
Station  at  State  House: 

1 ) Consider  a “Doctor  of  the  Day” 
Program  to  bring  physicians  from 
over  the  State  to  staff  Station; 
and 

2)  That  a permanent  committee  of 
the  Association  be  established  to 
assume  responsibility  for  the  oper- 
ation and  staffing  of  this  aid  sta- 
tion. 

Recommendations  Adopted  And  Referred  To 
Council 

(d)  Reference  Committee  recommended 
support  of  Bill  H-2547  - as  amended 


so  State  Health  Officer  may  allow 
Board  of  Pharmaceutical  Examiners 
to  appoint  drug  inspector. 
Recommendation  Adopted 

(e)  Reference  Committee  urged  support  of 
Bill  to  exempt  professional  societies 
or  medical  staff  peer  review  commit- 
tes  from  tort  liability. 

Adopted 

(f)  Reference  Committee  considered  Senate 

Bill  493  (to  provide  minors  with  med- 
ical service  without  parental  consent) 
and  urged  consideration  of  excluding 
procedures  which  Legislature  might 
feel  obnoxious,  abortions,  sterilizations 
and  the  like. 

Recommendation  of  Reference  Committee 
Adopted 

5.  Report  of  Legislative  Affairs  Committee  (con- 
tinued ) 

(g)  Reference  Committee  recommended  contin- 
tued  support  of  House  Bill  2887  to  estab- 
lish medical  examiner  system  for  South  Car- 
olina. 

Adopted 

( h ) Reference  Committee  urged  support  of  Phy- 
sicians’ Assistant  Bill  without  amendments. 

Adapted 

(i)  Reference  Committee  recommended  support 

of  House  Bills  3052  and  3053  to  provide 
scholarships  for  medical  and  dental  stu- 
dents. 

Adopted 

( j ) Reference  Committee  recommended  opposi- 

tion to  House  Bill  3107  to  allow  podiatrists 
to  prescribe  narcotics. 

Reference  Committee’s  Recommendation  Adopted 

(k)  Reference  Committee  recommended  support 
of  House  Bill  1716  to  prevent  advertise- 
ment by  physicians,  dentists,  osteopaths, 
optometrists,  opticians  and  chiropractors. 

Adopted 

IV.  Reference  Committee  On  Insurance,  Blue 
Cross  - Blue  Shield 

1.  Report  of  Committee  to  Negotiate  a Fee  for 
Service  Policy  with  Blue  Shield 

Report  Received  As  Information 

2.  Resolution  from  Charleston  County  Medical  So- 
ciety - Disassociation  of  SCMA  from  Blue  Cross  - 
Blue  Shield 

Resolution  from  Columbia  Medical  Society  - 
Physicians  of  SCMA  no  longer  designated  as 
participating  physicians  of  BS;  News  media  pub- 
licity generated;  BS  asked  to  honor  assignments 
of  all  physicians  and  surgeons;  and  President  of 
BS  no  longer  a member  of  Council  of  SCMA 
Resolution  from  J.  D.  Cilland.  M.D.  - Amend- 
ment to  Constitution  to  delete  “President  of 
Board  of  Directors  of  the  South  Carolina  Medi- 
cal Care  Plan”  and  substitute  “Chairman  of 
Board  of  Directors  of  Blue  Shield  of  South  Car- 
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olina”. 

The  House  considered  the  following  Substitute 
Resolutions  in  lieu  of  the  Resolutions  from 
Charleston  County  Medical  Society,  Columbia 
Medical  Society  and  J.  D.  Cilland,  M.D.: 

(Substitute  Resolution  No.  1)  Resolved, 
That  Article  VI,  entitled  “Council”  be  amended 
to  delete  the  words  “and  the  President  of  the 
Board  of  Directors  of  South  Carolina  Medical 
Care  Plan”. 

Substitute  Resolution  No.  1 Adopted 
(Substitute  Resolution  No.  2)  Resolved,  That 
Blue  Shield  be  directed  to  use  caution  in  the 
use  of  the  term  “South  Carolina  Medical  Asso- 
ciation” is  its  sponsor,  and  be  it  further 

Resolved.  That  no  further  action  be  taken  at 
at  this  time. 

Substitute  Resolution  No.  2 Not  Adopted 
(Substitute  Resolution  Presented  by  Forde  A. 
Mclver,  M.  D.)  Resolved,  That  the  South 
Carolina  Medical  Association  disassociate  it- 
self from  Blue  Cross  - Blue  Shield. 

Substitute  Resolution  By  Forde  A.  Mclver, 
M.  D.,  Adopted 

V.  Reference  Committee  On  Miscellaneous 
Business 

1.  (a)  Recommendation  from  Student  Body  Presi- 

dent (Jerry  Jebaily)  that  the  SCMA  hold 
its  annual  convention  at  the  Medical  Uni- 
versity was  considered  by  our  Committee. 
The  Committee  recommended  that  the 
SCMA  cooperate  in  every  way  to  increase 
involvement  of  the  Medical  University  stu- 
dents with  the  practice  of  medicine  so 
that  social  contact  with  the  practicing  phy- 
sicians of  the  state  and  the  students  is  en- 
couraged; and  also  that  we  request  Dr. 
William  McCord  to  aid  in  developing  this 
type  of  relationship. 

Recommendation  Of  Reference  Committee 
Adopted 

(b)  Recommendation  from  Student  Body  Presi- 
dent that  SCMA  send  several  interested  stu- 
dents to  AMA  Convention  was  also  con- 
sidered. The  Committee  recommended  that 
2 Delegates  from  the  Medical  University 
Student  Body  be  sent  - the  President  of  the 
Student  Body  and  the  President  of  the 
Student  American  Medical  Association. 
Recommendation  Adopted  And  Referred  To 
Council 

2.  Report  of  the  South  Carolina  Foundation 
for  Medical  Care  was  received  as  informa- 
tion. The  Committee  recommended  that  the 
Board  of  Directors  of  the  Foundation  in- 
stitute better  communications  with  the  prac- 
ticing physicians  of  S.  C.  regarding  the 
Foundation  both  by  newsletters  and  by 
arranging  for  members  of  the  Board  to 
speak  concerning  Foundations  at  the  socie- 
ty meetings. 


Recommendation  Adopted 

3.  Resolution  from  Greenville  County  Medical 
Society  regarding  commendation  to  M. 
Gordon  Howie,  M.D.,  was  referred  to  this 
Committee.  The  Committee  recommended 
that  the  Resolution  be  approved  and  further 
recommended  that  the  Executive  Secretary 
present  an  appropriate  plaque  to  Dr.  Howie. 
Recommendations  Of  Reference  Committee 
Approved 

4.  The  Committee  recommended  that  the  Re- 
port of  the  Committee  on  Medical  Services 
be  received  as  information  and  the  Com- 
mittee’s activities  be  continued. 

Approved 

5.  Report  of  the  Peer  Review  Committee  was 
referred  to  this  Reference  Committee,  which 
recommended  that  it  be  received  as  inform- 
ation and  that  the  following  5 recommen- 
dations from  that  Report  be  adopted  and 
further  that  the  Committee’s  activities  be 
continued: 

(a)  The  endorsement  and  approval  of 
the  concept  of  continual  peer  review; 

(b)  That  such  peer  review  be  accom- 
plished, in  so  far  as  is  practicable, 
at  the  “local”  level  through  the 
general  participation  of  all  physi- 
cians to  establish  local  peer  review 
committees; 

(c)  That  each  formally  organized  branch 
of  medicine  in  South  Carolina  be 
asked  to  establish  a “Peer  Review 
Board”; 

( d ) That  the  State  Peer  Review  Com- 
mittee receive  and  review  all  matters 
referred  to  it  by  the  Peer  Review 
Boards;  and 

(e)  That  the  Association  move  toward 
enactment  of  such  State  legislation 
as  is  necessary  to  provide  appropriate 
immunity  for  all  participants  in  peer 
review  activities. 

Adopted 

6.  The  Committee  recommended  that  the 
Report  of  the  Committee  on  Medicine  and 
Religion  be  received  as  information  and 
the  Committee  be  commended  for  the  pro- 
grams they  have  presented  to  the  state  meet- 
ings. 

Approved 

7.  The  Reports  of  the  following  Committees 
were  received  as  information: 

Committee  on  Eye  Bank; 

Advisory  Committee  to  the  Woman’s 

Auxiliary  ; and  Mediation  Committee. 
Approved 

8.  The  Committee  recommended  that  the  Re- 
port of  the  Committee  on  Liaison  with 
Allied  Professions  be  received  as  information 
and  in  view  of  the  present  situation  re- 
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garding  H.  M.  O.,  Foundations,  etc.,  that 
increased  activity  from  this  Committee  be 
stimulated  during  the  next  year. 

Adopted 

VI.  Reference  Committee  On  Constitu- 
tion And  Bylaws 

1.  The  Reference  Committee  recommended 
that  Resolution  presented  by  the  Standing 
Committee  on  Constitution  and  Bylaws  di- 
recting that  the  Executive  Secretary’s  of- 
fice notify  each  county  society  of  the  re- 
quirement of  reporting  non-affiliated  phy- 
sicians and  a conscientious  attempt  to  com- 
ply with  the  requirements  for  early  collec- 
tion and  remittance  of  dues  by  each  county 
society  be  adopted. 

Adopted 

2.  Chester  County  Medical  Society’s  Resolu- 
tion to  require  150  post-graduate  hours  of 
approved  study  every  three  years  as  a pre- 
requisite for  active  membership  in  the 
SCMA  was  considered  by  the  Committee. 
The  Committee  recommended  rejection  of 
of  this  Resolution. 

Resolution  Not  Approved 

3.  A Resolution  from  Council  called  for  an 
amendment  to  the  Bylaws  relating  to  the 
membership  of  residents  and  interns  in  the 
Association. 

The  House  considered  the  following  Sub- 
stitute Resolution  by  Harrison  L.  Peeples, 
M.D.: 

Resolved.  That  the  interns  and  residents 
who  are  active  participants  in  county 
societies  be  admitted  as  full  members  to 
the  South  Carolina  Medical  Association 
at  one-fifth  dues;  that  the  number  of 
delegates  so  affected  be  represented  from 
within  the  intern  and  resident  body  mem- 
bership; and  that  they  would  have  their 
own  representatives  at  the  same  rate  as 
the  county  medical  societies. 

Substitute  Resolution  Not  Adopted 
Resolution  From  Council  Referred  Back 
To  Council  For  Further  Study  And  Re- 
ferral To  Proper  Committee 

4.  Excerpt  from  Dr.  J.  P.  Booker’s  Report  as 
President  concerning  admission  of  the  Pres- 
ident of  the  Student  Body  or  of  the  Senior 
Class  at  the  Medical  University  as  a mem- 
ber of  the  House  of  Delegates  was  amended 
as  follows; 

Resolved.  That  the  President  of  the 
Senior  Class  of  the  College  of  Medicine 
at  the  Medical  University  of  South  Caro- 
lina be  seated  as  a Delegate  to  the  House 
of  Delegates,  with  full  voting  rights. 
Substitute  Resolution  Adopted 
Requires  Amendment  To  Constitution  - 


Will  Lay  On  Table  Until  Next  Year 

VII.  New  Business 

1.  Motion  by  Thomas  Parker,  M.D.,  that  the 
Speaker  and  Vice-Speaker  be  commended 
for  their  preparation  of  the  Handbook;  that 
they  continue  the  practice  and  that  the 
Committees  and  Officers  render  their  Re- 
ports and  Resolutions  to  them  in  time  for 
them  to  be  included  in  next  year’s  Hand- 
book. 

Approved 

2.  Motion  was  made  by  J.  P.  Booker,  M.D., 
that  the  business  transacted  at  the  last  ses- 
sion of  the  Convention  be  included  in  the 
Handbook  and  a copy  be  sent  to  each 
Delegate. 

The  House  considered  the  following  Sub- 
stitute Motion  by  John  C.  Hawk.  Jr.,  M.D.: 
That  the  Executive  Offices  be  directed 
to  prepare  copies  of  the  final  actions  of 
the  House  on  the  Reports  of  the  Refer- 
ence Committees  to  be  published  in  the 
next  issue  of  the  Journal. 

Substitute  Motion  Adopted 

3.  Motion  by  Norman  Faddy,  M.D.,  that 
Thomas  Parker,  M.D.,  Delegate  to  AMA, 
be  allowed  to  present  a proposed  Resolu- 
tion to  the  House  of  Delegates  so  that  he 
could  then  present  it  on  behalf  of  SCMA 
at  the  AMA  meeting. 

Approved 

4.  Resolution  by  Thomas  Parker,  M.D.,  to  be 
presented  to  AMA  House  of  Delegates  at  its 
June  meeting  was  considered. 

Resolved,  That  the  AMA  establish  the 
editorial  policy  that  when  an  article  re- 
fers to  a drug  by  its  generic  name,  the 
generic  name  be  accompanied  by  the 
trade  name  or  names  of  the  drugs  em- 
ployed by  the  author  or  authors,  thus 
assisting  physicians  in  assessing  the  re- 
sults reported  and  emphasizing  existing 
AMA  policy  that  prescription  by  trade 
name  is  desirable  for  maintenance  of 
professional  freedom. 

Adopted  And  Is  To  Be  Presented  To 
AMA  House  At  Its  June  Meeting 

5.  Motion  was  made  that  a letter  of  thanks 
on  behalf  of  the  Convention  be  written  to 
Max  H.  Parrott.  M.D..  Chairman  of  the 
Board  of  Trustees  of  AMA,  and  William 
Cooper,  M.D.,  of  AMPAC,  for  their  contri- 
bution to  our  meeting. 

Approved 

VIII.  Elections 

The  following  physicians  were  elected  to  the 
office  specified  at  the  1972  Annual  Meeting  in 
Myrtle  Beach: 
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Officers: 

President-Elect: 
Vice  President: 
Treasurer: 


Secretary: 

Delegate  To  A.  M.  A.: 

Thomas  Parker,  M.D. 
Alternate  Delegate  To  A.  M.  A.: 
Harrison  L.  Peeples,  M.D. 
Councilors 
First  District  - 
Fourth  District  - 
Seventh  District  - 
Eighth  District  - 
Ninth  District  - 
Mediation  Committee: 

First  District  - 
Fourth  District  - 
Seventh  District  - 


Harold  P.  Hope,  M.D. 
Kenneth  N.  Owens,  M.D. 
J.  Howard  Stokes,  M.D. 

( Elected  by  Council ) 

D.  Strother  Pope,  M.D. 


A.  Richard  Johnston,  M.D. 
Donald  G.  Kilgore,  Jr.,  M.D. 
Michael  Holmes,  M.D. 
Randolph  D.  Smoak,  M.D. 
Euta  M.  Colvin,  M.D. 


.Arthur  S.  Jenkins,  M.D. 
William  J.  Bannen,  Jr.,  M.D. 
Davis  D.  Moise,  M.D. 


Peer  Review  Committee: 

First  District  - Thomas  W.  Messervy,  M.D. 

Fourth  District  - Lucius  M.  Cline,  Jr.,  M.D. 
Seventh  District-  Wallis  D.  Cone,  M.D. 
Benevolence  Fund  Committee: 

Louis  P.  Jervey,  M.D. 

State  Board  of  Medical  Examiners: 

6th  Congressional  District  - 
Harold  S.  Gilmore,  M.D. 

Member- At-Large  - 
Leonard  W.  Douglas,  M.D. 

Hospital  Advisory  Council  To  State  Board  of 
Health: 

Laurie  L.  Brown,  M.D. 

State  Board  of  Nursing  Examiners: 

Andrew  J.  Whitaker,  M.D. 

The  House  Confirmed  Myrtle  Beach,  South  Caro- 
lina, As  The  Location  Of  The  1975  Annual  Con- 
vention. 


REPORT  OF  DR.  THOS.  PARKER, 
DELEGATE  TO  THE  A.M.A. 

THE  AMA  ANNUAL  MEETING  1972-S.F. 

San  Francisco  is  a beautiful  city  and  the  weather 


and  accommodations  were  fine,  but  the  work  load 
at  AMA  meetings  becomes  heavier  and  heavier. 

Because  the  AMA  is  reporting  its  meetings  more 
rapidly,  widely  and  fully  than  I can,  it  seems  to  me 
that  my  reports,  though  honest  and  factual,  should 
become  more  interpretive  and  less  detailed  than 
they  use  to  be. 

Early  in  May,  delegates  and  alternates  received 
two  .official  volumes,  the  first  being  a report  of  the 
clinical  meeting  in  New  Orleans,  just  passed,  and 
the  second  the  Handbook  for  the  coming  Annual 
meeting  in  San  Francisco  to  start  June  18th.  The 
latter  contained  floor  plans  of  the  hotel  and  meeting 
rooms,  171  pages  of  reports  of  trustees,  councils, 
and  other  official  matters,  and  64  resolutions.  Reg- 
istration began  on  June  17th  and  the  convention 
opened  on  June  18th  at  2 P.M.  The  official  hand- 
book, now  containing  more  reports  and  120  resolu- 
tions, became  available  the  morning  of  June  18th. 
Consideration  of  the  reports  by  nine  committees 
meeting  simultaneously  commenced  June  19th.  and 
the  House  started  final  action  on  the  committee  re- 
ports on  June  20th.  To  handle  this  material  and 
cover  the  nine  committees,  your  society  had  two 
delegates,  one  alternate  (the  other  being  sick),  your 
state  president,  and  one  volunteer  who  was  accom- 
panying his  wife,  who  was  there  on  auxiliary  busi- 
ness. Your  executive  secretary  and  his  assistant  were 
also  at  the  meeting  attending  to  their  affairs. 

Almost  immediately  we  were  contacted  by  mem- 
bers of  SAMA,  with  whom  we  were  in  almost  con- 
stant contact  thereafter.  It  seems  that  SAMA  had 


a summer  program  planned  for  South  Carolina. 
Some  25  students  were  to  be  located  in  areas  of 
need,  mostly  rural,  in  which  they  would  study  the 
needs  of  the  people,  the  quality  and  methods  of  de- 
livery of  medical  care,  and  assist  physicians  and 
health  departments  in  various  ways,  in  some  cases 
under  preceptor  physicians.  This  is  a $45,000  pro- 
ject and  they  had  expected  OEO  funding,  and  some 
of  the  participants  were  on  route  to  South  Carolina 
at  this  time.  Due  to  bureaucratic  logistics,  they  had 
been  turned  down  peremptorily  and  unexpectedly  by 
the  Atlanta  OEO  office  June  13th,  and  so  they  had 
come  to  the  AMA  requesting  funding.  The  AMA 
properly  requested  approval  by  the  South  Carolina 
Medical  Association. 

Now  none  of  our  group  had  heard  anything 
about  this  previously.  We  expressed  regret  that  we 
had  not  been  approached,  since  we  not  only  lacked 
knowledge  of  the  proposition,  but  also  lacked  any 
authority  to  take  definitive  action.  After  consider- 
able investigation.  SAMA  proved  that  it  had  indeed 
notified  the  SCMA  of  the  project  in  February,  the 
letter  requesting  suggestions;  but  for  some  reason 
the  letter  got  no  further  than  the  recipient  and  there 
had  been  no  answer.  SAMA,  acknowledging  our 
impotence  in  the  matter,  stated  that  the  only  action 
now  requested  was  that  we  should  notify  the  Board 
of  Trustees  of  AMA  that  we  did  not  oppose  the 
project.  We  now  received  several  telegrams  from 
persons  in  South  Carolina  stating  that  they  were 
aware  of  the  project,  and  urging  us  to  approve  it. 
Finally,  all  things  considered,  including  the  facts 


August,  1972 


329 


that  the  South  Carolina  Medical  Association  was 
not  completely  without  fault  in  this  matter,  and  that 
both  the  SCMA  and  the  AM  A were  assiduously  cul- 
tivating good  relations  with  medical  students,  interns 
and  residents,  your  delegates  having  apprised  the 
Board  of  Trustees  of  the  circumstances,  did  inform 
the  Board  of  Trustees  that  we  would  raise  no  ob- 
jection to  the  program,  thus  assuring  AMA  funding. 

Incidentally  the  entire  meeting  was  noteworthy  for 
the  efforts  by  AMA  to  welcome  SAM  A and  the  Sec- 
tion on  Interns  and  Residents  into  active  and  mean- 
ingful participation  in  the  AMA.  Steps  were  taken  to 
encourage  interns  and  residents  to  join  and  become 
active  in  their  county  and  state  medical  societies 
and  tire  AMA.  and  with  reduced  dues.  The  Section 
on  Interns  and  Residents  had  an  official  and  vocal 
delegate  in  attendance.  Steps  were  taken  to  enlarge 
the  councils  on  medical  education  and  medical  ser- 
vice to  include  a member  from  the  Section  on  In- 
terns and  Residents,  and  possibly  a representative 
on  the  Liaison  Committee  on  Graduate  Medical 
Education,  and  the  Coordinating  Council  on  Medical 
Education,  both  new  organizations. 

Your  delegation  opposed  the  composition  of  both 
of  these  committees.  Until  now,  both  of  these  acti- 
vities, having  been  undertaken  by  the  AMA  fifty 
years  ago  following  the  Flexner  report,  have  been 
completely  under  AMA  control.  Now  the  Liaison 
Committee  on  Graduate  Medical  Education  shall 
be  composed  as  follows: 


AMA 

American  Board  of  Medical 

4 representatives 

Specialties 

Association  of  American 

4 

Medical  Colleges 
Council  on  Medical 

4 

Specialty  Societies 

2 

American  Hospital  Association 

2 ” 

The  Public 

1 

The  Federal  Government 

1 

The  AMA  will  continue  to 

provide  most  of  thi 

money  for  the  committee  and 

the  necessary  staff. 

The  Coordinating  Council  on  Medical  Educatioi 
will  consist  of 

AMA 

Association  of  American 
Medical  Colleges 
American  Board  of 
Medical  Specialties 
Council  on  Medical 
Specialty  Societies 
American  Hospital  Association 
The  Public 

The  Federal  Government 


3 representatives 

3 

3 

3 

3 

1 

1 


A motion  was  passed  to  provide  one  representa- 
tive from  the  Section  on  Interns  and  Residents  for 
the  Coordinating  Council,  which  motion  your  dele- 
gates supported. 

Expenses  are  to  be  borne  by  the  various  organi- 


Beecham  found  it, 
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Prescribe 
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pyopen 

(disodium  carbenicillin) 

“vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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zations,  with  staff  and  secretarial  services  for  the 
time  being  from  the  AMA. 

Your  delegates  could  see  no  good  reason  for  the 
AMA  to  strip  itself  of  its  authority1  in  these  matters, 
but  could  not  prevent  the  action. 

Gun  control  came  up.  There  were  two  conflicting 
resolutions,  the  first  advocating  strict  penalties  for 
those  who  used  guns  in  committing  crimes,  the 
second  supporting  federal  legislation  of  unspecified 
nature  for  gun  control.  We  supported  a substitute 
resolution  which  passed.  This  deplored  the  use  of 
any  weapon  for  criminal  purposes,  and  advocated 
strict  penalties  for  such  action. 

There  were  lots  of  discussions  about  marijuana. 
The  position  finally  taken  deplored  its  use,  would 
prohibit  its  use  in  public,  would  deny  alleged  mari- 
juana intoxication  as  a defense  in  any  court  action, 
and  suggested  that  the  possession  of  insignificant 
amounts  for  personal  use  or  gift  (not  sale)  be  re- 
garded as  no  more  than  a misdemeanor. 

Resolution  number  118  was  interesting.  It  was 
sponsored  jointly  by  five  state  associations.  In  the 
years  I have  attended  AMA  conventions,  I have 
never  seen  a resolution  sponsored  by  several  states. 
I have  seen  identical  or  similar  resolutions  sponsored 
by  individual  states.  We  were  told  that  efforts  had 
been  made  through  AMA  headquarters  to  obtain 
sponsorship  by  all  states.  If  such  a request  was  re- 
ceived by  SCMA,  it  did  not  reach  its  delegates. 

In  our  opinion  tire  resolution  was  subtle  and  dan- 
gerous. It  was  meticulously  worded  in  general  and 
obscure  language,  using  such  expressions  as  “econo- 
mic or  environmental  deprivation”,  “opportunity  to 
be  born  healthy”,  “conditions  which  cause  human 
blight”,  “end  to  fragmentation”,  and  “a  new  interde- 
pendent relationship  among  all  governmental,  social, 
welfare,  health  medical,  educational,  religious,  and 
legal  agencies”,.  Incidentally,  according  to  the  AMA 
Daily  Bulletin  for  Tune  21.  1972,  “The  ‘Declaration 
of  Interdependence’  was  signed  by  the  AMA  and 
many  other  national  organizations  at  the  conclusion 
of  the  March  AMA  Congress  on  the  Quality  of  Life”. 
In  our  opinion,  this  resolution  was  designed  to  im- 
plement the  “child  development”  program  delineated 
at  the  1970  White  House  Conference  on  Youth,  and 
elsewhere,  and  eventually  in  a totally  regimented 
and  centrally  controlled  society.  It  was  possible  to 
refer  it  for  further  consideration  without  other  action 
at  this  time. 

There  was  a lot  of  talk  about  peer  review.  The 
final  decision  was  that  peer  review  regarding  the 
quality  of  medical  care  was  of  long  standing  and 
proper;  and  that  when  the  concept  of  the  third  party 
payor  had  been  accepted  by  the  medical  profession, 
the  public  had  become  entitled  to  some  authority 
regarding  the  financial  aspects  of  the  provision  of 
health  care.  This  is  a right  sticky  proposition,  re- 
quiring differentiations  between  medical  and  health 
care  which  are  still  poorly  understood  in  some  quar- 
ters. The  AMA  is  in  favor  of  PR  and  is  opposed  to 
PSRO  (the  Bennett  Amendment).  The  distinction 
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tends  to  blur,  and  is  susceptible  to  corruption 
through  patient  gradualism. 

Dr.  Hall’s  Presidential  Address  was  very  different 
from  his  preceeding  two,  and  might  almost  be  called 
a benediction.  He  suggested  that  we  might  soon 
have  an  over-supply  of  doctors  and  medical  schools 
and  considered  how  we  could  determine  the  kinds 
of  doctors  needed  as  well  as  the  numbers.  He  urged 
all  doctors,  and  especially  young  doctors,  to  become 
active  in  organized  medicine.  He  suggested  rejuve- 
nation of  a national  speaker’s  bureau.  He  again  sug-  I 
gested  an  outside  competent  management  survey  of 
AMA  administration  now  and  from  time  to  time. 

In  this  connection,  the  House  directed  that  its 
members  be  promptly  polled  by  mail  as  to  the  num- 
ber of  terms  and  length  of  terms  for  which  Trustees 
should  be  elected.  It  suggested  that  each  state  asso- 
ciation review  from  time  to  time  its  own  practice 
regarding  election  and  tenure  of  its  delegates. 

Dr.  Hoffman’s  inaugural  address,  “This  is  the 
House  Of  Medicine”  opened  with  the  supposedly 
rhetorical  question:  ‘Shall  it  be  a House  united  - or 
a House  divided?”  (Your  delegation  had  already  j 

presented  testimony  before  the  Council  on  Long 
Range  Planning  and  Development  that  the  AMA 
could  not  speak  with  an  authoritative  voice  as  long 
as  it  proclaimed  itself  to  be  an  umbrella  organiza- 
tion” speaking  for  the  medical  profession  as  a whole- 
that  it  had  better  come  out  unashamedly  in  support 
of  the  practice  of  private  medicine.  It  is  at  least 
debatable  whether  it  can  even  do  this  under  existing 
circumstances.)  Dr.  Hoffman  then  pointed  out  that 
“Unionism  for  the  physicians  would  be  the  very 
antithesis  of  individualism”,  since  unionism  “achieves 
its  power  by  carefully  controlled  conformity  . The 
ultimate  power  of  unionism  lies  in  the  strike,  which 
would  be  “a  violation  of  medical  ethics. 

He  continued  that  “Americans  by  and  large  still 
believe  in  their  doctors”,  which  trust  is  our  greatest 
strength  and  therefore  our  most  precious  possession 
as  a profession’  . In  place  of  controlled  conformity  , 
he  urged  “unity  - acceptance  of  a representative  con- 
sensus. 

He  advocated  increased  involvement  by  all  phy- 
sicians in  organized  medicine,  and  emphasized  the 
need  for  adequate  communication  between  the  AMA 
and  its  members. 

He  discussed  peer  review  briefly,  including  the 
necessity  for  “certain  controls  by  those  who  pay  the 
bills”. 
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In  mentioning  continuing  medical  education,  he 
said  that  the  medical  profession  must  “develop  new 
and  clearly  recognizable  mechanisms  that  will  both 
educate  and  test". 

He  suggsted  that  “the  next  major  advance  in  the 
health  of  the  nation”  will  come  “through  public  ed- 
ucation in  health  care".  “We  must  persuade  the 
American  people  that  — next  to  genetics  — the  single 
most  important  factor  is  life  style  — that  even  more 
important  environmental  pollution  is  personal  pollu- 
tion”. 

He  is  going  immediately  to  visit  England,  Sweden, 
Russia,  and  perhaps  China,  to  see  what  we  can  learn 
from  them  to  use  in  improving  our  delivery  of 
health  and  medical  care. 

His  closing  remarks  were  addressed  to  the  young, 
and  concluded,  “Alter  this  House  as  you  will  - 
strengthen  it  if  you  can  - but  above  all  preserve  it”. 

There  were  many  other  matters  of  importance  that 
were  dealt  with,  some  by  definitive  action,  some  by 
evasion,  including  restrictive  covenants,  problems  in 
the  use  and  remuneration  of  physicians’  assistants, 
objectionable  practices  of  third  party  payors  (Medi- 
care & Aetna),  cost  comparisons  between  public 
and  private  medical  care  programs,  mechanisms  to 
provide  medical  care  to  underprivileged  areas,  re- 
lease of  information  from  hospital  medical  records, 
RMP’s,  venereal  disease  control,  AMA  finances  and 
membership  benefits,  etc.  These  cannot  be  con- 
sidered adequately  here. 

In  the  elections,  some  offices  were  uncontested. 
Besides  these,  we  supported  more  or  less  openly, 
three  candidates  who  won  and  four  who  lost  We 
hope  that  in  the  future  our  friends  will  be  grateful 
and  our  enemies  forgetful. 

We  enjoy  these  meetings,  not  only  for  the  travel, 
food  and  drink,  but  for  the  companionship  with  old 
friends  from  near  and  far.  But  what  are  we  going 
to  do  about  friends  who  are  intelligent,  kind,  honest, 
and  influential,  but  so  naive  and  innocent  of  the 
nature  of  evil  as  to  be  gullible?  With  this  thought  in 
mind,  some  of  us  will  try  to  rise  in  the  organization 
structure  to  obtain  political  power,  and  others  will 
endeavor  to  explain  the  truth  as  we  see  it,  popular 
or  not,  without  fear  of  political  embarassment.  It  is 
hoped  that  this  dual  approach  will  increase  our  ef- 
fectiveness. Your  delegation  remains  in  essentially 
complete  accord  on  philosophical  and  economic 
matters. 

Thomas  Parker.  M.D. 


Figure  Eight  Island 
INFORMATION 


Figure  Eight  Islanders  are  few  and  far 
between.  Remarkable  people.  Remark- 
able place.  Each  wide-spread  homesite 
looks  to  sea. . .or  to  the  sound  that 
separates  the  island  from  the  world. 
And  existing  beach  houses  are  an 
original  collection  of  distinguished 
architecture.  The  sea:  haunting,  clear 
and  gentle.  The  wide  white  beach 
seeming  to  reach  from  here  to  eternity. 
Highlands,  virgin  beach  forests,  live 
oaks.  Your  children  running  free  on 
rolling  dunes  plumed  with  sea  oats. 
Fishing,  sailing,  crabbing;  storing  up 
the  singular  memories  of  The  Beach. 

In  a very  private  resort  colony  that 
will  have  its  own  beachclub,  pool, 
marina.  And  caters  to  tennis.  Only 
five  miles  of  it,  lying  a mile  off  the 
southern  tip  of  North  Carolina  just 
outside  Wilmington.  (Direct  jet  service 
to  Atlanta,  Washington,  New  York.) 
With  entrance  by  private  causeway 
and  security  guarded  bridge  over  the 
Intracoastal  Waterway.  Only  a few 
people  will  enjoy  this  most  desirable 
remaining  beach  property  on  the 
Eastern  coast.  A number  already  are. 
Write  today  for  full  information  and 
color  brochure:  Figure  Eight  Island 
Company,  Box  738-K,  Wilmington, 
North  Carolina  28401. 

Figure  Eight  Island 

A distinguished  resort  community  created  by 
the  Litchfield  Plantation  Company. 

This  offering  not  available  to  residents  of  states 
where  prohibited  by  law. 
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ABSTRACT  OF  MINUTES  OF  COUNCIL 
SOUTH  CAROLINA  MEDICAL  ASSOCIATION 
Myrtle  Reach,  S.  C. 


May  14,  1972 

A resolution  from  the  Creenville  County  Medical 
Society  noting  that  the  Greenville  County  Medical 
Society  recognized  Dr.  M.  Cordon  Howie’s  contin- 
uing contributions  to  medical  education,  and  thanked 
and  commended  him  for  the  same,  and  requested 
the  S.  C.  Medical  Assn,  give  Dr.  Howie  similar  de- 
served recognition.  This  resolution  was  passed. 

Dr.  Howard  Stokes.  Treasurer,  received  a standing 
ovation  honoring  the  bestowal  of  a Doctor  of  Laws 
Degree  upon  him  by  the  Francis  Marion  Junior  Col- 
lege. 

Dr.  Strother  Pope  made  no  formal  report  but  did 
comment  on  what  Richland  County  Medical  Society 
has  done  to  bring  about  better  relations  and  under- 
standing between  the  Bar,  Legislature  and  the  Med- 
ical Association.  He  asked  permission  of  Council  to 
write  a vote  of  thanks  to  the  two  volunteers  who 
have  manned  the  First  Aid  Station  in  the  State 
House  for  both  houses  of  legislature  — Miss  Myra 
Cash  and  Miss  Mary  Ann  Flynn.  He  commented  that 
members  of  both  houses  had  expressed  their  grati- 
tude and  appreciation  for  the  First  Aid  Station.  It 
was  also  suggested  that  this  be  done  again  next  year. 
Dr.  Pope  expressed  his  concern  about  the  lack  of 
interest  of  most  doctors  in  either  medical  or  medical- 
political  affairs. 

Dr.  Johnson  moved  that  Council  give  Dr.  Pope 
a standing  vote  of  thanks  for  the  work  he  has  done 
in  this  field. 

Mr.  Pugh  gave  the  status  of  various  bills  in 
which  SCMA  is  interested,  stating  that  it  is  hoped 
that  the  Bill  to  add  members  appointed  by  the 
Governor  to  various  Boards  would  die  in  committee. 

Mr.  Meadors  stated  that  the  Foundation’s  Charter 
was  issued  on  October  5.  1971.  A letter  was  sent  to 
all  licensed  physicians  in  South  Carolina  inviting 
them  to  join  the  Foundation.  To  date,  the  Founda- 
tion has  500  members,  some  40  of  whom  are  not 
members  of  SCMA.  The  Officers  of  the  Foundation 
are:  Dr.  Waitus  O.  Tanner,  President;  Dr.  Halstead 
Stone,  Vice  President;  Dr.  Strother  D.  Pope.  Secre- 
tary and  Treasurer,  and  Mr.  M.  L.  Meadors,  Exe- 
cutive Director. 

Mr.  Meadors  reported  that  the  1 V2  acres  of  land 
on  which  the  Permanent  Home  is  to  be  built  was 
purchased  at  a cost  of  $65,340.  Title  was  delivered 
by  Mr.  John  C.  R.  Smith  on  April  14.  To  do  this. 
$57,000  of  the  funds  for  this  purpose  were  used. 

Dr.  Weston  explained  that  it  was  necessary  for 
the  Association  to  have  a rush  job  on  the  survey  nee- 
cessary  before  the  purchase  of  the  property  so  it  may 
be  necessary  for  SCMA  to  pay  the  $350  usually  paid 
by  the  seller.  Dr.  Tanner  moved  that  SCMA  assume 
responsibility  for  this  fee.  Dr.  Stokes  seconded. 


Dr.  Mclver  moved  that  Dr.  Tanner’s  motion  be 
amended  to  the  effect  that  Dr.  Weston  ask  the  seller 
to  assume  all  or  part  of  this  fee  and.  if  he  refused, 
then  SCMA  will  assume  same.  Dr.  Tanner  seconded. 
Motion  voted  on  and  carried. 

Mr.  Meadors  gave  the  report  of  the  Editor  and 
announced  that  Dr.  Buckland  Thomas  was  leaving 
the  state  and.  therefore,  we  would  need  a new  Edi- 
tor. Action  on  this  was  deferred  until  the  June  meet- 
ing. Dr.  Thomas’  secretary  and  Dr.  Waring  will  be 
able  to  carry  on  until  that  time  and  nominations  will 
have  to  await  action  by  Dr.  Waring’s  Board. 

Dr.  Max  Parrott  then  addressed  Council  regarding 
AMA’s  efforts  to  establish  communication  between 
AMA  and  local  societies.  It  is  AMA’s  desire  to  act 
as  a source  of  communication  relative  to  the  national 
problems  as  well  as  local  problems.  AMA  is  also 
plugging  for  membership.  AMA  is  going  to  put  on 
a concerted  program  over  the  next  year  or  two  to 
create  a better  climate  of  communication.  AMA  is 
doing  a little  better  than  before  with  Congress. 
PSRO  will  more  than  likely  pass.  IIMO  will  hope- 
fully be  kept  on  a trial  basis.  They  don’t  know  just 
what  will  happen  yet.  AMA  would  like  to  separate 
the  scientific  operations  and  the  business  operations 
and  act  as  a kind  of  umbrella  for  the  two  operations. 

Dr.  Mclver  moved  that  the  following  Resolution 
be  adopted: 

Resolved  that  the  Association  seek  to  obtain  passage 
of  the  necessary  legislation  or  administrative  direc- 
tive to  secure  a fair  and  equitable  application  of  the 
physician  draft  so  as  to  recognize  the  contribution 
of  those  States  whose  volunteer  enlistment  is  at  a 
high  level.  Passed. 

Dr.  Stokes  expressed  his  happiness  in  belonging 
to  Council  and  thanked  Mr.  Pugh  for  his  tremendous 
help  in  opposing  and/or  supporting  certain  legisla- 
tion in  which  the  opthalmologists  were  interested 
and  thanked  Mr.  Meadors  for  his  untiring  assistance 
in  their  behalf. 

Dr.  Stokes  then  reviewed  the  Treasurer’s  Report 
which  had  already  been  presented  to  Council  and 
announced  that  the  Investment  in  Mutual  Funds 
has  increased  in  value  $1,500. 

Dr.  Weston  read  a resolution  adopted  by  the 
Columbia  Medical  Society.  Dr.  Thomas  Parker  moved 
that  a similar  Resolution  be  presented  to  the  House 
of  Delegates  as  follows: 

Whereas,  the  State  of  South  Carolina  and  the  citi- 
zens of  said  State  have  had  a cordial  relationship 
with  the  Sendee  personnel  at  various  Military  Instal- 
lations over  many  years. 

Whereas,  the  medical  officers  assigned  to  duty  at 
these  various  Military  Installations  have  been  most 
helpful  in  meeting  an  urgent  need  in  rendering  med- 
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ical  care  to  the  citizens  of  this  State  in  their  off-duty 
hours,  and 

Whereas,  this  has  proven  beneficial  to  the  State  and 
to  these  Military  Physicians  in  giving  them  a broader 
medical  experience  during  their  tour  of  duty;  there- 
fore, be  it 

Resolved,  that  the  South  Carolina  Medical  Associa- 
tion, on  this  15th  day  of  May,  1972,  formally  re- 
quest the  Department  of  the  Army  to  reconsider  its 
policy  of  the  medical  corps  and  allow  military  phy- 
sicians who  so  desire  to  assist  the  local  medical  com- 
munities, in  their  off-duty  hours  without  infringing 
on  their  military  duty.  Carried. 

Dr.  Booker  moved  that  the  Chairman  of  Council 
appoint  a committee  composed  of  the  three  last 
Vice-Presidents  ( the  current  Vice  President  to  serve 
as  Chairman),  said  committee’s  purpose  being  to 
recruit  new  members  for  SCMA. 

Dr.  Stokes  was  elected  to  succeed  himself  as 
Treasurer. 

The  following  were  nominated  for  the  Mediation 
Committee:  First  District.  Dr.  Bartolo  M.  Barone  of 
Charleston  and  Dr.  Arthur  S.  Jenkins  of  Beaufort; 
Fourth  District.  Dr.  William  J.  Bannen,  Jr.  of  Simp- 
sonville,  and  Dr.  Robert  G.  Mann  of  Easley;  Seventh 
District,  Dr.  David  D.  Moise  of  Sumter  and  Dr. 
Samuel  E.  Miller  of  Georgetown. 

The  following  were  nominated  for  the  Peer  Re- 
view Committee:  First  District,  Dr.  William  H.  Cain 
of  Charleston  and  Dr.  Thomas  W.  Messervy  of  Sum- 
merville; Fourth  District.  Dr.  Henry  W.  Kistler,  Jr. 
of  Seneca  and  Dr.  Lucius  M.  Cline.  Jr.  of  Green- 
ville; Seventh  District,  Dr.  Wallis  D.  Cone  of  Sumter 
and  Dr.  T.  Marion  Davis  of  Manning. 

Dr.  Count  Pulaski,  Jr.  of  Hampton  was  elected  to 
succeed  Dr.  Peeples  on  RMP.  Dr.  Dexter  B.  Rogers 
of  Easley  was  elected  to  succeed  Dr.  William  H. 
Hunter  on  RMP. 

There  was  much  discussion  about  the  change  in 
emphasis  in  the  RMP  and  the  diversion  of  funds  in- 
tended for  RMP  to  the  HMO  program.  Dr.  Booker 
read  a Resolution  adopted  by  the  California  Medi- 
cal Association  pertaining  to  the  change  in  RMP’s 
emphasis  and  noting  that  they,  too.  disapproved  of 
the  use  of  any  funds  being  diverted  from  RMP  to 
HMO. 

After  discussion,  Dr  Klauber  moved  that  the  fol- 
lowing Resolution  be  adopted:  Resolved  that  at- 

tendance at  meetings  of  Council  by  non-members  be 
by  specific  invitation  of  Council  or  of  the  Chairman 
of  Council  with  stipulation  as  to  that  portion  or 
those  portions  of  the  meeting  at  which  attendance  is 
requested.  Passed. 

Dr.  Hope  stated  his  intention  to  request  the  en- 
dorsement of  the  House  of  Delegates  of  Council’s  tem- 
porary acceptance  of  the  Medex  Program. 

Dr.  Hope  introduced  Mr.  J.  D.  Cappleman.  Jr., 
who  presented  a plan  submitted  by  the  Continental 
Casualty  Company,  Chicago,  Illinois,  to  be  admin- 
istered by  the  General  Agency,  Charleston,  S.  C., 
and  recommended  that  Council  accept  and  use  the 


plan.  This  plan  was  received  as  information. 

Dr.  Gilland  was  elected  to  succeed  the  late  Dr. 
Joseph  Cain  on  the  Insurance  Committee. 

Dr.  Hope  asked  Council’s  wishes  about  negotiating 
for  the  V2  acre  of  land  adjoining  the  property  just 
purchased  for  the  Permanent  Home  at  $2  a square 
foot.  After  much  discussion,  Dr.  Hawk  moved  that 
said  V2  acre  be  purchased.  Carried. 

Dr.  Mclver  moved  that  the  V2  acre  not  be  pur- 
chased if  it  carried  tire  building  restrictions  that  the 
IV2  acres  just  purchased  carried.  Not  carried. 

In  answer  to  Dr.  Hope’s  question  as  to  whether 
a different  committee  should  be  appointed  to  han- 
dle the  building  of  the  Permanent  Home,  Dr.  Oil- 
land  moved  that  another  committee  be  appointed. 
Dr.  Booker  seconded.  Motion  voted  on  and  carried. 

Dr.  Pope  moved  that  the  new  committee  be  com- 
posed of  one  member  from  each  district.  (Members 
of  Council  were  to  poll  their  groups  and  make  a 
recommendation  at  the  June  28th  meeting.) 

Dr.  Cilland  moved  that  Article  VI  of  the  By-Laws 
be  amended  by  changing  “and  die  President  of  the 
Board  of  Directors  of  the  South  Carolina  Medical 
Plan”  to  “Chairman  of  the  Board  of  Directors  of 
the  Blue  Shield.”  Dr.  Kilgore  seconded.  Tabled. 

Dr.  Gilland  briefed  Council  on  the  Committee  to 
serve  with  Pharmaceutical  Members  on  Category  of 
Illnesses  and  Drugs.  It  is  Dr.  Gilland’s  opinion  that 
this  committee  is  now  a subcommittee  of  the  Com- 
mittee to  Administer  Drugs  under  Title  XIX.  Dr. 
Archie  Ellis  requested  Dr.  McCord  to  appoint  cer- 
tain people  as  a committee  to  investigate  the  Drug 
Committee.  This,  Dr.  McCord  would  not  do,  but  he 
did  appoint  Dr.  L.  P.  Jervey,  Dr.  E.  C.  Proctor  and 
a Mr.  Webb  and  left  the  fourth  position  open.  Tire 
Drug  Evaluation  Committee  recommended  to  Dr. 
Ellis  was  ignored  and  he  appointed  his  own. 

Dr.  Peeples  asked  what  Council  would  like  for 
this  committee  to  do  since  it  has  been  most  ineffec- 
tive for  the  past  year.  Dr.  Tanner  moved  that  in 
the  future,  beginning  as  of  now,  if  any  member  of 
the  Association  serves  on  the  Drug  Evaluation  Com- 
mittee under  Title  XIX  that  he  does  so  as  an  indivi- 
dual and  not  as  a representative  of  this  Association. 
Carried. 

Dr.  Mclver  reported  on  the  discrepancies  be- 
tween Government  approved  construction  and  free 
enterprise  construction  and  expressed  his  complete 
disapproval  of  the  manner  in  which  the  Govern- 
ment is  taking  over  controls  of  free  enterprise.  Dr. 
Hawk  moved  that  Dr.  Mclver’s  report  be  approved 
by  Council  and  that  he,  Dr.  Mclver.  draw  an  ap- 
propriate Resolution  to  be  presented  to  the  House 
of  Delegates.  Carried. 

Dr.  Booker  reported  that  he  had  received  a letter 
from  Farmers  Home  Administration  stating  they 
would  like  to  encourage  doctors  who  would  prefer 
to  go  onto  remote  areas  of  the  State  to  practice 
rather  than  be  drafted,  to  do  so.  Dr.  Booker  replied 
that  SCMA  would  be  in  favor  of  anything  that  would 
help  the  health  of  our  citizens  but  that  there  would 
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DIU " phcnformiii  HCI 
Tablets  of  25  mg. 

DBI-TD1'  phcnformiii  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 


Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  secondary; 
adjunct  to  insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 


hypoxemia 

Warnings:  Use  during  pregnancy  is  to  be  avoided. 
Precautions:  1.  Starvation  Ketosis:  This  must  be 
differentiated  from  “insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in  spite  of  rela- 
tively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenforniin  therapy,  excessive 
insulin  reduction,  or  insufficient  carbohy- 
drate intake.  Adjust  insulin  dosage,  lower  phen- 
formin  dosage,  or  supply  carbohydrates  to 
alleviate  this  state.  Do  not  give  insulin  without 
first  checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recommended 


Why  go  to  the  islets 

Let's  say  you've  decided  that  diet  alone  won't  Both  lower  blood  sugar.  But  here's  why  DBI-TD, 

work  in  your  adult-onset,  nonketotic  diabetic.  which  is  not  a sulfonylurea,  may  be 

important  to  the  dieting  diabetic. 

You're  considering  oral  therapy  for  a new 

patient.  DBI-TD  or  a sulfonylurea.  Which?  • Sulfonylureas  promote  release  of  insulin. 

• Insulin  is  lipogenic  and  helps  transport  glucose 

into  adipose  tissue. 

• Overweight  patients  frequently  have  normal 

or  high  levels  of  endogenous  insulin. 

• DBI-TD  lowers  blood  sugar  without 

stimulating  insulin  secretion  from 
the  pancreas. 

Usual  dosage:  one  50-mg.  capsule 
with  breakfast  may  be  effective,  or  a 
second  capsule  may  be  given  with 
the  evening  meal. 


DBI-TD®  Geigy 

phenformin  HCI 


lowers  blood  sugar 
without  raising  blood  insulin 


n the  presence  of  azotemia  or  in  any  clinical 
iituation  that  predisposes  to  sustained  hypoten- 
,ion  that  could  lead  to  lactic  acidosis.  To 
lifferentiate  lactic  acidosis  from  ketoacidosis, 
>eriodic  determinations  of  ketones  in  the  blood 
ind  urine  should  be  made  in  diabetics  previously 
tabilized  on  phenformin,  or  phenformin  and 
nsulin,  who  have  become  unstable.  If  electrolyte 
mbalance  is  suspected,  periodic  determinations 
hould  also  be  made  of  electrolytes,  pH,  and  the 
actate-pyruvate  ratio.  The  drug  should  be  with- 
Irawn  and  insulin,  when  required,  and  other 
:orrective  measures  instituted  immediately  upon 


the  appearance  of  any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when 
insulin  or  a sulfonylurea  has  been  given  in  com- 
bination with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 


has  been  reported,  as  have  gastrointestinal  symp- 
toms such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 

(B)  98-146-103-D  (6/72) 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


of  Langerhans  ? 

500m  1000m 


Islets  of 


Langerhans 


Interlobular 


Tissue 


Before  using  DBI-TD  or  any  oral  hypo- 
glycemic, please  read  the  prescribing 
information  concerning  dosage,  warnings, 
contraindications,  precautions  and  adverse 
reactions. 


The  Gl  tract  in  spasm  is  commonly  a “gas  trap.” 
Sidonna®  is  formulated  to  release  entrapped 
gas,  as  well  as  to  provide  antispasmodic/seda- 
tive  effects. 

In  addition  to  the  traditional  combination  of 
belladonna alkaloidsand  butabarbital  (warning: 
may  be  habit  forming.),  Sidonna  contains  si- 
methicone—a non-systemic  defoaming  agent 
that  “lyses”  gas  bubbles  on  contact. 

Sidonna  has  the  ability  to  relieve  Gl  spasm, 
pain  and  gas  in  the  irritable  bowel  syndrome, 
spastic  colon,  pylorospasm,  gastroenteritis,  gas- 
tritis, nausea,  nervous  indigestion,  or  gastric  and  duodenal  ulcer. 

Sidonna  can  calm  Gl  spasm... control  anxiety... and  release  entrapped  Gl  gas  from 
the  system. 

Sidonna  can  do  more  for  your  “gasspastic”  patient.  Try  him  on  1 or  2 tablets 
before  meals  and  at  bedtime. 


Each  scored  tablet  contains:  Specially  activated  simethicone  25  mg.;  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to  belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  buta- 
barbital sodium  N.F.  16  mg.  (Warning:  May  be  habit  forming.) 

can  do  more 

Contraindications:  Anticholinergics  should  not  be  used  in  patients  with  glaucoma,  known  prostatic  hypertrophy,  or 
pyloric  obstruction.  Urinary  retention  may  indicate  the  presence  of  prostatic  hypertrophy.  If  it  occurs,  the  dose  should 
be  reduced  or  the  drug  withdrawn.  Also  contraindicated  in  patients  with  known  hypersensitivity  to  one  of  the  components. 
Side  Effects:  Dryness  of  the  mouth,  blurred  vision,  dysuria,  skin  rash,  constipation  or  drowsiness  may  occur. 

Reed  & Carnrick/  Kenilworth,  New  Jersey  07033 


Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  morphol- 
the  only  instrument  which  gives  3-dimensional  views  ogy  of  E.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  £.  co// appears  above. 


Different  modes  of  antibacterial  action — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments,1'3  strains  of 
E.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar. ..  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.’’2 
References: 

1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  L.:  Scien- 
tific Exhibit  presented  at  the  25th  American  Medical  Asso- 
ciation Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec. 
1,  1971. 

2.  Klainer,  A.  S.,  and  Perkins,  R.  L..-  Antimicrob.  Agents 
Chemother.,  J : 164,  1972. 

3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La  Roche  Inc., 
Nutley,  N.J. 


Before  prescribing,  please  consult  complete  product  information, 
a summary  of  which  follows: 

Indications:  Effective  in  acute,  recurrent  or  chronic  urinary  tract 
infections  (primarily  pyelonephritis,  pyelitis  and  cystitis)  due  to  sus- 
ceptible organisms  (usually  E.  coli,  Klebsiella-Aerobacter,  Staphylo- 
coccus aureus,  Proteus  mirabilis,  and,  less  frequently,  Proteus 
vulgaris ) and  in  the  absence  of  obstructive  uropathy  or  foreign 
bodies. 

Note:  Since  in  vitro  sulfonamide  sensitivity  tests  are  not  always 
reliable,  carefully  coordinate  in  vitro  sulfonamide  sensitivity  tests  with 
bacteriologic  and  clinical  response.  Add  aminobenzoic  acid  to  culture 
media  of  patients  receiving  sulfonamides.  The  increasing  frequency  of 
resistant  organisms  is  a limitation  of  usefulness  of  antibacterial  agents, 
including  sulfonamides,  especially  in  chronic  or  recurrent  urinary  tract 
infections. 

Blood  levels  should  be  measured  in  patients  receiving  sulfona- 
mides for  serious  infections,  since  there  may  be  wide  variations  with 
identical  doses;  20  mg/ 100  ml  should  be  the  maximum  total  sul- 


fonamide level,  as  adverse  reactions  occur  more  frequently  abjs 
this  level. 

Contraindications:  Sulfonamide  hypersensitivity;  infants  In 
than  2 months  of  age  (except  adjunctively  with  pyrimethamineli 
congenital  toxoplasmosis);  pregnancy  at  term  and  during  nurslt 
period. 

Warnings:  Safe  use  in  pregnancy  has  not  been  established,  ; I 
teratogenicity  potential  has  not  been  thoroughly  investigated.  SH 
fonamides  will  not  eradicate  or  prevent  sequelae  to  group  A strep- 
coccal  infections,  i.e.,  rheumatic  fever,  glomerulonephritis.  Deaji 
from  hypersensitivity  reactions,  agranulocytosis,  aplastic  anei1' 
and  other  blood  dyscrasias  have  been  reported;  early  clinical  si;  • ' 
such  as  sore  throat,  fever,  pallor,  purpura  or  jaundice  may  indie M 
serious  blood  disorders.  Complete  blood  counts  and  urinalysis  vji 
careful  microscopic  examination  are  recommended  frequently  c • , 
ing  sulfonamide  therapy.  Clinical  data  are  insufficient  on  prolong 
or  recurrent  therapy  in  chronic  renal  diseases  of  children  un  ’ 

6 years. 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol® (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 

Prompt  antibacterial  blood  and  urine  levels 


In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 


B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 


Subsequent  1-Gm  doses  provide  up  to  12 
hours  of  antibacterial  coverage.  More  severe 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either 
schedule  provides  coverage  during  the  waking 


and  sleeping  hours— especially  important  during 
hours  of  sleep  when  normal  urinary  retention 
tends  to  favor  bacterial  proliferation. 


Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents,  including  sul- 
fonamides, especially  in  chronicor  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 

In  nonobstructed  cystitis 
and  pyelonephritis  due  to 
susceptible  organisms 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 

Gantanol 

(sulfamethoxazole) 
Basic  Therapy 


Precautions:  Use  with  caution  in  patients  with  impaired  renal 
tj  hepatic  function,  severe  allergy,  bronchial  asthma  and  in  glucose- 
fchosphate  dehydrogenase-deficient  individuals.  In  the  latter,  dose- 
fated  hemolysis  may  occur.  Maintain  adequate  fluid  intake  to 
■went  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  agranulocytosis,  aplastic 
|<emia,  thrombocytopenia,  leukopenia,  hemolytic  anemia,  purpura, 
boprothrombinemia  and  methemoglobinemia;  allergic  reactions: 
fthema  multiforme  (Stevens-Johnson  syndrome),  skin  eruptions, 

< dermal  necrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
r 'matitis,  anaphylactoid  reactions,  periorbital  edema,  conjunctival 
b scleral  injection,  photosensitization,  arthralgia  and  allergic  myo- 

< ditis;  gastrointestinal  reaction s.- nausea,  emesis,  abdominal  pains, 
I oatitis,  diarrhea,  anorexia,  pancreatitis  and  stomatitis;  C.N.S.  re- 
jf 'ions:  headache,  peripheral  neuritis,  mental  depression,  convul- 

ns,  ataxia,  hallucinations,  tinnitus,  vertigo  and  insomnia;  and 
1 scellaneous  reactions:  drug  fever,  chills,  toxic  nephrosis  with  oli- 
>na  and  anuria,  periarteritis  nodosa  and  L.E.  phenomenon.  Due  to 


certain  chemical  similarities  with  some  goitrogens,  diuretics  (aceta- 
zolamide  and  thiazides)  and  oral  hypoglycemic  agents,  sulfonamides 
have  caused  rare  instances  of  goiter  production,  diuresis  and  hypo- 
glycemia. Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  infants 
under  2 months  of  age,  except  adjunctively  with  pyrimethamine  in 
congenital  toxoplasmosis.  Usual  dosage  is  as  follows: 

Adults  — 2 Gm  (4  tabs  or  teasp.)  initially,  then  1 Gm  (2  tabs  or 
teasp.)  b.i.d.  or  t.i.d.  depending  on  severity  of  infection.  Children 
—0.5  Gm  (1  tab  or  teasp. )/20  lbs  of  body  weight  initially,  followed 
by  0.25  Gm/20  lbs  i}h  tab  or  teasp.)  b.i.d.  Maximum  dose  for  chil- 
dren should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension,  0.5 
Gm  sulfamethoxazole/ teaspoonful. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


be  a little  more  involved  than  just  that. 

Dr.  Kenneth  Aycock  requests  that  the  SCMA  en- 
dorse a program  to  immunize  citizens  of  South  Caro- 
lina against  Polio.  Dr.  Kilgore  moved  that  SCMA 
endorse  such  a program.  Carried. 

Dr.  Booker  announced  that  three  students  from  the 
Medical  University  would  attend  the  entire  conven- 
tion and  that  about  20  were  coming  Tuesday  for 
the  day. 

Dr.  Thomas  Parker  moved  that  Council  recom- 
mend to  the  House  of  Delegates  that  a student,  G. 
B.  Jebaily,  who  desires  to  address  the  House  be 
permitted  to  do  so.  Carried. 

Dr.  Booker  stated  that  he  had  taken  the  liberty 
of  appointing  himself  to  act  as  the  liaison  member  on 
the  S.  C.  Medical  Education  Consortium. 

Dr.  Booker  stated  that  SCMA  this  year  had  re- 
ceived a gift  of  $200  from  A.  H.  Robins,  to  be  used 
in  furthering  such  professional  or  educational  pro- 
grams as  Council  feels  will  be  of  the  greatest  bene- 
fit. 

Dr.  Booker  announced  that  the  AMA-ERF  grant 
check  to  the  Medical  University  of  S.  C.  was  in  the 
amount  of  $12,381. 

Dr  Booker  explained  that  he  had  a telephone  re- 
quest from  Washington  to  appoint  a delegate  to 
attend  a meeting  in  New  Orleans  of  the  National 
Disaster  Committee.  He  appointed  Dr.  Don  A. 
Richardson,  thinking  that  his  expenses  would  be 
paid  by  the  federal  government;  however,  they  were 
not.  Dr.  Booker  suggested  that  SCMA  consider  reim- 
bursing Dr.  Richardson  for  attending  this  meeting. 
Dr.  Johnston  moved  that  SCMA  reimburse  Dr. 
Richardson.  Dr.  Kilgore  seconded.  Motion  voted  on 
and  carried. 

Mr.  Meadors  read  a letter  from  Dr.  Mclver  asking 
that  the  matter  of  the  American  Association  of  Medi- 
cal Assistants,  Inc.,  be  approved  by  SCMA.  In  dis- 
cussing the  matter.  Dr.  Mclver  stated  that  the  mem- 
bers of  this  association  may  not  join  any  National 
organization  which  is  not  approved  by  SCMA  or 
may  not  join  any  state  organization  which  is  not 
approved  by  the  appropriate  county  society.  Dr. 
Mclver  moved  that  Council  approve  this  Association. 
Dr.  Johnston  seconded.  Motion  voted  on  and  carried. 

Mr.  Pugh  explained  the  plans  for  renting  automo- 
biles presented  by  the  Joe  King  Company,  Spartan- 
burg, and  the  Jim  Moore  Oldsmobile  Company, 
Columbia.  Dr.  Stone  moved  that  Council  endorse 
both  plans  and  notify  members  of  its  endorsement. 

Dr  Gilland  seconded.  Motion  voted  on  and  carried. 

May  15.  1972 

Dr.  Hawk  read  a proposed  Resolution  to  amend 
the  By-Laws  to  grant  special  or  junior  memberships 
to  interns  and  residents.  After  discussion.  Council 
approved  Dr.  Hawk’s  proposed  resolution  and  asked 
him  to  prepare  same  in  final  form  for  presentation  to 
the  House  of  Delegates. 

Dr.  Hope  announced  that  he  will  bring  to  the 
House  of  Delegates  as  information  a proposal  from 
the  Chesterfield  County  Society  that  every  practicing 


physician  take  one-week  post  graduate  course  an- 
nually. 

Dr.  Stone  moved  that  Dr.  Mclver's  proposed 
Resolution  regarding  the  Hospital  Franchising  Act 
be  tabled  pending  more  in-depth  study,  at  least  un- 
til the  next  meeting  of  Council.  Carried. 

May  17,  1972. 

Dr.  Edward  Parker  moved  that  the  next  Annual 
Convention  of  the  South  Carolina  Medical  Associa- 
tion be  held  on  the  weekend  preceding  Mother’s  Day 
weekend  or  the  weekend  after  Mother’s  Day  since 
Mr.  Meadors  reports  that  the  Center  has  been  re- 
served for  Mother’s  Day  weekend.  Dr.  Stokes  sec- 
onded. Motion  voted  on  and  carried. 

In  connection  with  the  Physician’s  Placement  Bu- 
reau, Mr.  Pugh  reported  that  he  was  hopeful  of  get- 
ting maybe  125  physicians  into  South  Carolina  this 
year,  and  noted  that  he  was  working  closely  with 
the  hospitals  in  this  matter.  It  was  the  opinion  of 
Council  that  he  should  not  work  with  the  hospitals 
but  rather  with  the  officers  of  the  local  medical  so- 
cieties. 

Dr.  Thomas  Parker  moved  that  the  following  reso- 
lution be  adopted  and  presented  to  the  House  of 
Delegates  with  the  approval  of  Council: 

Resolved, 

That  the  AMA  establish  the  editorial  policy,  that 
when  an  article  refers  to  a drug  by  its  generic  name, 
the  generic  name  be  accompanied  by  the  trade  name 
or  names  of  the  drug  employed  by  the  author  or 
authors,  thus  assisting  physicians  in  assessing  the  re- 
sults reported,  and  emphasizing  existing  AMA  policy 
that  prescription  by  trade  name  is  desirable  for  the 
maintenance  of  professional  freedom.  Carried. 

Dr.  Tanner  moved  that  Dr.  Waring  serve  as  Editor 
of  the  Journal  until  such  time  as  another  Editor  is 
elected  and  that  the  appropriate  Board  furnish  Coun- 
cil with  nominations  for  an  Editor  at  the  June  28th 
meeting. 

Dr.  Mclver  reported  on  the  closed  drug  formu- 
lary under  Title  XIX  and  proposed  the  following 
resolution: 

Resolved,  That  the  SCMA  opposes  the  use  of  a 
closed  drug  formulary  and  recommends  to  Dr.  Archie 
Ellis,  Commissioner  of  the  State  Department  of 
Social  Services,  that  he  void  the  present  closed  drug 
formulary, thus  allowing  the  practicing  physician  to 
prescribe  in  his  opinion  the  best  drug  for  his  patient’s 
needs;  and.  therefore,  be  it  further 
Resilved,  That  this  open  formulary  be  controlled  by 
placing  a fixed  dollar  limit  per  month  per  recipient 
and  accounted  for  by  the  pharmacist  of  the  month; 
and  be  it  finally 

Resolved.  That  this  open  formulary  be  controlled  by 
John  C.  West,  Governor  of  the  State  of  South  Caro- 
lina, Dr.  Archie  Ellis,  Commissioner  of  the  State  De- 
partment of  Social  Services.  Dr  William  M.  McCord, 
Chairman  of  the  Advisory  Committee  to  Title  XIX, 
and  to  Dr.  Hunter  Rentz,  Chairman  of  the  Drug 
Evaluation  and  Selection  Committee. 

Dr.  Mclver  was  given  a standing  vote  of  thanks 
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for  his  diligent  efforts  in  behalf  of  Council  for  the 
past  year. 

May  17,  1972 

Dr.  Waitus  O.  Tanner  was  elected  chairman  of 
Council;  Dr.  John  P.  Gilland,  vice  president  and  Dr. 
Euta  Colvin  was  named  as  Clerk. 

Dr.  Tucker  Weston  criticized  the  treatment  Dr. 
William  Cooper  received  at  the  Jade  Tree.  Dr  Kil- 
gore moved  that  an  official  letter  from  Council  ex- 
pressing their  concern  over  the  treatment  received 
by  visiting  dignitaries  be  sent  to  the  Chamber  of 


Commerce.  Dr.  Holmes  seconded.  Motion  voted  on 
and  carried. 

Dr.  Smoak  moved  that  a committee  be  appointed 
by  Council  to  have  the  responsibility  of  seeing  that 
an  invited  guest  is  courteously  met  and  taken  care 
of  during  the  visit  to  SCMA’s  activities.  Dr.  Johnston 
seconded.  Motion  voted  on  and  carried.  It  was  sug- 
gested that  the  Speaker  and  the  President  be  mem- 
bers of  this  committee. 

D.  Strother  Pope,  M.D. 

Secretary 


^//////////////////////////////////////^^^^^ 
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WINCHESTER 

“ CAROLINAS ’ HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 
We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 


^ tised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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Dr.  Daniel  W.  Davis  of  Columbia  has  been 
elected  president  of  the  South  Carolina  Vas- 
cular Surgical  Society.  Dr.  Harry  Metropol, 
also  of  Columbia,  was  elected  vice  president 
and  Dr.  William  Houck  of  Florence  was 
elected  secretary-treasurer.  Dr.  R.  Randolph 
Bradham  of  Charleston  was  elected  president 
of  the  S.  C.  Surgical  Society  at  its  annual 
meeting  at  Sea  Island,  Georgia.  Also  selected 
were  Drs.  Henry  Frierson  of  Orangeburg  as 
vice  president  and  J.  D.  Ashmore  of  Green- 
ville as  secretary-treasurer. 

The  Trident  Forum  for  the  Handicapped 
presented  the  Florence  and  Frank  Durkee 
award  to  Dr.  Vince  Moseley  at  its  annual 
meeting.  The  award  is  given  annually  to  the 
person  who  has  made  the  most  significant 
contribution  to  Charleston  area  handicapped. 
Dr.  Moseley  also  serves  as  vice  chairman  of 
the  Forum  and  Dr.  William  Weston,  III 
serves  as  program  secretary.  Dr.  Lewis 
Knoepp  of  Spartanburg  has  been  selected  as 
physician-adviser  to  the  South  Carolina 
Society  of  the  American  Association  of  Medi- 
cal Assistants. 

Dr.  A.  R.  Nicholson,  long-time  physician 
and  promoter  for  a hospital  in  Edgefield 
County,  is  being  honored  by  the  establish- 
ment of  a special  memorial  fund  which  will 
be  applied  toward  the  cost  of  furniture  and 
equipment  in  the  obstetrical  department  of 
the  40-bed  hospital.  A portrait  of  the  late 
Dr.  George  Blalock  has  been  unveiled  at 
Bailey  Memorial  Hospital  in  Clinton.  Dr. 
Blaloc-k  spent  his  entire  professional  career 
in  Clinton. 

Among  those  named  as  Fellows  of  the 
American  College  of  Physicians  were  Dr. 

Robert  Kiger  of  Columbia,  Dr.  Charles 
Banov  of  Charleston  and  Dr.  Allen  H.  John- 
son of  Hemingway.  Elected  to  active  mem- 


bership in  the  American  Academy  of  Family 
Physicians  were  Drs.  Guy  Smith  Blakely  of 
Woodruff,  W.  Carl  Walsh  of  Easley,  Louis 
D.  Rhodes  of  Est ill,  James  S.  Mcllwain,  Jr. 
of  Denmark,  and  Samuel  J.  Corbin,  Jr.  of 
Sumter. 

Darlington  County  Health  Director  Dr. 
Claude  Murray  has  moved  to  Orangeburg, 
where  be  will  be  health  director  for  Orange- 
burg County  and  will  eventually  become 
district  director  there.  Dr.  Murray  has  been 
in  Darlington  County  since  1961).  Dr.  John 
Marquis  has  joined  the  medical  staff  of 
Drs.  M.  J.  Coleman,  Charles  Aimar  and 
James  D.  Mclnnis  as  a practicing  physician 
in  Darlington.  Dr.  Marquis  is  a graduate  of 
the  University  of  Pennsylvania  School  of 
Medicine  and  lias  practiced  medicine  for 
several  years  in  Charleston,  West  Virginia. 

Dr.  Saied  Ameen  has  joined  Dr.  Jack 
Fakoury  in  the  practice  of  radiology  at  the 
Kershaw  County  Memorial  Hospital.  Dr. 
Ameen  practiced  in  Great  Falls,  S.  C.,  before 
going  into  a three-vear  residency  at  the 
Medical  University  of  South  Carolina,  where 
he  was  a teaching  fellow  and  chief  resident 
radiologist.  Dr.  Michael  K.  Welborn  has  re- 
turned to  Easley  after  serving  in  the  U.  S. 
Army  in  Vietnam  and  has  resumed  the  prac- 
tice of  medicine  with  Drs.  E.  Gibson  Shealy 
and  George  W.  Smith.  Dr.  Mack  Edward 
Beckham  has  announced  the  opening  of  a 
practice  in  pediatrics  at  1814  Bull  Street  in 
Columbia.  Dr.  Beckham  is  a graduate  of 
Tulane  University  School  of  Medicine, 
interned  at  Columbia  Hospital,  and  after 
serving  in  the  Air  Force,  completed  his 
residency  in  pediatrics  in  1969  at  Charity 
Hospital  in  New  Orleans.  Dr.  Grant  W.  Pat- 
ton, Jr.  has  announced  the  opening  of  an 
office  for  the  practice  of  Infertility  and 
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Obstetrics  and  Gynecology  at  1261/o  Rutledge 
Avenue  in  Charleston.  Dr.  Edwin  K.  Fennell, 
orthopedic  surgeon,  has  relocated  his  office 
to  1701  St.  Julian  Place  in  Columbia.  Drs. 


C.  T.  Cook  and  T.  S.  Whittle  have  announced 
the  closing  of  their  practice  at  237  Lexing- 
ton Medical  Mall,  West  Columbia. 


NEW  MEMBERS  OF  SCMA 


Dr.  J.  W.  Atchison 

100  Mallard  St, 
Greenville,  S.  C.  29601 

Dr.  Robert  M.  Black 

225  E.  Wood  St. 
Spartanburg,  S.  C.  29303 

Dr.  Lawrence  P.  Brown 

9-11  Med.  Ct. 

Greenville,  S.  C.  29601 
Dr.  E.  Marshall  Jones 
P.  O.  Box  867 
Walterboro,  S.  C.  29488 
Dr.  Louis  F.  Knoepp 
P.  O.  Box  2768 
Spartanburg,  S.  C.  29302 


Dr.  Eugene  Leiter 
Surfside  Beach,  S.  C.  29577 
Dr.  Harold  A.  Moore 
2719  Middleburg  Mall 
Columbia,  S.  C.  29204 
Dr.  William  N.  Postell,  Jr. 
Greenville  Gen.  Hosp. 
Greenville,  S.  C.  29601 
Dr.  Harold  E.  Ross 
157  Catawba  St. 
Spartanburg,  S.  C.  29303 
Dr.  W.  R.  Rowland 
7 Vardry  Med.  Ct. 
Greenville,  S.  C.  29601 
Dr.  Edward  H.  Umgelter,  Jr 
Loris,  S.  C.  29569 
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ilUliDimlAawmalira 


50  YEARS  AGO 

August,  1922 

The  resignation  of  Dr.  Kenneth  M.  Lynch 
as  professor  of  pathology  at  the  Medical  Col- 
lege of  South  Carolina  was  noted.  The  State 
Board  of  Health  reported  117  deaths  from 
diphtheria,  310  deaths  from  typhoid  fever, 
and  1270  deaths  from  tuberculosis  during  the 
previous  year. 
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. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  discomfort,  KIIMESED® 
provides  more  complete  relief : 

□ belladonna  alkaloids — for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  chiily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  1CI  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewahle  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  (Sauromalits  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  Iris  niche,  he  gulps  air 
until  his  torso  is  distended  up  to 
sixty  per  cent  over  its  normal  size... 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


In  acute,  recurrent  or  chronic  nonobstructed  cystitis 


THREE  OTHER 
BUHT-IN 

BENEFITS  OF 
GANTRISIN 

siilfisoxazoleRoche 


High  solubility  at  average  urinary  pH 

Gantrisin's  unusual  solubility  is  the  main  reason  for 
its  relatively  low  toxicity.  In  both  free  and  acetylated  forms, 
it  is  highly  soluble  at  urinary  pH  values  of  5.5  to  6.5,  so 
there  is  no  need  for  prophylactic  alkali  therapy. 


Rapid  absorption 

Gantrisin  reaches  its  sites  of  action  quickly. 
Measurable  levels  of  the  drug  have  been  found  in  blood  and 
urine  within  60  minutes;  in  2 to  3 hours,  therapeutic 
levels  usually  have  been  reached. 


Rapid  renal  clearance 

Gantrisin's  rapid  excretion  rate  is  another  reason  why 
it  is  generally  well  tolerated.  Over  50%  of  a single  oral  dose 
is  excreted  in  8 hours,  over  90%  in  24  to  48  hours,  so  there 
is  little  risk  of  hematuria  or  crystalluria,  and  anuria  is  rare. 

As  with  all  sulfonamides,  adequate  fluid  intake  must  be 

maintained.  Complete  blood  counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be  performed  frequently. 


For  nonobstructed  cystitis  due  to  E.  coli 
and  other  susceptible  organisms 


other  susceptible  organisms 
begin  with  flSL 

Gantrisin*  m 

sulfisoxazoleRoche  II 

Usual  adult  dosage:  mttmk 

4 to  8 tablets  stat  VlSf 

2 to  4 tablets  q.i.d. 


antrisin®  (sulfisoxazole)  Roche®  provides 

oar  patients  with 

lany  important  advantages: 

high  urinary  levels 

generally  good  tolerance 

high  solubility  at  average  urinary  pH 

rapid  absorption 

rapid  renal  clearance 

high  plasma  concentrations 

economy  (average  cost  of  therapy: 

less  than  6V2  0 per  tablet) 


fore  prescribing,  please  consult  complete  product  infor- 
tion,  a summary  of  which  follows: 

lications:  Acute,  recurrent  or  chronic  urinary  tract  in- 
:tions  (primarily  cystitis,  pyelitis,  pyelonephritis)  due 
susceptible  organisms  (usually  £.  coli,  Klebsiella- 
robacter,  Staphylococcus  aureus,  Proteus  mirabilis, 
d less  frequently,  Proteus  vulgaris)  in  the  absence  of 
structive  uropathy  or  foreign  bodies. 

PORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  tests 
! not  always  reliable.  The  test  must  be  carefully  coordi- 
:ed  with  bacteriologic  and  clinical  response.  When  the 
dent  is  already  taking  sulfonamides,  follow-up  cultures 
>uld  have  aminobenzoic  acid  added  to  the  culture  media, 
rently,  the  increasing  frequency  of  resistant  organisms 
i limitation  of  the  usefulness  of  antibacterial  agents  in- 
ding  the  sulfonamides,  especially  in  the  treatment  of 
onic  and  recurrent  urinary  tract  infections, 
e sulfonamide  blood  levels  should  be  measured  in  pa- 
nts receiving  sulfonamides  for  serious  infections  since 
re  may  be  wide  variations  with  identical  doses;  20  mg/ 

) ml  should  be  maximum  total  sulfonamide  level,  as 
'erse  reactions  occur  more  frequently  above  this  level, 
itraindications:  Hypersensitivity  to  sulfonamides,  in- 
fs less  than  2 months  of  age  (except  adjunctively  with 
imethamine  in  congenital  toxoplasmosis),  pregnancy 
erm,  and  during  the  nursing  period, 
rnings:  Safety  of  sulfonamides  in  pregnancy  (has  not 
in  established.  Sulfonamides  will  not  eradicate  group 
•treptococci.  Deaths  associated  with  sulfonamide  ad- 
ustration  have  been  reported  from  hypersensitivity 
ctions,  agranulocytosis,  aplastic  anemia  and  other 
3d  dyscrasias.  Clinical  signs  such  as  sore  throat,  fever, 
lor,  purpura  or  jaundice  may  be  early  indications  of 
ious  blood  disorders.  Complete  blood  counts  and 
lalyses  with  careful  microscopic  examination  should 
performed  frequently  during  sulfonamide  therapy, 
cautions:  Use  with  caution  when  impaired  renal  or 
iatic  function,  severe  allergy  or  bronchial  asthma  is 
sent.  In  glucose-6-phosphate  dehydrogenase-deficient 
ividuals,  hemolysis  (frequently  a dose-related  reac- 
i)  may  occur.  Maintain  adequate  fluid  intake  to  pre- 
t crystalluria  and  stone  formation, 
erse  Reactions:  Blood  dyscrasias:  Agranulocytosis 
astic  anemia,  thrombocytopenia,  leukopenia,  hemo- 
: anemia,  purpura,  hypoprothrombinemia,  methemo- 
sinemia .Allergic  reactions:  Erythema  multiforme  (Ste- 
is-Johnson  syndrome),  generalized  skin  eruptions, 
aermal  necrolysis,  urticaria,  serum  sickness,  pruritus 
oliative  dermatitis,  anaphylactoid  reactions,  periorbi- 
edema,  conjunctival  and  scleral  injection,  photosensi- 
tion,  arthralgia,  allergic  myocarditis.  Gastrointestinal 
ctions:  Nausea,  emesis,  abdominal  pains,  hepatitis, 
'rhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  reac- 
ts: Headache,  peripheral  neuritis,  mental  depression 
wulsions,  ataxia,  hallucinations,  tinnitus,  vertigo  in- 
inia.  Miscellaneous  reactions:  Drug  fever,  chills,  toxic 
jnrosis  with  oliguria  and  anuria.  Periarteritis  nodosa 
I L.E.  phenomenon  have  occurred  with  sulfonamide 
rapy.  Sulfonamides  bear  certain  chemical  similarities 
some  goitrogens,  diuretics  and  oral  hypoglycemic 
nts.  Goiter  production,  diuresis  and  hypoglycemia 
e occurred  rarely  in  patients  receiving  sulfonamides, 
ss-sensitivity  -may  exist  with  these  agents. 

‘Pl'ed:  Tablets  containing  0.5  Gm  sulfisoxazole. 


......  x ROCHE  LABORATORIES 

ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
Nutley,  N.J.  07110 


The 

SENSI-SYSTEM 
for  Allergy 
Diagnosis 
& Treatment 


History-Careful  History  is  essential  to  de- 
termine symptomatology  leading  to  success- 
ful diagnosis  and  treatment.  Self-screening 
patient  review  forms  are  furnished  at  no 
charge  to  help  evaluate  suspected  allergy 
patients. 

Diagnosis-The  Diagnostic  Kit  permits  fast, 
accurate  confirmation  of  suspected  irritants 
of  50  of  the  most  commonly  encountered  al- 
lergens. In  addition,  the  Kit  also  contains 
pollens  for  your  botanical  area,  a scarifier 
and  individual  scarification  tips. 

Treatment-A  personalized  prescription  for 
your  patient  is  compounded  based  on  results 
of  history  and  skin-test  reactions.  This  spe- 
cific treatment  is  meant  to  restore  the  pa- 
tients allergic  balance. 

For  complete  information  on  The  Sensi-Sys- 
tem  of  Allergy  Diagnosis  and  Treatment . . . 
CALL  (Toll  Free) ...  800-327-1141. 


Name 

Address 

City State Zip- 


Barry  Laboratories,  Inc., 

461  N.E.  27th  Street, 
Pompano  Beach,  Fla.  33064 


What  it  means 
to  live  and  work  in 
Tipton  County, 
Tennessee 
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Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5%  of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 
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Persons  without  solar  keratoses 


Persons  with  solar  keratoses 


•Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


Jolar,  actinic,  senile  keratoses 

"ailed  by  many  names,  the  typical  lesion  is  flat 
r slightly  elevated,  brownish  or  reddish  in 
olor,  papular,  dry,  adherent,  rough,  sharply 
efined;  usually  multiple  lesions,  chiefly  on 
|xposed  portions  of  the  skin. 

iequence/selectivity  of  response 

:;rythema  in  areas  of  lesions  may  begin  after 
pveral  days  of  therapy;  height  of  reaction 
only  in  affected  areas)*  usually  occurs  within 
vo  weeks,  declining  after  discontinuation  of 
oerapy.  Since  this  response  is  so  predictable, 
|sions  that  do  not  respond  should  be  biopsied 
o rule  out  the  presence  of  a frank  neoplasm. 

Cosmetic  results 

osmetic  results  are  highly  favorable.  Inci- 
ence  of  scarring  is  low— important  with  multi- 
le  facial  lesions.  Efudex  should  be  applied 
ith  care  near  the  eyes,  nose  and  mouth. 

% cream-a  Roche  exclusive 

•nly  Roche  formulates  the  5%  cream . . . 
igh  in  patient  acceptability . . . high  in  clinical 
pcacy,  especially  for  lesions  of  hands  and 
^rearms . . . economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burningatapplication  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-mi  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/  weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 


an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Dnrur  \ Roche  Laboratories 
HULHt  / Division  of  Hoffmann-La  Roche  Inc 
Nutley,  N.J.  07110 


and  utilization  programs  be  designed 
in  order  to  expand  participation  by 
nurses  in  primary  health  care  roles. 

9.  That  innovative  systems  of  public 
information  be  designed,  especially 
through  use  of  trained  health  educators 
on  a subregional  basis,  in  order  to 
minimize  the  impact  of  public  ignor- 
ance regarding  both  available  health 
services  and  personal  preventive  health 
measures. 

C.  Primary  Health  Care  Delivery 

1.  That  a mechanism  be  established  for 
continuing  cooperative  regional  efforts 
to  study  and  modify  where  possible  the 
following  deterrants  to  improvement  in 
primary  health  care  delivery: 

a.  The  obstacles  that  discourage 
entering  and  remaining  active  in 
primary  community  practice. 

b.  The  obstacles  that  limit  primary 
care  roles  for  nurses  and  other 
paramedical  personnel. 

c.  The  obstacles  to  ambulatory  care 
imposed  by  third  party  payment. 

2.  That  study  regarding  the  advan- 
tages and  methods  of  use  of  the  Prob- 
lem Oriented  Medical  Record  be 
widely  encouraged  among  physicians 
and  other  concerned  with  primary 
health  care  delivery  in  South  Carolina. 

3.  That  a cooperative  statewide  action 
plan  for  comprehensive  emergency 
medical  services  be  further  elaborated, 
and  that  components  of  this  plan  be 
supported  through  professional  educa- 
tion programs  and  demonstration  proj- 
ects. 

4.  That  infant  mortality  be  reduced  in 


minority  populations,  especially  through 
development  of  prenatal  care  services 
and  nurse  midwifery  programs. 

5.  That  the  South  Carolina  Regional 
Medical  Program  be  prepared  to  work 
in  cooperation  with  appropriate  pro- 
fessional societies  who  express  an  inter- 
est in  exploring  alternative  care  de- 
livery systems  and  that  the  SCRMP 
assist  appropriate  professional  societies 
in  programs  assuring  the  quality  of 
health  care. 

D.  Regional  Resources  for  Specialized  Care 
and  Support  Services 

1.  That  shared  bioengineering  service 
programs  be  developed  in  order  to 
provide  improved  safety,  reliability  and 
efficiency  in  hospitals,  clinics  and  prac- 
titioners’ offices. 

2.  That  regional  efforts  be  pursued  to 
develop  a standard,  simplified  patient 
records  systems  in  order  to  reduce  cost 
and  time  investment  on  the  part  of 
institutions  and  practitioners.  It  is  ex- 
tremely important  that  such  a system 
satisfy  basic  JCAH  requirements  and 
be  adaptable  on  a statewide  basis. 

3.  That  studies  be  carried  out  on  the 
development  of  facilities  or  programs 
for  economical  domiciliary  care  for  the 
incapacitated,  particularly  the  elderly. 

4.  That  those  specialized  services  that 
are  appropriate,  needed  and  feasible,  in 
addition  to  those  existing  for  end-stage 
kidney  disease,  chronic  respiratory  dis- 
ease, and  diabetes,  be  determined  and 
optimized  through  linking  of  facilities 
to  achieve  the  maximal  cooperation 
among  hospitals  and  institutions. 


Announcement  of  Postgraduate  Course 
CLINICAL  GASTROENTEROLOGY  - Sep- 
tember 10-16,  1972;  Castle  Harbour  Hotel, 
Bermuda. 

Vernon  M.  Smith,  M.  D.,  Director, 

301  St.  Paul  Place,  Baltimore,  Md.  21202. 
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CANCER 

TOPICS 

RADIOTHERAPY  — AN  OVERVIEW 


by 


Keene  M.  Wallace,  M.  D.° 


Seventy-five  years  ago  in  Wurzburg,  Ger- 
many, Wilhelm  Conrad  Roentgen  discovered 
a “new  kind  of  light”  to  which  he  applied 
the  name  “X-rays”.  In  1886  an  editorial  in  the 
Journal  of  the  American  Medical  Association 
suggested  that  the  new  ray  might  have  thera- 
peutic potentiality. 

Almost  simultaneously  Henri  Becquerel  dis- 
covered that  rays  emitted  by  uranium  com- 
pounds also  darkened  photographic  plates  in 
a manner  similar  to  x-rays.  The  elements 
polonium  and  subsequently  radium  were  dis- 
covered by  Marie  and  Pierre  Curie  in  1898. 

During  the  1920’s  Baclesse  introduced  the 
concept  of  dose  fractionation  and  is  con- 
sidered the  father  of  modern  therapy. 

In  the  decade  between  1930-40,  advances 
were  made  in  x-ray  and  gamma  ray  dosi- 
metry. There  was,  however,  no  way  of  im- 
proving dose  distribution  beyond  a certain 
point  because  of  the  limitation  set  by  the 
x-ray  apparatus  in  use  at  that  time.  The  prin- 
cipal limitation  on  dose  was  the  damage  to 
the  skin  and  underlying  structures  in  attempt- 
ing to  deliver  curative  tumor  doses. 

In  1932  E.  O.  Lawrence  invented  the  cyclo- 
tron and  constructed  a supervoltage  x-ray 
generator.  As  early  as  1939,  Lawrence  and 
Stone  used  a neutron  beam  from  the  cyclotron 
to  treat  cancer  patients.  Van  de  Grail  pro- 
duced a 12  MEV  electrostatic  generator. 

Of  major  importance  to  radiation  therapy 
during  the  40‘s  and  50’s  was  the  development 

^Professor  of  Radiology;  Head,  Division  of 
Radiation  Therapy,  Medical  University  of  South 
Carolina 


of  nuclear  reactors  which  made  possible  quan- 
tity production  of  high  specific  activity 
cobalt  sources.  This  led  to  the  development 
of  the  cobalt60  therapy  unit  which  became 
the  workhorse  of  the  radiation  therapy  de- 
partments. 

The  choice  of  a basic  treatment  unit  today 
for  a therapy  center  is  usually  between  the 
cobalt60  and  a 4 to  6 MEV  linear  accelerator. 
For  cobalt  the  first  advantage  is  the  relatively 
low  cost  of  the  initial  installation.  This  may 
vary  from  approximately  $70,000  to  slightly 
over  $100,000.  Secondly,  is  the  low  main- 
tenance; there  is  no  complex  electronic  cir- 
cuitry requiring  the  presence  of  physicist  or 
electronics  engineer.  Dosimetry  is  well  estab- 
lished and  is  simplified  by  the  fact  that  usually 
only  one  measurement  is  needed  to  actually 
determine  the  output.  Another  factor  is  the 
constant  quality  of  the  radiation  produced. 
Treatment  conditions  are  readily  reproducible. 
The  radiation  is  on  a par  with  3 to  4 MEV 
x-rays. 

The  principal  disadvantage  of  cobalt60  is 
the  necessity  for  acquisition  of  a replacement 
source  after  several  years  of  use.  This  cost 
varies  between  $20,000  and  $40,000  depending 
upon  the  source  size  of  the  specific  activity 
of  the  cobalt. 

More  recently  the  linear  accelerator  has 
come  into  its  own  as  a basic  treatment  unit. 
The  cost  of  the  4 to  6 MEV  linear  accelerator 
unit  varies  from  approximately  $100,000  to 
$175,000  depending  upon  the  capabilities  and 
the  accessories  desired.  Cost  over  a period  of 
years  will  be  comparable  to  a cobalt  unit 
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These  are  Candeptin: 


The  highly  effective  candicidin 
for  ah  your  vaginal  moniliasis  patients. 


First  came  Candeptin  (candicidin)  Tablets 
for  intravaginal  use.  Then  Candeptin  Ointment 
to  treat  labial  involvement  and  for  intravaginal 
use.  Now  unique  Candeptin  Vagelettes— 
candicidin  ointment  in  soft  gelatin  capsules  — 
extend  the  range  of  Candeptin  therapy  to  even 
your  pregnant  and  virginal  patients  (you 
merely  cut  off  the  narrow  tip  and  extrude  the 
contents  through  the  intact  hymen). 

Clinical  proof  of  potency 

Candeptin  brings  your  patients  prompt 
relief  of  itching,  burning  and  discharge  — 
usually  within  72  hours.1  A single,  14-day  course 
of  treatment  is  usually  all  that’s  needed  for  a 
complete  cure.2  3 4 

Significantly  more  potent  in  vitro  than 


nystatin.5  Candeptin  Tablets  and  Ointment  have 
shown  clinical  cure  rates  of  90%  and  higher  in 
both  pregnant  and  non-pregnant  patients.1 46 
And  in  recent  studies  of  Candeptin  Vagelettes 
Vaginal  Capsules  involving  both  pregnant  and 
non-pregnant  patients,  a 100%  culture-confirmed 
cure  rate  was  achieved  with  a single  14-day 
course  of  therapy.’ 3 

Only  Candeptin  gives  you  a dosage  form 
for  every  therapeutic  need,  plus  eight  years’ 
clinical  proof  of  potency.  Consider  Candeptin 
for  your  next  vaginal  moniliasis  patient. 

CANDEPTIN 


(candicidin) 


Ascription:  Candeptin (candicidin) 
aginal  Ointment  contains  a dispersion  of 
andicidin  powder  equivalent  to  0 6 mg. 
er  gm.  or  0.06%  Candicidin  activity  in 
S.P.  petrolatum  3 mg  of  Candicidin  is 
antained  in  5 gm  of  ointment  or  one 
pplicatorful  Candeptin  Vaginal  Tablets 
antain  Candicidin  powder  equivalent  to 
mg.  (0  3%)  Candicidin  activity  dispersed 
i starch,  lactose  and  magnesium  stearate. 
andeptin  Vagelettes  Vaginal  Capsules 
antain  3 mg.  of  Candicidin  activity 
ispersed  in  5 gm  U S P petrolatum 
ction:  Candeptin  Vaginal  Ointment, 
iginal  Tablets,  and  Vagelettes  Vaginal 
apsules  possess  anti-monilial  activity 
idications:  Vaginitis  due  to  Candida 
bicans  and  other  Candida  species, 
antraindications:  Contraindicated  for 
itients  known  to  be  sensitive  to  any  of  its 
imponents  During  pregnancy  manual 
blet  or  Vagelettes  Capsule  insertion  may 
: preferred  since  the  use  of  the  ointment 
iplicator  or  tablet  inserter  may  be 
intraindicated 

tution:  During  treatment  it  is  rccom- 
ended  that  the  patient  refrain  from 
xual  intercourse  or  the  husband  wear  a 
indom  to  avoid  re  infection 
iverse  Reaction:  Clinical  reports  of 
nsitization  or  temporary  irritation  with 
vndeptin  Vaginal  Ointment,  Vaginal 
iblets  orVAGELETTES  Vaginal  Capsules 
ive  been  extremely  rare 
}sage:  One  vaginal  applicatorful  of 
tNDEPTiN  Ointment  or  one  Vaginal  Tablet 
one  Vagelettes  Vaginal  Capsule  is 
serted  high  in  the  vagina  twice  a day,  in 
e morning  and  at  bedtime,  for  14  days, 
eatment  may  be  repeated  if  symptoms 
rsist  or  reappear 

'ailable  Dosage  Forms:  Candeptin 
iginal  Ointment  is  supplied  in  75  gm  tubes 
ith  applicator  ( 14-day  regimen  requires 
ubes).  Candeptin  Vaginal  Tablets  are 
ickaged  in  boxes  of  28,  in  foil  with 
serter  — enough  for  a full  course  of  treat- 
ent.  Candeptin  Vagelettes  Vaginal 
ipsulesare  packaged  in  boxes  of  14  ( 14-day 
gimen  requires  2 boxes.) 

1 ore  under  refrigeration  to  insure  full 
itency. 

deral  law  prohibits  dispensing  without 
escription 

Terences:  1.  Olsen,  J R Journal-Lancet 
287  (July)  1965  2.  Giorlando,  S.W 
VGyn  Dig.  13. 32  (Sept . ) 1971  3.  Decker, 
Case  Reports  on  File,  Medical  Department, 
ilius  Schmid  4.  Giorlando,  S.W  .Torres,  J F , 
d Muscillo,  G.  Am.  J.  Obst.  &i  Gynec. 

370  (Oct  1)  1964.  5.  Lechevalier,  H.: 

’ itibiotics  Annual  1959-1960.  New  York, 
itibiotica  Inc  . I960  pp  614-618  6.  Friedel, 

J : Maryland  M J , 7.5: 36  ( Feb. ) 1966. 
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The  right  school  makes 
all  the  difference 


At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere 

We  offer: 

A co  educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7 12 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college,  14  National  Merit 
Semi-Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun! 

Enrichment  and  excellence  including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities 


Flexibility  with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 


Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics  Woodward  is  the  1970  71 
State  Champion  in  Football,  Wrestling,  and 
Swimming 


Woodward  Academy 

For  further  information  write  or  call.  . . .. 

Director  of  Admissions / P 0 Box  87190 


jy 


College  Park,  Ga  30337/Tel  AC404  761  8881 


What  makes 
a good 
hearing  aid 

GREAT? 


The  man  who  does  the  fitting. 


There  are  a lot  of  good  hearing  aids  on  the 
market,  hut  how  well  you  hear  with  any  aid  depends 
to  a great  degree  on  the  ability  of  the  hearing  aid 
dealer  to  properly  “fit”  the  correct  aid  for  your 
individual  hearing  problem. 

The  services  offered  by  your  MAICO  dealer 
reflect  Maico’s  30-year  record  of  integrity  and  experi- 
ence, willingness  to  stand  behind  their  product,  and 
the  care  and  thoroughness  with  which  Maico  selects 
and  trains  dealers  to  serve  the  hard  of  hearing.  Your 
Maico  dealer  is  a good  man  to  know  if  you  have  a 
hearing  problem. 

You  can  rely  on  MAICO— “Most  Respected  Name 
in  Hearing.” 

"For  Audiometers  and  Sound  Rooms” 


22  MAICO 


Young's  Hearing  Aid  Service 
1G07  Prabham  Avenue 
Columbia,  S.  C.  29202 
253-7085 

Young’s  Hearing  Aid  Service 
511  W.  Palmetto  Street 
Florence,  S.  C. 

662-1211 


Young’s  Hearing  Aid  Service 
800  Pendleton  Street 
Greenville,  S.  C. 

232-1007 

Melton  Hearing  Aid  Center 
326  King  Street 
Charleston,  S.  C.  29402 
772-1219 


When  you  prescribed 

Orinase 


14years  ago, 
you  had  to  rely  on 
our  experience. 


An  orally  active  hypoglycemic  agent  principally  indicated  in  rela- 
tively mild,  adult,  maturity-onset,  non-ketotic  diabetes;  also,  as 
a supplement  to  insulin  therapy  in  selected  diabetic  patients,  it 
may  effect  a stabilization  of  labile  diabetes  and  reduce  insulin 
requirements.  Certain  patients  intolerant  to  chlorpropamide 
therapy  at  usual  therapeutic  doses  have  subsequently  been  suc- 
cessfully managed  with  Orinase  (tolbutamide). 

Use  in  mild  asymptomatic  diabetic  patients  with  abnormal 
glucose  tolerance  tests  not  responding  to  diet  therapy  may  result 
in  improvement  of  the  glucose  tolerance  test. 

Use  in  conjunction  with  phenformin  is  indicated  when  optimal 
control  is  not  obtained  with  Orinase  or  phenformin  alone. 

Contraindications:  Orinase  alone  is  not  effective  in  juvenile 
or  growth-onset  diabetes  nor  in  unstable  brittle  diabetes  where 
insulin  therapy  is  required. 

Orinase  should  not  be  used:  when  diabetes  is  complicated  by 
acidosis,  ketosis,  or  coma,  or  when  a history  of  repeated  bouts 
of  acidosis  or  coma  is  obtained;  in  the  presence  of  other  acute 
complications  such  as  fever,  severe  trauma,  or  infections;  and  in 
patients  with  severe  renal  insufficiency.  Insulin  is  indicated  in 
these  circumstances. 

Pregnancy  Warning:  The  safety  and  usefulness  of  Orinase 
during  pregnancy  has  not  been  established  either  from  the  stand- 
point of  the  mother  or  the  fetus.  Animal  studies  have  demon- 
strated feticidal  and  teratogenic  effects  of  doses  of  1,000-2,500 
mg. /kg. /day,  but  application  to  human  subjects  unknown.  There- 
fore, Orinase  is  not  recommended  for  the  pregnant  diabetic,  and 
when  administering  Orinase  to  women  of  childbearing  age,  these 
facts  should  be  borne  in  mind. 


Precautions:  Diagnostic  and  therapeutic  measures  necess< 
for  optimal  control  with  insulin  are  also  necessary  with  Orinai  : 
The  patient  on  Orinase  must  be  fully  instructed:  about  t 
nature  of  his  disease;  how  to  prevent  and  detect  complication 
how  to  control  his  condition;  not  to  neglect  dietary  restriction 
develop  a careless  attitude  or  disregard  instructions  relative 
body  weight,  exercise,  personal  hygiene,  and  avoidance  of 
fection;  how  to  recognize  and  counteract  impending  hypog 
cemia;  how  and  when  to  test  for  glycosuria  and  ketonuria;  h 
to  use  insulin;  and  to  report  to  the  physician  immediately  if 
does  not  feel  as  well  as  usual. 

Caution,  very  close  observation,  and  careful  adjustment 
dose  are  necessary  when:  insulin  is  withdrawn  during  the  t 
period  in  order  to  avoid  ketosis,  acidosis,  and  coma;  thiaz  • 
diuretics  are  administered  which  may  result  in  aggravation  ! 
diabetic  state  and  increased  tolbutamide  requirement,  temf 
rary  loss  of  control,  or  even  secondary  failure;  treating  patiei> 
with  impaired  hepatic  and/or  renal  function  and  debilitated,  rtf- 
nourished,  or  semistarved  patients  in  order  to  avoid  severe  hy  (• 
glycemia  which  may  require  corrective  therapy  over  sevql 
days;  and  treating  patients  with  severe  trauma,  infection,  or  s-i 
gical  procedures  where  temporary  return  to  insulin  or  addiiji  , 
of  insulin  may  be  necessary.  Response  to  tolbutamide  is  din!- 
ished  in  patients  receiving  therapy  with  beta  blocking  age  • 

As  some  diabetics  are  not  suitable  candidates,  it  is  esser;l 
that  the  physician  familiarize  himself  with  the  indications,  lir  5 
of  application,  and  selection  of  patients  for  therapy. 

Patients  must  be  under  continuous  medical  supervision,  i 
during  the  initial  test  period  should  communicate  with  the  phi- 


Today  you 
have  your  own. 


If  you’re  around  40  or  45,  you’ve 
(pbably  had  quite  a bit  of  clinical  experience 
ith  Orinase. 

Maybe  as  much  as  14  years. 

And  that  means  you  know  quite  a 
»:  about  it. 

On  the  one  hand,  you  know  that  diet 
rl  weight  control  are  the  initial  and  essential 
: ndations  for  the  management  of  adult- 
net,  non-ketotic  diabetes.  When  these 
njasures  prove  satisfactory,  no  additional 
rrapy  is  indicated.  On  the  other  hand,  you 
nw  that  if  these  measures  fail  the  addition 


of  Orinase  to  the  regimen  can  often  help 
lower  blood  sugar.  Orinase  lowers  blood 
sugar  as  effectively  today  as  it  did  when  you 
first  prescribed  it. 

You  also  know  the  importance  of 
close  monitoring  of  the  patient.  Although 
uncommon,  severe  hypoglycemia  may  occur 
if  the  dosage  is  not  tailored  to  suit  his 
requirements. 

In  short,  Orinase  is  a drug  you’re 
familiar  with,  and  probably  have  confidence  in. 

And  that  may  be  the  best 
recommendation  Orinase  can  have. 


Orinase' 

0.5  g.  tablets 

(tolbutamide, Upjohn) 


c n daily,  and  during  the  first  month  report  at  least  once  weekly 
f<  physical  examination  and  definitive  evaluation.  After  a month, 
eiminations  are  recommended  monthly  or  as  indicated.  Ap- 
pirance  of  ketonuria,  increase  in  glycosuria,  unsatisfactory 
Ir rering  or  persistent  elevation  of  blood  sugar,  or  failure  to 
0 ain  and  hold  clinical  improvement  indicate  nonresponsive- 
n>s  to  Orinase  (tolbutamide).  Orinase  does  not  obviate  need  for 
nintaining  standard  diet  regulation.  Uncooperative  patients 
s iuld  be  considered  unsuitable  for  therapy.  Prescriptions  should 
b refilled  only  on  specific  instruction  of  physician.  In  treating 
nd  asymptomatic  diabetic  patients  with  abnormal  glucose 
trjrance,  glucose  tolerance  tests  should  be  obtained  at  three- 
tisix-month  intervals.  Orinase  is  not  an  oral  insulin  or  a substi- 
tfe  for  insulin  and  must  not  be  used  as  sole  therapy  in  juvenile 
dbetes  or  in  diabetes  complicated  by  acidosis  or  coma  where 
ijlulin  is  indispensable. 

jf  phenformin  is  prescribed  in  combination  with  Orinase,  ap- 
pipriate  package  literature  should  be  consulted. 

Adverse  Reactions:  Severe  hypoglycemia,  though  uncommon, 
ny  occur  and  may  mimic  acute  neurologic  disorders  such  as 
c ebral  thrombosis.  Certain  factors  such  as  hepatic  and  renal 
dease,  malnutrition,  advanced  age,  alcohol  ingestion,  and 
a enal  and  pituitary  insufficiency  may  predispose  to  hypogly- 
cnia  and  certain  drugs  such  as  insulin,  phenformin,  sulfona- 
tes, oxyphenbutazone,  salicylates,  probenecid,  monamine 
cdase  inhibitors,  phenylbutazone,  bishydroxycoumarin,  and 
pnyramidol  may  prolong  or  enhance  the  action  of  Orinase  and 
tease  risk  of  hypoglycemia.  Orinase  long-term  therapy  has 
tan  reported  to  cause  reduction  in  RAI  uptake  without  pro- 


ducing clinical  hypothyroidism  or  thyroid  enlargement  and  at 
high  doses  is  mildly  goitrogenic  in  animals.  Photosensitivity  re- 
actions, disulfiram-like  reactions  after  alcohol  ingestion,  and 
false-positive  tests  for  urine  albumin  have  been  reported. 

Although  usually  not  serious,  gastrointestinal  disturbances 
(nausea,  epigastric  fullness,  and  heartburn)  and  headache  ap- 
pear to  be  dose  related  and  frequently  disappear  with  reduction 
of  dose  or  administration  with  meals.  Allergic  skin  reactions 
(pruritus,  erythema,  urticaria,  and  morbilliform  or  maculopapular 
eruptions)  are  transient,  usually  not  serious,  and  frequently  dis- 
appear with  continued  administration.  Orinase  should  be  dis- 
continued if  skin  reactions  persist.  Recent  reports  indicate  that 
long-term  use  of  Orinase  has  no  appreciable  effect  on  body 
weight. 

Orinase  appears  to  be  remarkably  free  from  gross  clinical 
toxicity:  crystalluria  or  other  renal  abnormalities  have  not  been 
observed;  incidence  of  liver  dysfunction  is  remarkably  low  and 
jaundice  has  been  rare  and  cleared  readily  on  discontinuation 
of  drug  (carcinoma  of  the  pancreas  or  other  biliary  obstruction 
should  be  ruled  out  in  persistent  jaundice);  leukopenia;  agranu- 
locytosis; thrombocytopenia;  hemolytic  anemia;  aplastic  anemia; 
pancytopenia;  and  hepatic  porphyria  and  porphyria  cutanea 
tarda  have  been  reported. 

Supplied:  0.5  g.  Tablets—  bottles  of  50,  200,  500,  and  1,000, 
and  cartons  of  100  in  foil  strips. 

For  additional  product  information,  see  your  Upjohn  represen- 
tative or  consult  the  package  insert. 


The  Upjohn  Company,  Kalamazoo,  Michigan  49001 

©1971  The  Upjohn  Company  JA71-1495  MED  B-5-S  LAO-6 
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when  one  considers  the  replacement  cost  of 
cobalt  sources. 

Dosimetry  is  more  complex  and  physics 
support  is  more  necessary  than  with  the 
cobalt  unit.  Some  of  the  advantages  of  the 
4 to  6 MEV  accelerator  over  a cobalt  unit  is 
that  of  an  increase  in  depth  dose.  At  approxi- 
mately 10  cm  depth  the  increase  in  depth  dose 
is  10  per  cent.  Another  primary  advantage 
is  the  availability  of  large  flat  fields  and 
absence  of  penumbra  effects  due  to  the 
small  focal  spot  size. 

Perhaps  the  major  disadvantage  in  cobalt 
and  the  4 to  6 MEV  accelerators  is  the  rela- 
tively low  cost  of  the  units.  This  low  cost  has 
enabled  many  smaller  community  hospitals 
to  install  treatment  units  without  adequate 
ancillary  support  and  back-up  by  radiation 
physics  and  adequate  consultative  services. 
During  the  past  several  years  there  have 
been  moves  to  solve  at  least  partially  some  of 
the  deficiencies  in  existing  programs  in  smaller 
hospitals  by  providing  these  needed  services 
through  medical  centers,  medical  schools,  and 
larger  community  hospitals  which  have  the 
basic  resources  available.  As  an  example,  in 
our  own  state,  the  Medical  University  of  South 
Carolina  in  cooperation  with  the  South  Caro- 
lina Regional  Medical  Program  has  instituted 
some  regional  therapy  programs.  One  such 
program  has  been  the  development  of  a state- 
wide dosimetry  network  utilizing  a small 
computer  at  the  Medical  University  capable 
of  treatment  planning.  With  the  use  of  tele- 
phone lines  and  facsimile  devices,  several  or 
more  community  hospitals  within  the  state 
can  be  supplied  with  adequate  dosimetry 
data  on  all  problem  cases. 

Outside  the  range  of  the  4 to  6 MEV 
accelerators  and  the  cobalt  units  come  the 
higher  energy  linear  accelerators  and  beta- 
trons. More  and  more  large  university  hos- 
pitals and  medical  centers  are  acquiring  these 
machines.  It  is  felt  that  probably  the  primary 
advantage  of  these  high  energy  accelerators 
and  betatrons  is  the  availability  of  high 
energy  electrons.  To  be  of  any  clinical  value 
the  electrons  must  be  of  energies  of  4 MEV  or 
more.  Clinical  information  is  available  re- 
garding the  use  of  electrons  in  the  4 to  10 
MEV  range  for  treatment  of  malignancies 


which  are  near  or  on  the  skin  surface.  The 
true  advantage  of  electrons  from  10  to  30 
MEV  in  energy  is  presently  not  as  well  ac- 
cepted. The  use  of  these  electrons  is  therefore 
still  in  the  investigational  region. 

The  cyclotron  and  the  very  high  energy 
linear  accelerators  are  capable  of  producing 
heavy  charged  particle  beams  which  include 
protons,  alpha  particles,  deuterons  and  pi 
negative  mesons.  For  over  10  years  clinical 
experience  has  been  gained  and  indicates 
advantages  of  greater  penetration,  little  scat- 
ter, greater  biological  effect  by  ionization  and 
independence  of  oxygen  concentration.  Be- 
cause of  the  scarcity  of  equipment  and  the 
extremely  high  cost  of  operation,  heavy  par- 
ticle therapy  may  be  considered  a modality 
of  the  future. 

In  addition  to  radiation  physics  and  equip- 
ment technology,  radiation  biology  is  be- 
coming more  and  more  essential  to  the 
establishment  of  new  protocols  in  radiation 
therapy. 

Technological  advances  such  as:  selective 
radioactive  labeling  of  cells;  autoradiography; 
the  knowledge  of  radiation  sensitivity  cells; 
and  the  effects  of  radiation  on  cells  are  pro- 
ducing means  of  evaluating  treatment  proto- 
cols. In  fact,  many  individuals  are  question- 
ing the  daily  treatment  concepts  and  are 
beginning  to  utilize  split  dose  therapy.  How- 
ever, the  ramifications  of  this  aspect  of  radia- 
tion biology  to  radiation  therapy  has  not  been 
fully  explored. 

Another  way  in  which  radiation  biology  has 
been  applied  to  radiation  therapy  is  through 
the  discovering  of  the  so-called  “oxygen 
effect”.  It  was  found  in  the  laboratory  that 
oxygenated  cells  were  more  sensitive  to  radia- 
tion than  anoxic  cells;  it  was  also  known  that 
solid  tumors  had  an  anoxic  center.  A direct 
application  of  this  laboratory  work  has  been 
the  use  of  hyperbaric  oxygen  with  the  intent 
of  improving  tumor  oxygenation  and  there- 
fore tumor  destruction  by  radiation  resulting 
in  improved  survival.  At  the  present  time, 
this  approach  has  not  proven  feasible  in  the 
clinical  department  possibly  due  to  a lack  of 
technology  and  knowledge  of  tumor  vascula- 
ture. 

Chemical  compounds  are  also  known  to 
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either  sensitize  or  protect  cells  from  radia- 
tion effects.  Some  of  these  compounds  are  the 
DNA  base  analogues  such  as  5 BUDR,  IUDR, 
which  are  radiation  sensitizers.  If  tumor 
tissue  could  be  selectively  sensitized  to  radia- 
tion the  so-called  therapeutic  ratio  would  be 
increased,  allowing  a curative  dose  to  the 
tumor  tissue  without  destroying  the  normal 
tissue.  Although  this  approach  again  holds  in 
theory,  it  has  not  proven  feasible  in  practice. 
A means  of  selectively  sensitizing  tumor  tissue 
has  not  been  found,  therefore,  these  radia- 
tion sensitizers  also  sensitize  normal  tissue 
and  therefore  destroy  the  objective  of  the 
drug  usage. 

Another  group  of  drugs  has  been  found 
to  act  as  radioprotectants  such  as  AET  and 
sulphydryl  groups.  The  problem  with  these 
drugs  is  that  levels  necessary  to  protect  tissue 
against  radiation  are  toxic  to  the  individual. 
Therefore  these  have  also  not  found  use  in 
radiation  therapy. 

In  summary,  it  seems  that  the  problem 
does  not  lie  with  the  isolation  of  radiation 
biology  from  radiation  therapy,  but  rather 


1.  Physical  Foundations  of  Radiology,  Third  Edition. 
Published  December  1961,  Reprinted  with  Cor- 
rections 1963,  Glasser.  Quimby,  Taylor,  Weather- 
wax,  and  Morgan.  Hoeber  Medical  Division, 
Harper  and  Row,  Publishers. 

2.  Modern  Trends  in  Radiation  Therapy;  Deeley  and 


with  the  lack  of  technology  necessary  for  the 
application  of  laboratory  data  to  clinical 
areas.  One  answer  to  these  problems  may  be 
the  use  of  high  energy  proton  beams,  neu- 
trons, and  pi  mesons,  in  radiation  therapy  as 
already  discussed.  These  particles  produce 
massive  ionization  in  tissue  at  the  cellular 
level  causing  massive  damage  to  the  cellular 
components.  This  massive  damage  is  many 
times  more  effective  than  damage  caused  by 
electrons  or  x-rays  in  producing  lethal  effects 
and  cellular  destruction.  Again  from  lab- 
oratory data  it  is  known  that  these  types  of 
radiation  overcome  the  oxygen  effect,  and  may 
be  an  answer  to  the  problem  of  selective 
radiosensitivity.  Current  investigations  are 
also  being  carried  out  to  determine  the  op- 
timum fractionation  scheme  using  these  types 
of  radiation. 

Thus,  today  a more  scientific  and  inter- 
disciplinary approach  is  being  taken  in  the 
development  of  new  techniques  in  radiation 
therapy.  The  possibilities  of  increased  survival 
rates  and  less  early  and  late  sequellae  holds 
much  promise  for  the  cancer  patient  under- 
going radiation  therapy. 


Wood,  New  York  Appleton-Century-Crofts;  Lon- 
don, Ruttersworth  1967. 

3.  The  Radiobiology  of  Human  Cancer  Radiotherapy; 
J.  Robert  Andrews,  M.  D..  D.Sc.  (Med.),  W.  B. 
Saunders  Company,  Philadelphia,  London,  Tor- 
onto, 1968. 


Seminar  on  Nuclear  Medicine 


A one  day  seminar  on  the  Latest  Technics 
and  Developments  in  Nuclear  Medicine  is 
being  held  September  22,  1972,  at  Self  Mem- 
orial Hospital,  Greenwood,  S.  C.,  under  the 
direction  of  the  Department  of  Radiology 
which  has  been  actively  engaged  in  a nuclear 
medicine  program  for  the  past  12  years.  Sev- 
eral eminent  physicians  in  this  field  from 
around  the  country  will  present  lectures  and 
practical  demonstrations  oriented  in  particular 
towards  radiologists,  internists  and  technolo- 
gists engaged  in  this  field.  For  interested  gen- 
eral practitioners  AAFP  credits  have  been 
applied  for  and  are  expected.  Registration  fee 
is  $15.00. 


The  above  program  is  sponsored  by  the 
South  East  Chapter  of  the  Society  of  Nuclear 
Medicine,  Department  of  Radiology  of  Self 
Memorial  Hospital,  The  South  Carolina  Re- 
gional Medical  Program  and  the  Division  of 
Continuing  Education  of  the  Medical  Univer- 
sity of  South  Carolina. 

For  further  information  and  registration, 
please  contact: 

Vince  Moseley,  M.D.,  Director 
Division  of  Continuing  Education 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 


August,  1972 
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DEATHS 


DR.  E.  P.  WEBBER 

Dr.  Edward  Paul  Webber,  60,  chief  of 
radiology  services  at  the  Veterans  Administra- 
tion Hospital,  died  June  2 at  his  home  in 
Columbia.  He  was  a graduate  of  Boston  Uni- 
versity School  of  Medicine  and  a veteran  of 
World  War  II. 

DR.  M.  II.  WYMAN 

Dr.  Marion  Hay  Wyman,  85,  died  June  19 
in  the  Veterans  Hospital  in  Columbia.  Dr. 
Wyman  graduated  from  the  Medical  Univer- 
sity in  1910  and  interned  in  Roper  Hospital 
and  Bellevue  in  New  York.  He  began  practice 
in  Aiken,  did  further  study  at  Johns  Hopkins 
and  then  practiced  in  Columbia  until  his 
retirement  in  1969.  He  was  a member  of  the 
American  Medical  Society,  the  American 
Urological  Society  and  the  Columbia  Medical 
Society. 

DR.  B.  J.  WORKMAN 
Dr.  Belton  James  Workman,  78,  prominent 
Woodruff  surgeon  and  businessman,  died 
June  21  after  a long  illness.  Dr.  Workman 
was  a graduate  of  the  Medical  University  and 
had  practiced  medicine  in  the  Woodruff  area 
for  52  years.  He  had  served  as  a trustee  of 
Furman  University  for  25  years,  was  a fellow 
in  the  International  College  of  Surgeons, 
president  of  the  Spartanburg  County  Medical 
Society,  and  a vice  president  of  the  South 
Carolina  Medical  Association. 

DR.  F.  X.  MACAULAY 
Dr.  Francis  Xavier  MacAulay,  50,  died 
June  22  at  his  home  after  a sudden  illness. 
Dr.  M acAulay  was  a pathologist  at  Mullins 
Hospital. 


DR.  I.  II.  TRINCHER 
Dr.  Irvin  II.  Trincher,  62,  Veterans  Hospital 
director  in  Columbia,  died  June  24  at  his 
Veterans  Hospital  quarters  after  an  apparent 
heart  attack.  Dr.  Trincher  received  his  medi- 
cal degree  from  Columbia  University  College 
of  Physicians  and  Surgeons.  He  entered  the 
service  of  Veterans  Administration  in  1958 
and  has  been  director  of  the  Columbia  hos- 
pital since  1970. 

DR.  J.  B.  WALLACE 
Dr.  John  Beardsley  Wallace  died  June  25 
at  his  home  at  Lake  Murray.  Dr.  Wallace  was 
a retired  U.  S.  Army  lieutenant  colonel  and 
was  acting  director  of  the  Health  Services 
Department  of  the  Mental  Retardation  Mid- 
land Center. 

DR.  RIDDICK  ACKERMAN,  JR. 

Dr.  Riddick  Ackerman,  Jr.,  66,  died  un- 
expectedly June  23  while  attending  a staff 
meeting  at  the  Colleton  County  Hospital.  Dr. 
Ackerman  graduated  from  the  Medical  Uni- 
versity of  South  Carolina  in  1930  and  served 
his  internship  in  Detroit,  Michigan.  Since 
that  time  he  has  practiced  in  Walterboro. 
He  was  a member  of  the  county,  state  and 
national  medical  associations  and  was  on  the 
Board  of  Directors  of  the  Colleton  County 
Hospital. 

DR.  W.  J.  BUTT 

Dr.  William  Joseph  Butt  died  June  30  at 
his  home  after  a long  illness.  Dr.  Butt  was  a 
graduate  of  the  Loyola  School  of  Medicine 
and  served  for  more  than  30  years  with  the 
U.  S.  Government.  He  was  a member  of  the 
American  Association  of  Physicians  and  Sur- 
geons and  was  appointed  surgeon  for  the 
South  Carolina  branch  of  the  Veterans  of 
Foreign  Wars. 
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Council  of  the  South  Carolina  Medical  Association  announces 
its  endorsement  of  Automobile  Leasing  Plans 

presented  by: 

Jim  Moore  Cadillac-Oldsmobile,  Inc.  Joe  King  Oldsmobile 

Columbia,  S.  C.  Spartanburg,  S.  C. 

Physicians  interested  in  obtaining  information  concerning 
the  many  advantages  of  these  plans  may  wish  to 
forward  inquiries  to: 

Auto  Leasing  Plans 
South  Carolina  Medical  Association 
410  Columbia  Building 
Columbia,  S.  C.  29201 


Leasease 

* Leasease  is  straight  talk  and  plain  English  about  J 


car  leasing.  Come  in  and  learn  the  language. 


Trust  us 
to  talk  your  language. 


We  feature  GM  cars 


★ 

★ 

★ 

★ 

★ 

★ 

★ 

★ 

★ 

★ 

★ 

★ 


“Leasease”  is  National  Car  Rental’s  new  language  in — . 
the  world  of  automobile  leasing.  It’s  a language  de-  ^ 
signed  for  you  that  uses  straight  talk  and  easy  words 
on  the  real  facts  of  leasing.  A language  that  can  save  * 

, you  hundreds  of  dollars,  many  hours  of  time  and  solve  ^ 

* m the  problems  often  associated  with  car  ownership.  ★ ★ 


Jim  Moore 


2222  MAIN  ST. 


Cadillac-Olds 

OP  COLUMBIA,  INC. 

PH.  256-6301 


CAR  LEASING 


* Eliminate  the  aggravation  of  car  owner- 
ship at  a cost  less  than  owning  a car. 

* Get  a new  car  every  year  with  an  allow- 
ance of  20,000  non-charge  miles. 
Mileage  in  excess  of  20,000  per  year  will 
be  subject  to  a nominal  charge  per  mile. 

* Total  Care  Car  Leasing  is  all  the  words 
imply...  and  MORE!  Specifically,  it  includes 
all  maintenance,  oil  changes,  lubrications, 
tires,  inspection  requirements,  personal 
property  taxes,  license,  repairs,  liability 
insurance  (one  million  dollars),  zero  dollar 
deductible  collision  insurance  ....  every- 
thing except  gasoline. 

* Total  Care  Car  Leasing  is  simply  that  .... 

JOE  KING 


INTERSTATE  585 
AT  U.S.  221 
PINEWOOD  SHOPPING 
CENTER 

• 

SPARTANBURG 
SOUTH  CAROLINA 
29303 

(803)  585-3615 
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Don’t  let  it  melt  away. 


Is  your  earning  power  insured?  Is  your  coverage 
adequate  in  the  face  of  today's  inflationary  trend 
and  rising  costs?  Don't  let  your  security  melt  away 
If  you  haven't  evaluated  your  income  protection 
insurance  recently,  do  it  now.  Call  the  Educators 
Mutual  Life  man  and  let  him  show  you  how 
to  get  the  maximum  protection  for  your 
premium  dollar  through  your  local 
medical  society  group. 

Sponsored  and  endorsed  by 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

CHARLES  W.  DUDLEY,  Administrator 
South  Carolina  Medical  Association 
Disability  Income  Plan 
Box  3201  - Florence,  S.  C.  29501 
Phone  (803)  662-6525 


Educators  Mutual  Hi  ft 


€ INSURANCE  COMPANY 


Lancaster  Penna 


PHYSICIAN  — Opening  with  the  C.  M.  Tucker,  Jr.  Human  Resources  Center,  a division 
of  the  South  Carolina  Department  of  Mental  Health,  for  a Physician.  Program  designed 
toward  therapeutic  community  emphasizing  psychotherapy,  group  therapy,  group  activities, 
standard  forms  of  somnatic  treatment,  general  medicine  and  psychiatry.  Eligibility  for 
licensure  in  the  State  of  South  Carolina  is  required.  Foreign  graduates  with  the  exception 
of  Canadian  graduates  must  have  ECFMG  Certificate.  Salary  from  $18,500.00  to  $24,350.00 
dependent  upon  experience  and  qualifications.  Up-to-date  personnel  practices  with  liberal 
vacation  and  sick  leave,  retirement  plan,  commissary  privileges  and  other  benefits.  Apply 
to:  Frank  E.  Blakely,  Administrator  C.  M.  Tucker,  Jr.  Human  Resources  Center,  2200 
Harden  Street,  Columbia,  S.  C.  29203. 

EQUAL  OPPORTUNITY  EMPLOYER 


It’s  over  30. 
Trust  it. 


Remarkably  well  tolerated. 
Highly  predictable. 

Prompt,  smooth,  gentle  action. 
Saves  your  patients  money. 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM0 


Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required  for  relief  of  symptoms  of 
anxiety  or  tension  resulting  from  emotional,  physical,  or  situational  stress. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  "hangover"  and  systemic  disturbances  are  seldom  seen 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mg  t.i  d or  q i d 
Also  available:  BUTICAPS®  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg  , 30  mg  , 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 

1 McNEILl 


Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions; indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s 
judgment,  anxiety  has  been  reduced  to  tolerabl(| 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  genen| 
use,  the  most  common  side  effects  reported  have  I 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 

Librium 
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5-mg,  lO-mg,  25-mg  capsules  § % 
up  to  IOO  mg  daily  in 
severe  anxiety 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Indicated  when  anxiety,  ten- 
sion and  apprehension  are  significant 
components  of  the  clinical  profile. 
Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  ( e.g .,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
[e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reve 
ble  in  most  instances  by  proper  dosagi 
adjustment,  but  are  also  occasionally 
served  at  the  lower  dosage  ranges.  In  <; 
few  instances  syncope  has  been  reporj 
Also  encountered  are  isolated  instance 
skin  eruptions,  edema,  minor  menstri 
irregularities,  nausea  and  constipatioi 
extrapyramidal  symptoms,  increased 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc 
tion;  changes  in  EEG  patterns  (low-vol 
fast  activity)  may  appear  during  and  s\ 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepati 
dysfunction  have  been  reported  occa: 
ally,  making  periodic  blood  counts  anc 
liver  function  tests  advisable  during  p 
tracted  therapy. 

Supplied:  Librium®  capsules  containir 
5 mg,  10  mg  or  25  mg  chlordiazepoxi 
HCI.  Libritabs® tablets  containing  5 m 
10  mg  or  25  mg  chlordiazepoxide. 
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Compare! 


Simple,  accurate  test  for  glycosuria 


TES-TAPE 


Leadership  in 
Diabetes  Research 
for  Half  a Century 


URINE  SUGAR  ANALYSIS  PAPER 


Additional  information  available  upon  request.  Eli  Lilly  and  Company,  Indianapolis,  Indiana  46206 


During  anginal  attacks,  patients  may  suffer  intense 
ipprehension.  More  frequently,  however,  they  experience  a 
continuing  sense  of  less  severe  but  nonetheless  dispropor- 
ionate  anxiety 

Reduction  of  such  clinically  significant  anxiety  is 
mportant,  since  undue  emotional  stress  may  precipitate 
urther  anginal  episodes. 


Adjunctive  Librium  (chlordiazepoxide  HCl)  may  be 
specially  suitable  for  relief  of  clinically  significant 
nxiety  and  emotional  tension  in  anginal  patients 
ecause  of  its  generally  prompt  therapeutic  effective- 
ess  and  wide  margin  of  safety.  In  a recent  double-blind 
mdomized  study,*  Librium  (chlordiazepoxide  HCl) 
as  administered  for  relief  of  moderate  anxiety  in  20 
lginal  patients  seen  in  office  practice  over  a 20-week 
:riod.  Symptoms  of  emotional  distress  related  to 
lxiety  were  rated  at  base-line,  one  week,  two  weeks 
id  monthly  thereafter.  Relief  was  obtained  notably 
irly  in  therapy.  The  clinical  results  demonstrated  that 
ibrium  offers  the  coronary  patient  an  antianxiety  drug 
iat,  in  the  author’s  opinion,  is  both  effective  and  safe, 
i general  use,  the  most  common  side  effects  reported 
ive  been  drowsiness,  ataxia  and  confusion, 
irticularly  in  the  elderly  and  debilitated.  (See 
mmary  of  prescribing  information.) 
ibrium  ( chlordiazepoxide  HCl)  is  used  concomitantly 
ith  certain  specific  medications  of  other  classes  of 
‘ugs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
:rtensive  agents,  whenever  anxiety  is  clinically  signifi- 
nt.  The  drug  should  be  discontinued  after  anxiety  has 
en  reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

Librium' 

(chlordiazepoxide  HC 1) 

10-mg;  25 -mg  capsules 
up  to  100  mg  daily 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows  : 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  (e.g.,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCl.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 


for  moderate 
to  severe  anxiety 
tcompanying  angina  pectoris 


A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley,  N.J.  07110 


Arthur  los 


A single-dose,  non-staining  anthelmn 


with  just  one  non-staining  dose 
of  Antiminth  (pyrantel  pamoate) 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn't  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
(1  tsp.  per  50  lbs.). 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Antiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
tivity against  Enterobius  vermicularis  (pinworm)  and  Ascaris  lumbricoides 
(roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
changed drug  are  low.  Peak  levels  (0.05-0.13  ug/m I)  are  reached  in  1-3 
hours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of  the  drug  and  its  metabolites. 

Indications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
terobiasis (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
in  animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug. 
Precautions.  Minor  transient  elevations  of  SGOT  have  occurred  in  a small 
percentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
patients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg.  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg. /lb  );  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  of  body  weight.  (One  teaspoonful  = 5 cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day;  and  purging  is  not  necessary 
prior  to.  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg.  pyrantel  base  per  ml., 
supplied  in  60  cc.  bottles. 


nt: 


new  ANTIMINTH 

(pyrantel  pamoate) 


R06RIG  (O 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


equivalent  to  50  mg  pyrantel/ml. 

ORAL  SUSPENSION 
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Why  send  him 

to  the  islets 

of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
isulin  which  is  lipogenic  and  helps  transport 
tucose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
ave  normal  or  high  levels  of  endogenous  insulin, 
hy  not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . 

DBI-TD*  Geigy 

phenformin  HC1 

lowers  blood  sugar  without  raising  blood  insulin . 


RI " phenformin  HCI 
iblels  of  25  mg. 

BI-TD®  phenformin  HCI 
med-Disintegralion 
ipsules  of  50  and  100  mg. 
dications:  Stable  adult  diabetes 
dlitus;  sulfonylurea  failures, 
imary  and  secondary;  adjunct  to 
iulin  therapy  of  unstable  diabetes 
dlitus. 

intraindications:  Diabetes  mellitus 
it  can  be  regulated  by  diet  alone; 
senile  diabetes  mellitus  that  is 
complicated  and  well  regulated  on 
;ulin;  acute  complications  of 
ibetes  mellitus  (metabolic  acidosis, 
ma,  infection,  gangrene);  during 
immediately  after  surgery  where 
ulin  is  indispensable;  severe 
patic  disease;  renal  disease  with 
:mia;  cardiovascular  collapse 
lock);  after  disease  states 
ociated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin,  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-D  (6/72) 

For  complete  details,  including 
dosage,  please  see  lull  prescribing 
information. 


GEIGY  Pharmaceuticals 
Division  of 

CIBA-GEIGY  Corporation 
Ardsley,  New  York  10502 


Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride),  can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequences  you’ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 

one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 
is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night  — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 

a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 


a new  outlook  in 

chronic 


Contraindications:  Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy . Safe  use  of  Talwin  during'  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in  extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


pain 

JL  of  moderate  to  severe  intensity 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  wit 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  trac 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonis 
Some  patients  previously  receiving  narcotics  have  experienced  mil  | 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administere 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  sue 
patients  in  association  with  the  use  of  Talwin  although  no  cause  an 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administratio 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequentl; 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhe:; 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  heac 
ache;  infrequently  weakness,  disturbed  dreams,  insomnia,  syncope 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acuil 
CNS  Manifestations  under  WARNINGS);  and  rarely  tremor,  irr; 
tability,  excitement,  tinnitus.  Autonomic:  sweating;  infrequentl 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rare! 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decreas 
in  blood  pressure,  tachycardia.  Other : rarely  respiratory  depressior 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose: 

1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increase 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  no 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  add 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  wit 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chi  1 
dren  under  12  years  of  age  is  limited,  administration  of  Talwin  l1 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receive 
Talwin  orally  for  prolonged  periods  have  not  experienced  wit! 
drawal  symptoms  even  when  administration  was  abruptly  discor 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  he 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  an 
kidney  function  have  revealed  no  significant  abnormalities  afte 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations . Clinical  experience  with  Talwin  ovei 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  oth(!,% 
supportive  measures  should  be  employed  as  indicated.  Assisted  c 
controlled  ventilation  should  also  be  considered.  Although  nalo:  j 
phine  and  levallorphan  are  not  effective  antidotes  for  respiratoi 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  pa: 
enteral  naloxone  ( Narcan®,  available  through  Endo  Laboratories)  i 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  pa: 
enteral  administration  of  the  analeptic,  methylphenidate  (Ritalin®  j 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  con  tail 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  m; 
base.  Bottles  of  100. 
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50  mg.  Tablets 


Talwin 


brand  of  • 

pentazocine 

the  long-range  analgesic 


(as  hydrochloride) 


ALCOHOLISM 


DRUG  ADDICTION 


And  Other  Drug  Dependency  Conditions 


'Ui+iCfiaay  cMoApitcd 


A unique  original  program  of  recovery  with  a different  approach. 
For  information  or  to  admit  patients  contact : 

WILLINGWAY  HOSPITAL 

John  Mooney,  Jr.,  M.D.  311  Jones  Mill  Road 

Medical  Director  P.  O.  Box  508,  Statesboro,  Georgia  30458 

(912)  764-6236 

Member  Georgia  Hospital  Association 


Dorothy  R.  Mooney 
Administrator 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


A New 

Dosage  Form: 


Chewable 
Tablets  500 « 

Mirrtezol 

(THIABENDAZOLE  I MSD) 


so  easy  to  take 
everyone  in  the  family 
will  keep  to  the 
regimen  you  prescribe 


include:  fever,  facial  flush,  chills,  conjunctival  injection, 
angioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
(including  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
Supplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
in  boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
Suspension,  containing  500  mg  thiabendazole  per  5 cc,  in 
bottles  of  120  cc. 


MSD 


INDICATION  DOSAGE  SCHEDULE 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated 
effectiveness  against  a broad  spectrum  of  nematode 
infestations,  whether  encountered  singly  or  in  combination. 
Dosages  are  weight  related;  therefore,  a weight-dose  chart 
is  included  in  the  Direction  Circular  for  your  convenience 
when  writing  a prescription.  MINTEZOL  should  be  given  after 
meals  if  possible. 


INDICATIONS 

DOSAGE 
(1st  Day) 

ADDITIONAL 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat 
7 days  later 

This  regimen  is 
designed  to  reduce 
the  risk  of 

reinfection.  However, 
if  not  practical, 
repeat  the  regimen 
the  next  day. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

Alternatively,  a single 
dose  of  2 tablets/50  lb 
may  be  given.  However, 
a higher  incidence  of 
side  effects  should  be 
expected. 

Creeping 

eruption 

Two  doses  of 
1 tablet/50  lb 

Repeat  the 
next  day 

If  active  lesions  are 
still  present  2 days 
after  completing 
this  regimen,  a 
second  course  is 
recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive 
phase  of 
the  disease 

Two  doses  of 
1 tablet/50  lb 

Repeat  for 
2 to  4 
successive 
days 

The  optimal  dosage 
for  the  treatment 
of  trichinosis 
has  not  been 
established. 

The  recommended  maximal  daily  dosage  is  3 g (6  tablets). 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


For  more  detailed  information,  consult  your  MSD  representa- 
tive or  see  the  Direction  Circular.  Merck  Sharp  & Dohme, 
Division  of  Merck  & Co..  Inc..  West  Point.  Pa.  19486 


polmedico 

. . . more  than  just  a name! 


Working  hand  in  hand  with 
medical  research  and  physicians, 
Palmedico  constantly  strives  to 
provide  the  latest  in  pharmaceu- 
ticals to  meet  advancing  needs. 
Careful  formulation  and  superior 
production  are  important  factors 
in  being  . . . more  than  just 
a name. 


• Amphaplex®  1 0 (Cl  1 ) 

Each  Tablet  contains:  Meth- 

amphetamme  Saccharate  - 2.5 
Mg.;  Methamphetamine  Hyd- 
rochloride - 2.5  Mg.;  Ampheta- 
mine Sulfate  - 2.5  Mg.;  Dextro 
Amphetamine  Sulfate  - 2.5  Mg. 

• Palohist® 


Each  Capsule  contains:  Phe- 
nylephrine Hydrochloride  - 25.0 
Mg.;  Chlorpheniramine  Maleate 

- 7.5  Mg.;  Pyrilamine  Maleate 

- 25.0  Mg.;  Methapyrilene  Hy- 
drochloride - 12.5  Mg. 


palmedicO'inc. 


ETHICAL  PHARMACEUTICALS  • P.  0.  DRAWER  3397  • COLUMBIA,  S.  C.  29203 


Iron  therapy  for  anemia 
is  almost  as  old  as  history  itself 


Celsus's  empirical  use  of  iron 

Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens— the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 

For  more  modem  anemia  therapy 

1 rinsieon 

Hematinic  Concentrate 
with  Intrinsic  Factor 

(See  reverse  side  for  prescribing  information.) 


rp  • • ® 

1 nnsicon 

Hematinic  Concentrate 
with  Intrinsic  Factor 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor) 240  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin.  . 7.5  meg. 

(The  total  vitamin  B,2  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate)  110  mg. 

Ascorbic  Acid  (Vitamin  C)  75  mg. 

Folic  Acid 0.5  mg. 


Indications:  Trinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  B,2  with  Intrinsic  Facfor-When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B12  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  B,2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  ( Diphyllo - 
bothrium  latum)  infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B,2.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B12  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  B12,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,2  contained  in  two  Pulvules  Trinsicon  provide  1 Vz  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Fouts  ef  al.  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  B,2) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  "just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally."  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Acid- Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  B,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  B12  interrelationship:  (1)  B12  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  B12  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  B,2. 

Iron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Acid-V itamin  C plays  a role  in  anemia  therapy.  It  augments  the 
^ conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin-B,2-deficiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  B12  may  result  in  hematologic  re- 
mission but  neurological  progression. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  B12.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B12,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 
Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose®  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 

rn  • • ® 

1 nnsicon 

Hematinic  Concentrate  with  Intnnsie  Factor 

A Comprehensive  Hematinic 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


SMILE  CARE 

DENTAL  COVERAGE,  IT’S  NEW! 


Blue  Cross 

OF  SOUTH  CAROLINA 


COVERED  DENTAL  SERVICES  INCLUDE: 
Fillings  Bridges  Cleaning 
Oral  Surgery  X-rays  of  teeth 
Routine  Examinations 


Because  you 
practice 

medicine  in  the 
Palmetto  State. 


fou  carry  one  of  the  heaviest 
jatient  loads  in  the  country, 
iince  this  may  include 
i number  of  patients  with 
;astritis  and  duodenitis... 
rou  should  know 
nore  about  Librax® 


Telps  reduce 

inxiety-related  G.I.  symptoms 

^ patient  may  blame  his  attacks  of  gastritis  or 
uodenitis  on  “something  he  ate”  but  contribut- 
ig  factors  may  be  his  job, 
aarital  problems,  financial 
/orries  or  some  other  unmen- 
ioned  source  of  stress  and 
xcessive  anxiety  that 
xacerbated  the  condition. 

Vhether  it  is  “something 
le  ate”  or  “something  eating  him,”  adjunctive 
.ibrax  can  help.  Librax  offers  both  the  antianxiety 
ction  of  Librium®  (chlordiazepoxide  HC1),  that  can 
elp  relieve  excessive  anxiety,  and  the  dependable 
nticholinergic  action  of  Quarzan3  (clidinium  Br), 
aat  can  help  reduce  gastrointestinal  hypermotility 
nd  hypersecretion. 


tefore  prescribing,  please  consult  complete  product  information, 
l summary  of  which  follows: 

Contraindications:  Patients  with  glaucoma;  prostatic  hyper- 
rophy  and  benign  bladder  neck  obstruction:  known  hypersen- 
litivity  to  chlordiazepoxide  hydrochloride  and/or  clidinium 
jromide. 

Warnings:  Caution  patients  about  possible  combined  effects 
vith  alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
icting  drugs,  caution  patients  against  hazardous  occupations 
equiring  complete  mental  alertness  (e.g.,  operating  machinery, 
Iriving).  Though  physical  and  psychological  dependence  have 
■arely  been  reported  on  recommended  doses,  use  caution  in 
idministering  Librium  f chlordiazepoxide  hydrochloride)  to 
mown  addiction-prone  individuals  or  those  who  might  increase 
losage;  withdrawal  symptoms  fincluding  convulsions),  following 
liscontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
riturates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 
actation,  or  in  w omen  of  childbearing  age  requires  that  its 
xnential  benefits  be  w eighed  against  its  possible  hazards.  As 
vith  all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
nay  occur. 

Eh'ecautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
rffective  amount  to  preclude  development  of  ataxia,  overseda- 
ion  or  confusion  (not  more  than  two  capsules  per  day  initially; 
ncrease  gradually  as  needed  and  tolerated).  Though  generally 
lot  recommended,  if  combination  therapy  with  other  psycho- 
ropics  seems  indicated,  carefully  consider  individual  pharma- 
xilogic  effects,  particularly  in  use  of  potentiating  drugs  such  as 
AO  inhibitors  and  phenothiazines.  Observe  usual  precautions 
n presence  of  impaired  renal  or  hepatic  function.  Paradoxical 
eactions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
>een  reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
X adjunctive 

Librax 

Each  capsule  contains  5 mg  chlordiazepoxide  HC1 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  flow -voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  fincluding  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  diyness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  w hen 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 

Roche  Laboratories 
Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  New’  Jersey  07110 


Twenty  foot  (BALBOA  20)  dark  blue  racing-cruising,  trailerable  fibreglass  sail- 
boat with  trailer,  5hp  outboard,  working  jib,  150%  genoa  jib,  and  spinaker  with 
gear.  Also  $400  worth  of  extras  including  two  anchors  and  portable  head.  Owner 
a young  construction  engineer  transferred  to  Aruba.  Price  $4,000.  Inquire  A.  B. 
LeBoutillier,  110  Lynwood  Drive,  Aiken,  S.  C.,  29801,  phone  803-649-2088. 


PHYSICIAN  — Opening  with  the  C.  M.  Tucker,  Jr.  Human  Resources  Center,  a division 
of  the  South  Carolina  Department  of  Mental  Health,  for  a Physician.  Program  designed 
toward  therapeutic  community  emphasizing  psychotherapy,  group  therapy,  group  activities, 
standard  forms  of  somnatic  treatment,  general  medicine  and  psychiatry.  Eligibility  for 
licensure  in  the  State  of  South  Carolina  is  required.  Foreign  graduates  with  the  exception 
of  Canadian  graduates  must  have  ECFMG  Certificate.  Salary  from  $18,500.00  to  $24,350.00 
dependent  upon  experience  and  qualifications.  Up-to-date  personnel  practices  with  liberal 
vacation  and  sick  leave,  retirement  plan,  commissary  privileges  and  other  benefits.  Apply 
to:  Frank  E.  Blakely,  Administrator  C.  M.  Tucker,  Jr.  Human  Resources  Center,  2200 
Harden  Street,  Columbia,  S.  C.  29203. 

EQUAL  OPPORTUNITY  EMPLOYER 


WINCHESTER 

“CAROL1NAS’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

S 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274  | 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602  ^ 

^ Is 

We  have  salesmen  living  in  South  Carolina  to  serve  you 

We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 
tised CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 


Mayl957 

The  age  of  semi-synthetic  penicillins 
begins  at  Beecham  Research  Laboratories. 


The  crucial  experiment:  conve  rsion 
of  6-aminopenicillanic  acid 
(6-APA)  into  benzylpenicillin  by 
treatment  with  phenylacetyl 
chloride.  We’ve  come  a long  way 
since  1957.  Over  the  past  14  years 
more  than  3000  different  semi- 
synthetic penicillins  have  been 
synthesized  and  evaluated  by  our 
staff.  The  fruits  of  their  work  are 
in  your  hands  today. 


Prescribe  the  discoverer’s  brands: 

Totacilliri  ampicillin  trihydrate 
Pyoperi  disodium  carbenicillin 
Bactocill  sodium  oxacillin 


and  more  to  come 


Beecham-Massengill 
Pharmaceuticals 


Need  we  say  more? 


Div.  of  Beecham  Inc.,  Bristol, Tennessee  37620 


□Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./ 5 cc.  and  2 50  mg.  / 5 cc.  ampicillin.  ] Pyopen  (disodium  carbenicillin)  vials  for 
injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin.  DBactocill  (sodium  oxacillin)  capsules  equivalent  to 
250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to  500  mg.  and  1 gm.  oxacillin. 


. . .in  the  presence  of  spasm  or  hypermotility, 
gas  distention  and  discomfort,  1(1  IVI ESED® 
provides  more  complete  relief : 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  tliree  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  IC1  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 


KINESED 

antispasmodic/sedative/antiflatulent 


Each  chewable  tablet  contains : 16  mg.  phenobarbital  (warn- 
ing: may  be  habit- forming);  0.1  mg.  hyoscyamine  sulfate; 
0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuck  walla  ( Sauromalus  obesus): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  torso  is  distended  up  to 
sixty  per  cent  over  its  normal  size. . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


INFORMATION 


Figure  Eight  Islanders  are  few  and  far 
between.  Remarkable  people.  Remark- 
able place.  Each  wide-spread  homesite 
looks  to  sea. . .or  to  the  sound  that 
separates  the  island  from  the  world. 
And  existing  beach  houses  are  an 
original  collection  of  distinguished 
architecture.  The  sea:  haunting,  clear 
and  gentle.  The  wide  white  beach 
seeming  to  reach  from  here  to  eternity. 
Highlands,  virgin  beach  forests,  live 
oaks.  Your  children  running  free  on 
rolling  dunes  plumed  with  sea  oats. 
Fishing,  sailing,  crabbing;  storing  up 
the  singular  memories  of  The  Beach. 

In  a very  private  resort  colony  that 
will  have  its  own  beachclub,  pool, 
marina.  And  caters  to  tennis.  Only 
five  miles  of  it,  lying  a mile  off  the 
southern  tip  of  North  Carolina  just 
outside  Wilmington.  (Direct  jet  service 
to  Atlanta,  Washington,  New  York.) 
With  entrance  by  private  causeway 
and  security  guarded  bridge  over  the 
Intracoastal  Waterway.  Only  a few 
people  will  enjoy  this  most  desirable 
remaining  beach  property  on  the 
Eastern  coast.  A number  already  are. 
Write  today  for  full  information  and 
color  brochure:  Figure  Eight  Island 
Company,  Box  738-K,  Wilmington, 
North  Carolina  28401. 

Figure  Eight  Island 

A distinguished  resort  community  created  by 
the  Litchfield  Plantation  Company. 

This  offering  not  available  to  residents  of  states 
where  prohibited  by  law. 


• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy 


Before  prescribing,  please  consult  complete  product  infor 
mation,  a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  urinary  tract  in 
fections  (primarily  cystitis,  pyelitis,  pyelonephritis)  du< 
to  susceptible  organisms  (usually  £.  coli,  Klebsiella 
Aerobacter,  Staphylococcus  aureus,  Proteus  mirabilis 
and  less  frequently,  Proteus  vulgaris ) in  the  absence  o 
obstructive  uropathy  or  foreign  bodies. 

IMPORTANT  NOTE:  In  vitro  sulfonamide  sensitivity  test 
are  not  always  reliable.  The  test  must  be  carefully  coordi 
nated  with  bacteriologic  and  clinical  response.  When  th< 
patient  is  already  taking  sulfonamides,  follow-up  culture) 
should  have  aminobenzoic  acid  added  to  the  culture  medial 
Currently,  the  increasing  frequency  of  resistant  organism) 
is  a limitation  of  the  usefulness  of  antibacterial  agents  in 
eluding  the  sulfonamides,  especially  in  the  treatment  o 
chronic  and  recurrent  urinary  tract  infections. 

Free  sulfonamide  blood  levels  should  be  measured  in  pa 
tients  receiving  sulfonamides  for  serious  infections  since 
there  may  be  wide  variations  with  identical  doses;  20  mg/ 
100  ml  should  be  maximum  total  sulfonamide  level,  a; 
adverse  reactions  occur  more  frequently  above  this  level 
Contraindications:  Hypersensitivity  to  sulfonamides,  in 
fants  less  than  2 months  of  age  (except  adjunctively  witl 
pyrimethamine  in  congenital  toxoplasmosis),  pregnanc.i 
at  term,  and  during  the  nursing  period. 

Warnings:  Safety  of  sulfonamides  in  pregnancy  has  noi 
been  established.  Sulfonamides  will  not  eradicate  grout 
A streptococci.  Deaths  associated  with  sulfonamide  ad 
ministration  have  been  reported  from  hypersensitivity; 
reactions,  agranulocytosis,  aplastic  anemia  and  othe; 
blood  dyscrasias.  Clinical  signs  such  as  sore  throat,  fever 
pallor,  purpura  or  jaundice  may  be  early  indications  o 
serious  blood  disorders.  Complete  blood  counts  an) 
urinalyses  with  careful  microscopic  examination  shoulo 
be  performed  frequently  during  sulfonamide  therapy. 
Precautions:  Use  with  caution  when  impaired  renal  o 
hepatic  function,  severe  allergy  or  bronchial  asthma  ii 
present.  In  glucose-6-phosphate  dehydrogenase-deficiem 
individuals,  hemolysis  (frequently  a dose-related  reac 
tion)  may  occur.  Maintain  adequate  fluid  intake  to  pre 
vent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranulocytosis 
aplastic  anemia,  thrombocytopenia,  leukopenia,  hemo- 
lytic anemia,  purpura,  hypoprothrombinemia,  methemo 
globinemia.  Allergic  reactions:  Erythema  multiforme  (Ste 
vens-Johnson  syndrome),  generalized  skin  eruptions 
epidermal  necrolysis,  urticaria,  serum  sickness,  pruritus; 
exfoliative  dermatitis,  anaphylactoid  reactions,  periorbi 
tal  edema,  conjunctival  and  scleral  injection,  photosensf 
tization,  arthralgia,  allergic  myocarditis.  Gastrointestinal 
reactions:  Nausea,  emesis,  abdominal  pains,  hepatitis 
diarrhea,  anorexia,  pancreatitis,  stomatitis.  C.N.S.  read, 
tions:  Headache,  peripheral  neuritis,  mental  depression 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertigo,  in 
somnia.  Miscellaneous  reactions:  Drug  fever,  chills,  toxit 
nephrosis  with  oliguria  and  anuria.  Periarteritis  nodos.. 
and  L.E.  phenomenon  have  occurred  with  sulfonamide1 
therapy.  Sulfonamides  bear  certain  chemical  similaritie* 
to  some  goitrogens,  diuretics  and  oral  hypoglycemit 
agents.  Goiter  production,  diuresis  and  hypoglycemi. 
have  occurred  rarely  in  patients  receiving  sulfonamides 
Cross-sensitivity  may  exist  with  these  agents. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


ROCHE  LABORATORIES 
Division  of  Hoffmann-La  Roche  Ind 
Nutley,  N.J.  07110 


n acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO  MORE 
BENEFITS  OF 
GANTRISIN 


sulfisoxazole/Roche 


AND  A BONUS 


6. 

High  plasma  concentrations 

For  most  urinary  tract  infections,  therapeutic  plasma  levels  (5  to 
10  mg  per  cent)  are  usually  reached  in  2 to  3 hours  and 
can  be  maintained  on  a dosage  of  4 to  8 Gm/day. 


Economy 

Average  daily  cost  of  therapy  only  about  780 
(3  tablets  q.i.d .) 


bonus 

The  Roche  commitment  to  sulfonamide  research 

Thirty  years  of  research  in  sulfonamide  development  and 
technology  provide  you  with  a drug  which  is  the 
standard  in  its  field. 


For  nonobstructed  cystitis 
begin  with 

Gantrisiir 

sulfisoxazole/Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


“ Your  dinner  was 
perfect  — from  soup 
to  ‘ Dicarbosil’.” 

Dicarbosil. 

ANTACID 

Write  for  Clinical  Samples 

ARCH  LABORATORIES 

319  South  Fourth  Street,  St.  Louis.  Missouri  63102 


What  makes 
a good 
hearing  aid 

GREAT? 


The  man  who  does  the  fitting. 


There  are  a lot  of  good  hearing  aids  on  the 
market,  but  how  well  you  hear  with  any  aid  depends 
to  a great  degree  on  the  ability  of  the  hearing  aid 
dealer  to  properly  “fit”  the  correct  aid  for  your 
individual  hearing  problem. 

The  services  offered  by  your  MAICO  dealer 
reflect  Maico’s  30-year  record  of  integrity  and  experi- 
ence, willingness  to  stand  behind  their  product,  and 
the  care  and  thoroughness  with  which  Maico  selects 
and  trains  dealers  to  serve  the  hard  of  hearing.  Your 
Maico  dealer  is  a good  man  to  know  if  you  have  a 
hearing  problem. 

You  can  rely  on  MAICO— “Most  Respected  Name 
in  Hearing.” 

'For  Audiometers  and  Sound  Rooms" 


22  MAICO 


Young’s  Hearing  Aid  Service 
1607  Brabham  Avenue 
Columbia,  S.  C.  29202 
253-7085 

Young’s  Hearing  Aid  Service 
511  W.  Palmetto  Street 
Florence,  S.  C. 

662-1211 


Young’s  Hearing  Aid  Service 
800  Pendleton  Street 
Greenville,  S.  C. 

232-1007 

Melton  Hearing  Aid  Center 
326  King  Street 
Charleston,  S.  C.  29402 
772-1219 


Private  practices  — $40,000  minimum  collections  guaranteed  first  year,  payable 
monthly.  Not  a loan.  Need  general  practitioners,  internists,  OB/GYNs,  anes- 
thesiologists, and  orthopedists  in  many  states.  Practices  available  for  1972-73-74. 
Not  an  employment  agency.  No  cost  to  physician  to  investigate  practice.  Write 
or  call  Sanford  Smith,  Director  of  Physician  Planning,  Hospital  Affiliates, 
Incorporated,  P.  O.  Box  9836,  Houston,  Texas  77015.  713/453-6324. 


Internists  and  family  physicians  badly  needed  in  Atlanta  suburb  near  third 
busiest  airport  in  world.  New  offices  available  adjacent  to  new  385  bed  South 
Fulton  community  hospital. 

Please  contact: 

Mr.  Jim  Henderson 
Lee-Dixon  Realty,  Inc. 

5075  Old  National  Highway 
Atlanta,  Georgia  30349 
Phone:  404-762-8175 


Results  of  a survey  of  physicians: 

13.3% 

Yes,  it  would  be  useful. 


86.7% 

No,  it  would  not  be  useful. 


Would  it  be  useful  in  clinical  practice 
to  have  government  predetermine 

drugs  of  choice? 


Doctor  of  Medicine 


Walter  Modell,  M.D., 
Professor  of  Pharmacology, 
Cornell  University 
Medical  College, 
Editor, 

Clinical  Pharmacology 
& Therapeutics, 
Drugs  of  Choice, 
Rational  Drug  Therapy 


The  proposition  that  gov- 
ernment should  determine 
one  or  two  “drugs  of 
choice’’  within  a given 
therapeutic  class  reflects 
the  belief  that  a similarity 
in  molecular  structure  in- 
sures a close  similarity  in 
pharmacologic  effect.  But 
this  is  by  no  means  the 
rule.  An  obvious  example 
would  be  in  the  field  of  diu- 
retics, where  a small  change 
in  chemical  structure  ac- 
counts for  substantial  dif- 


ferences in  concomitant 
effects  such  as  potassium 
excretion. 

Any  attempt  to  dictate 
the  “drug  of  choice”  would 
be  complicated  by  the  fact 
that  some  populations  dem- 
onstrate a bimodal  distribu- 
tion in  their  reaction  to 
drugs.  If  the  data  on  drug 
response  are  mixed  for  the 
total  population,  one  drug 
will  appear  to  be  as  useful 
as  the  other.  But  if  drug 
response  is  reported  sepa- 
rately for  different  seg- 
ments of  the  population, 
drug  A will  be  found  to  be 
better  for  one  group  and 
drug  B for  the  other. 

It  may,  of  course,  be  pos- 
sible to  determine  drugs  of 
choice  in  particular  cate- 
gories on  a broad  statistical 
basis.  But  there  are  always 
certain  patients  in  whom  a 
drug  produces  odd,  unpre- 
dictable or  idiosyncratic  re- 
actions. So,  though  a drug 
might  statistically  be  the 
most  useful  one  in  a given 
situation,  individual  varia- 
tions in  response  might 
make  it  the  incorrect  one. 

The  point  I wish  to  make 
is  that  if  two,  three,  four  or 
more  drugs  in  one  class  are 
of  approximately  equal 
merit,  that  in  itself  is  justi- 
fication for  their  avail- 
ability. Exceptional  cases 
do  arise  in  which  one  drug 
would  be  useful  to  a certain 


segment  of  the  population 
and  another  drug  would  be 
of  no  use  at  all.  In  the 
practice  of  medicine,  the 
physician  must  be  prepared 
to  treat  the  routine  as  well 
as  the  unusual  case. 

Another  objection  to  the 
determination  of  a drug  of 
choice  is  that  precise  state- 
ments of  relative  efficacy 
are  very  difficult  to  make- 
much  more  difficult  than 
statements  of  efficacy.  For 
example,  in  testing  drug  ef- 
ficacy, it  is  easy  to  deter- 
mine the  difference  be- 
tween a drug  that  is  effec- 
tive in  treating  a condition 
and  one  that  is  not  at  all 
effective.  Thus,  it  is  fairly 
easy  to  determine  whether 
a drug  is  more  effective 
than  a placebo.  But  if  you 
compare  one  drug  that  is 
effective  with  another  drug 
that  is  also  effective,  and 
the  relative  differences  be- 
tween them  are  very  slight, 
statements  of  relative  effi- 
cacy may  be  very  difficult 
to  make  with  assurance. 

I do  not  mean  to  imply 
that  relative  efficacy  state- 
ments are  not  useful  or  can 
never  be  made.  With  some 
groups  of  drugs  (e.g.,  anal- 
gesics), extensive  study  and 
precise  methodology  have 
yielded  useful  information 
on  relative  efficacy.  But  in 
most  situations,  such  infor- 
mation can  be  acquired  only 
through  studies  encompass- 
ing three  to  five  years  of 
use  in  many  more  patients 
than  are  used  to  compare 
drugs  with  a placebo  for 
the  introduction  of  a drug 
into  commerce.  It  is  really 
only  after  practitioners  use 
a drug  extensively  that 
relative  safety  and  efficacy 


in  practice  can  really 
determined. 

The  Bureau  of  Drugs  h 
suggested  the  package  i| 
serf  as  a possible  means 
communicating  informati 
on  relative  efficacy  of  dru 
to  the  physician.  I find  tl 
objectionable,  since  I 
not  believe  the  physici 
should  have  to  rely  on  tl 
source  for  final  scienti 
truth.  There  is  also  a pn 
tical  objection:  Since  f< j 
physicians  actually  di 
pense  drugs,  they  seldo 
see  the  package  insert, 
any  event,  I would  mail 
tain  that  the  physici;| 
should  know  what  drug 
wants  and  why  without  cl 
pending  on  the  governmel 
or  the  manufacturer  to  tf 
him. 

Undoubtedly,  physiciai 


are  swamped  by  excess!  j 
numbers  of  drugs  in  sor , , 


therapeutic  categories.  A 
I am  well  aware  that  ma 


drugs  within  such  cat 
gories  could  be  eliminat 
without  any  loss,  or  pi 
haps  even  some  profit, 
the  practice  of  medici: 
But,  in  my  opinion,  neitl 
the  FDA  nor  any  otf, 
single  group  has  the  expy 
tise  and  the  wisdom  nec 
sary  to  determine  the  c 
“drug  of  choice”  in  . 
areas  of  medical  practice 
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Relative  efficacy  can  best 
be  established  by  experi- 
ence in  a general  patient 
population  through  regular 
channels  of  clinical  prac- 
tice. The  physician  consid- 
ers the  patient  as  a whole, 
which  means  the  patient 
often  has  multiple  prob- 
lems and  drugs  must  be 
selected  with  this  in  mind. 
Hence,  a “drug  of  choice” 
in  an  uncomplicated  case 
may  not  be  the  best  drug 
for  a patient  with  associ- 
ated problems.  Publica- 
tion of  well-controlled 
studies  in  medical  journals 
may  provide  comparative 
evidence;  discussions  at 
medical  meetings,  presen- 
tations at  postgraduate 
courses,  and  the  new  audio- 
visual technology  may 
bring  evidence  to  physi- 
cians on  comparative  ther- 
apy. In  a free  medical 
marketplace,  a drug  that 
does  not  measure  up  will 
fall  into  disuse.  For  exam- 
ple, broad  clinical  experi- 
ence has  established 
vitamin  Bis  as  the  “drug  of 
choice”  for  the  treatment 
of  primary  pernicious  ane- 
mia. No  amount  of  adver- 
tising or  promotional  effort 
by  the  manufacturer  could 
increase  the  use  of  liver  ex- 
tract for  this  anemia.  How- 


ever, a physician  may  wish 
to  employ  parenteral  liver 
preparations  for  a special 
purpose. 

In  the  field  of  surgery, 
peer  review  in  the  hospi- 
tal has  brought  significant 
improvement  in  the  use  of 
new  techniques  and  proce- 
dures. Something  of  this 
nature  would  be  useful 
in  the  area  of  drug  ther- 
apy. However,  it  should  be 
developed  by  the  medical 
profession  itself  and  would 
necessitate,  for  its  proper 
function,  an  improvement 
in  the  dissemination  of  re- 
liable data  on  clinical  phar- 
macology of  drugs  under 
consideration. 

Ideally,  information  on 
the  relative  efficacy  of 
drugs  should  be  gathered 
and  assessed  by  the  physi- 
cians who  actually  admin- 
ister the  specific  agents  to 
a specific  patient  popula- 
tion. To  do  this,  they  will 
need  even  more  informa- 
tion on  the  drugs  they  use 
— information  that  the 
pharmaceutical  manufac- 
turers must  begin  to  pro- 
vide if  government  regula- 
tion of  “drugs  of  choice”  is 
to  be  avoided. 


i G.  Kohlstaedt, M.D.,  that  the  established  prod- 
ucts should  not  be  so  easily 
dismissed. 

Variation  in  patient  re- 
sponse to  drugs  constitutes 
one  of  the  major  obstacles 
to  the  determination  of 
“drugs  of  choice.”  We  are 
just  beginning  to  open  the 
door  on  pharmacogenetics, 
but  it  is  evident  that  genetic 
differences  cause  wide  var- 
iations in  the  way  drugs  are 
absorbed,  metabolized,  etc. 
This  fact  alone  is  sufficient 
to  make  unrealistic  the 
idea  that  there  is  one  drug 
in  each  class  to  be  used  for 
every  human  being. 

The  problem  of  deter- 
mining relative  drug  effi- 
cacy is  an  extremely  com- 
plicated one.  Comparison 
with  other  drugs  of  the 
same  class  should  not  be 
a prerequisite  for  market- 
ing a new  substance.  In 
some  therapeutic  areas,  it 
may  be  difficult  to  make  ac- 
curate comparisons.  For 
example,  in  the  treatment 
of  infections  it  is  not  possi- 
ble to  conduct  crossover 
studies.  Recovery  may  be 
influenced  by  factors  which 
cannot  be  controlled  or 
measured,  i.e.,  natural  host 
resistance  and  virulence  of 
infective  agents.  A drug’s 
acceptability  must  often  be 
judged  on  the  basis  of  its 
own  performance,  and  this 
may  be  limited  to  experi- 
ence in  a relatively  small 
patient  population.  If  the 
introduction  of  a new  drug 
must  await  the  adequate 
establishment  of  relative  ef- 
ficacy, the  duration  of  clini- 
cal trial  and  extent  of 
studies  would  be  greatly 
prolonged,  particularly  for 
rare  or  unusual  conditions. 
The  availability  of  a new 
drug  would  be  delayed. 
Many  patients  might  suf- 
fer needlessly  and  lives 
might  be  lost. 
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EFFECTS  OF  AN  UNUSUALLY  LARGE  AMOUNT 
OF  INTRAVENOUS  LIDOCAINE 


GRADY  H.  HENDRIX,  M.  D.* 
MAXWELL  E.  CLINE,  M.  D.°* 


Lidocaine  by  the  intravenous  route  was 
first  recognized  as  being  an  effective  anti- 
arrhythmic  agent  for  ventricular  arrhythmias 
by  Southworth  in  1950.1  It  has  now  become  a 
widely  used  agent  for  the  treatment  of  acute 
ventricular  arrhythmias.2'4  Popular  methods  of 
administration  have  consisted  of  a rapid  bolus 
of  25-100  mg  intravenously  and  titration  of 
intravenous  drips  containing  1 to  2 grams  in 
1000  ml  of  intravenous  solution. 

The  following  case  report  concerns  a pa- 
tient who  was  given  a rather  large  bolus  of 
intravenous  lidocaine. 

CASE  REPORT.  A 52-year-old  male  was  admitted 
to  the  Charleston,  S.  C.,  Veteran’s  Administration  Hos- 
pital with  a seven  year  history  of  paroxysmal  ar- 
rhythmias. A persistent  sense  of  rapid  heart  action 
with  progressive  orthopnea  and  paroxysmal  noctural 
dyspnea  had  been  present  for  2 months.  He  had  been 
found  to  be  in  atrial  flutter  at  another  hospital  on  the 
day  of  admission.  There  was  no  known  chest  pain, 
myocardial  infarction,  hypertension  or  rheumatic 
fever  in  the  past  and  he  did  not  use  alcohol  or 
smoke. 

Physical  examination  revealed  a blood  pressure  of 
140/100  and  pulse  of  150  which  was  regular.  He 
was  afebrile  and  moderately  dyspneic.  The  neck 
veins  were  modestly  distended  at  45°  and  a few 
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bilateral  basilar  rales  were  present.  The  heart  was 
moderately  enlarged  and  no  murmurs  were  heard. 
The  liver  was  not  palpable  and  there  was  no  pre- 
tibial  edema. 

The  electrocardiogram  showed  atrial  flutter  with 
2 : 1 atrio-ventricular  block  with  an  atrial  rate  of  300 
and  a ventricular  rate  of  150  with  occasional  pre- 
mature ventricular  contractions  and  left  ventricular 
hypertrophy.  A chest  x-ray  film  showed  generalized 
cardiomegaly,  pulmonary  vascular  congestion,  and  a 
small  right  pleural  effusion.  The  basic  laboratory 
tests  were  normal. 

The  initial  impression  was  a myocardiopathy. 
Shortly  after  admission  the  patient  received  a 
synchronized  direct  current  shock  of  25  watt  seconds 
without  reversion  followed  by  100  watt  seconds  with 
reversion  to  a sinus  rhythm.  He  was  then  digitalized 
with  1.5  mg  of  Digoxin  orally  over  24  hours  and 
placed  on  Quinidine  300  mg  every  6 hours  orally. 
The  premature  ventricular  contractions  increased  to 
the  point  of  ventricular  bigeminy  and  Quinidine  and 
Digoxin  were  discontinued. 

Three  days  after  admission  the  ventricular 
irritability  persisted  in  the  form  of  ventricular 
bigeminy  and  short  runs  of  ventricular  tachycardia. 
It  was  decided  to  give  the  patient  a bolus  of  lido- 
caine 50  mg  intravenously  after  a run  of  ventricular 
tachycardia.  A dose  of  50  ml  of  lidocaine  was  pre- 
pared (10  mg/ml)  rather  than  50  mg.  and  this  was 
not  recognized  until  the  patient  had  received  40  ml 
(400  mg)  over  a 30  second  period. 

The  patient  immediately  began  to  complain  of  a 
pressure  sensation  in  both  ears  which  was  followed 
over  a period  of  30-45  seconds  by  slurring  of  speech 
and  unresponsiveness.  His  respirations  became  shal- 
low and  dropped  to  8 per  minute,  with  his  heart  rate 
rising  to  120  per  minute  without  premature  ventricu- 
lar beats  and  his  blood  pressure  remaining  130/80. 
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There  was  no  seizure  activity.  Marked  lacrimation 
occurred.  Five  minutes  after  the  injection  he  began 
blinking  his  eyes  and  saying  a few  words  in  a slow 
deliberate  manner.  lie  states  that  he  was  “numb  all 
over”  and  could  not  move.  Ten  minutes  after  the 
injection  he  could  move  his  fingers  and  toes  but 
could  not  raise  his  arms  or  legs.  He  could  understand 
and  obey  commands  but  could  speak  only  in  a careful 
slow  manner.  Seventeen  minutes  after  the  injection 
he  could  lift  all  extremities  from  the  bed  and  20 
minutes  after  the  injection  could  lift  his  head.  Thirty 
minutes  after  receiving  the  injection  he  had  regained 
all  of  his  muscle  strength.  Slight  dizziness  and 
nausea  were  present  until  the  45  minute  mark  after 
which  he  appeared  normal.  His  respirations  had  re- 
turned to  16  per  minute  with  a normal  depth  10 
minutes  after  the  injection.  Electrocardiographic 
monitoring  throughout  this  period  of  time  showed  no 
premature  ventricular  contractions  and  with  a normal 
sinus  rhythm  increasing  from  70/minute  initially  to 
120/minute  at  the  5 minute  mark  and  returning  to 
70/minute  shortly  thereafter  with  no  conduction 
abnormalities.  Respiratory  assistance  was  available  but 
not  used  during  the  period  of  respiratory  depression. 

There  was  no  premature  ventricular  beats  for  three 
clays  following  the  above  episode.  The  patient’s  heart 
failure  gradually  improved  and  his  ventricular  ir- 
ritability became  less  of  a problem.  He  was  dis- 
charged three  weeks  after  the  above  episode  on 
digitalis  and  diuretics  with  a sinus  rhythm  and  a rare 
premature  ventricular  beat.  The  final  diagnosis  was 
myocardiopathy  due  to  unknown  etiology. 

DISCUSSION 

The  maximum  dose  of  intravenous  lidocaine 
advisable  in  the  treatment  of  arrhythmias  has 
been  derived  primarily  from  observing  the 
therapeutic  effects.  The  generally  advised 
amounts  are  up  to  100  mg  in  a rapidly  ad- 
ministered intravenous  bolus  or  100  mg  per 
hour  diluted  in  an  intravenous  drip.6 

Quantities  up  to  400  mg  have  been  used  in 
regional  anesthesia  but  the  release  in  the  sys- 
temic circulation  was  prolonged.0'11  These 
amounts  have  generally  been  well  tolerated 
but  in  one  instance  an  IS  year  old  had  a con- 
vulsion when  given  300  mg  in  an  extremity 
for  regional  anesthesia.11  Total  anesthesia  of 
an  extremity  can  be  performed  by  injecting 
lidocaine  into  the  circulation  of  an  extremity 
with  a proximal  tourniquet  in  place.  When  the 
tourniquet  is  released  complaints  of  giddiness, 
feeling  detached,  nausea,  apprehension,  and 
dizziness  occur  at  times.6'11  Muscular  twitch- 
ing and  respiratory  depression  have  been 


noted.'  Sinus  bradycardia  and  wandering 
pacemakers  have  occasionally  been  observed 
on  the  electrocardiogram.0'10 

Human  volunteers  have  been  given  up  to 
200  mg  intravenously  over  a 2 minute,  20  sec- 
ond period  with  complaints  of  sleepiness, 
sensation  of  pressure  on  the  forehead,  numb- 
ness of  lips  and  tongue,  difficulty  in  speaking 
and  muscular  twitching.  There  were  no 
cardiovascular  or  respiratory  changes  and  the 
effects  were  gone  in  10  minutes.13  There  have 
been  occasions  where  very  large  amounts  up 
to  400  mg  per  hour  have  been  used  in  intra- 
venous drips  without  life  threatening  con- 
sequences.1 1 The  undesirable  effects  on  the 
cardiovascular  system  of  man  and  animals 
have  generally  been  reported  as  a decrease 
in  myocardial  contractility,  slowing  of  heart 
rate,  drop  in  blood  pressure,  and  decrease  in 
cardiac  output.161.  This  has  been  shown  to 
occur  at  all  dose  levels,  whether  therapeutic  or 
toxic. 

The  case  presented  and  a review  of  the 
literature  suggest  that  a large  amount  of  lido- 
caine injected  into  the  circulation  at  a rapid 
rate  is  unlikely  to  resrdt  in  life  threatening 
cardiovascular,  respiratory,  or  neurological 
problems.  The  transient  nature  of  the  effect  of 
the  drug  with  the  maximum  effects  lasting  10 
to  20  minutes  is  again  emphasized  as  one  of 
its  principal  safety  features  in  the  event  of  the 
use  of  a very  large  dose  or  a more  sensitive 
response  of  the  patient  to  the  drug. 

One  should  be  prepared  to  treat  respiratory 
depression,  cardiovascular  collapse,  and 
neurological  disorders,  particularly  seizure 
activity,  in  the  event  of  an  overdose  of  the 
drug. 

SUMMARY 

A case  is  presented  of  an  individual  who 
received  inadvertently  a 400  mg  bolus  of 
lidocaine  over  30  seconds  as  treatment  for 
ventricular  arrhythmias.  The  patient’s  response 
was  monitored  and  these  findings  associated 
with  a review  of  the  literature  again  empha- 
size the  relative  safety  of  this  very  effective 
pharmacological  agent  in  the  treatment  of 
ventricular  arrhythmias. 
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Management  of  White  Lung  Syndrome 

IT.  S.  BROWN  et  al  (1175  Peachtree  St.  NE,  Atlanta 

30309)  Ami  Thorac  Surg  13:411-419  (May)  1972 

Seventeen  patients  satisfying  the  criteria  of  so-called 
white  lung  syndrome  accompanying  bodily  injury  were 
treated  in  private  hospitals  in  metropolitan  Atlanta 
during  a three-year  period.  The  use  of  continuous 
positive-pressure  breathing  (CPPB)  increased  survi- 
val rate  and  diminished  both  mechanical  ventilation 
time  and  hospital  stay  dramatically.  In  all  patients. 
CPPB  resulted  in  an  elevation  of  arterial  Po^  and 
improved  the  chances  of  survival  if  nonrespiratory 
problems  could  be  corrected. 

Pulmonary  Alterations  in  Acutely  Injured  Patient 
J.  E.  OKIES  et  al  (G.  A.  GUINN.  VA  Hosp,  2002 
Holcombe  Blvd.  Houston  77035)  Ann  Thorac  Surg 
13:420-426  (May)  1972 

In  ten  patients  following  acute  chest  trauma,  a 
definite  correlation  was  found  between  the  degree  of 
trauma  and  alterations  in  lung  function.  Tracheosto- 
my with  assisted  ventilation  was  required  in  seven 
patients  because  of  flail  segments  of  the  chest  wall 
and  hypoxia.  Repeat  lung  scan  showed  a return  to 
normal  as  early  as  two  months  following  injury.  Late 
follow-up  lung  scan  and  spirometry  in  eight  of  the 
patients  demonstrated  nonnal  values  in  the  majority. 
Serial  blood  gas  determinations  proved  to  be  the 
best  guide  to  adequacy  of  ventilation  in  patients  with 
acute  chest  trauma. 


Widened  Mediastinum  in  Trauma 
S.  ATTAR  et  al  (Univ  of  Maryland  School  of  Medi- 
cine, Baltimore  21201)  Ann  Thorac  Surg  13:435-449 
(May)  1972 

Twenty-four  patients  with  widened  mediastinum 
were  studied;  seven  had  ruptured  thoracic  aorta, 
eight  had  meditastinal  hematoma,  six  had  paraver- 
tebral hematoma,  and  three,  due  to  faulty  diagnostic 
technique,  appeared  to  have  widened  mediastinum. 
Wide  mediastinum  is  caused  by  aortic  rupture  or 
mediastinal  hematoma,  but  poor  radiographic  tech- 
nique can  lead  to  a mistaken  diagnosis.  The  plain 
chest  film  and  the  aortagram  are  essential  for  proper 
diagnosis. 


Observer  Error  in  Reporting  on  Liver  Scans 
for  Space-Occupying  Lesions 

J.  LUDBROOK  et  al  (Dept  of  Surgery,  Univ  of  Ade- 
laide, Adelaide,  Australia)  Gastroenterology  62:1013- 
1019  (May)  1972 

Ninety-nine  otlmTc-sulfur  colloid  y camera-imaged 
liver  scans  were  examined  by  seven  observers  who 
decided  whether  or  not  a space-occupying  lesion  was 
present.  On  best  perfonnance,  the  average  overall 
error  rate  was  20%.  The  seven  observers  had  closely 
similar  overall  error  rates.  Because  of  the  high  rate 
of  observer  error  in  interpreting  liver  scans,  they 
should  be  used  to  create  an  index  of  suspicion  of 
abnormality  rather  than  being  regarded  as  diagnostic. 
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INADVERTENT  CHRONIC  DIPHENYLHYDANTOIN 
INTOXICATION  IN  A TEENAGE  GIRL 

KLAUS-PETER  IIERBERG,  M.D.° 


Drug  abuse,  especially  by  teenagers,  re- 
ceived wide  attention  during  recent  years. 
The  adolescent  struggles  with  the  world  to 
develop  his  independent  self  and  finds  illicit 
drugs  tempting  in  many  ways.  The  forbidden 
fruit! 

In  apparent  contrast  the  teenager  who  al- 
ready takes  drugs  for  control  of  a chronic  dis- 
ease is  prone  not  to  take  his  medication. 
Patients  with  diabetes  mellitus  or  epilepsy 
may  suddenly  refuse  all  treatment  or  fail  to 
follow  specific  medical  advice.  Frequent 
emergency  admissions  because  of  diabetic 
keto-aeidosis  or  status  epilepticus  in  adoles- 
cence are  more  likely  due  to  emotional  prob- 
lems rather  than  the  underlying  disease 
alone. 

The  following  case  report  illustrates  a some- 
what different  but  still  quite  typical  course 
of  events,  complicated  by  inadvertent  and 
unrecognized  intoxication  with  diphenyl- 
hydantoin  (DPH-DilantinR). 

A 16-year-old  girl  (J.L.J.)  came  to  this  Institute 
for  neurological  consultation  in  a wheelchair  because 
of  inability  to  walk  for  nine  months.  She  was  the 
first  child  of  a 17-year-old  mother,  born  after  an 
uncomplicated  pregnancy.  Within  one  year  the 
mother  married  the  patient  s stepfather  and  had  six 
more  children,  all  alive  and  well  at  the  time  of  con- 
sultation. Our  patient  had  a generalized  convulsion 
around  age  two  years  associated  with  high  fever 
secondary  to  viral  infection.  Her  physical  and  mental 
development  was  normal.  She  was  a good  student 
earning  average  grades.  A cerebral  seizure  disorder 
started  at  age  10  years.  The  attacks  began  with  turn- 
ing of  the  eyes  and  the  head  towards  the  right,  fol- 
lowed by  unconsciousness  and  a generalized  tonic- 
clonic  convulsion.  Milder  attacks  consisted  of  rhythm- 
ical blinking  of  the  eyes,  drooling  from  the  mouth 

°Teaching  Neurologist,  Wm.  S.  Hall  Psychiatric  In- 
stitute, Columbia,  S.  C. 


while  lips  and  tongue  performed  chewing  motions. 
She  was  unresponsive  to  outside  stimuli  for  about  two 
minutes.  Her  subsequent  confusion  cleared  within  a 
short  time. 

About  two  such  attacks  occurred  per  month. 
Physical  and  neurological  examination  were  normal, 
as  were  blood  chemistry  (BUN,  electrolytes,  blood 
sugar)  and  skull  films.  The  EEG  was  abnormal  be- 
cause of  generalized  three  cps  spike  and  wave  forma- 
tions, either  in  short  bursts  or  long  runs  activated  by 
hyperventilation.  Some  isolated  spikes  were  noted  in 
both  temporal  areas.  Epilepsy  was  diagnosed  with 
both  generalized  tonic-clonic  and  temporal  lobe 
seizures.  DPH  (Dilantin^)  was  prescribed  and  150 
mg  per  day  controlled  the  seizures  for  two  years. 

The  patient,  now  13  years  old,  stopped  taking 
medication  and  suffered  several  generalized  attacks 
each  month.  DPH  was  resumed  at  300  mg  per  day 
and  this  dosage  increased  to  a total  of  500  mg  over 
the  following  two  years.  Phenobarbital  120  mg  was 
added.  Despite  this  high  amount  of  medication  she 
continued  to  have  weekly  convulsions,  sustaining 
burn  injuries  on  the  right  arm  and  knee  during  one 
of  them.  No  signs  of  intoxications  such  as  nystagmus 
or  ataxia  of  the  limbs  were  ever  noted.  Irregular 
drug  intake  was  suspected.  At  age  15  years,  she 
attended  summer  camp  for  two  weeks.  The  report 
of  the  child’s  camp  experience  reads  in  part:  At 
first  she  appeared  to  be  a most  promising  camper, 
though  “very  much  in  the  throes  of  adolescence. 
She  was  the  first  to  encourage  the  other  girls  to 
drop  their  shyness,  liked  to  work  in  arts  and  crafts 
and  enjoyed  all  camp  activities.  After  one  week, 
about  mid-session,  her  behavior  changed.  At  times 
she  was  an  active  person,  participating  in  games  and 
activities  and  having  a good  time.  At  other  times  she 
staggered  around,  saying  that  she  could  not  see,  and 
was  belligerent  in  every  way.  She  complained  of  poor 
appetite,  upset  stomach,  continuous  fatigue,  frequent 
headaches,  spells  of  dizziness,  double  vision  and 
staggering  gait.  In  contrast,  she  did  not  complain 
about  pain  from  a badly  skinned  finger  and  a bump 
on  the  head.  A physician  was  consulted  but  he  could 
find  no  physical  cause  for  her  complaints.  The 
nurse  states:  “I  do  not  feel  that  she  is  or  has  been 
taking  her  medicine  as  she  should. 
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The  many  symptoms  of  physical  distress  appeared 
to  her  supervisors  to  be  manifestations  of  her  emo- 
tional problems.  They  seemed  certain  that  much  of 
her  behavior  represented  sheer  histrionics  yet  “there 
was  something  wrong  somewhere  to  make  her  act 
so  consistently.”  As  time  progressed  the  social  worker 
began  to  question  just  how  reality-oriented  she  really 
was.  The  counselor  observed  that  she  seemed  to 
have  an  unnatural  attraction  for  her  stepfather.  The 
agreement  was  reached  that  her  behavior  warranted 
an  evaluation  in  a mental  health  clinic. 

The  primary  physician  saw  her  on  the  day  of  dis- 
charge from  camp.  Since  the  patient  claimed  that 
she  had  taken  her  medicine  and  was  seizure-free  for 
five  months,  the  same  amount  of  medication  as 
before  was  continued  (DPH  500  mg  per  day). 
During  the  following  weeks  the  difficulties  in  walking 
progressed  so  that  she  had  to  use  crutches.  Her 
speech  became  very  hard  to  understand  because  of 
slurred  pronunciation.  She  often  refused  to  eat  and 
consequently  was  spoon  fed  by  her  mother.  Eight 
weeks  after  the  onset  of  the  symptoms  she  was 
evaluated  at  a Mental  Health  Center.  “She  had  to 
be  assisted  into  the  office  as  she  had  lost  the  use 
of  her  legs.  This  appeared  similar  to  astasia-abasia 
but  the  legs  were  thrown  more  forward.  She  had 
some  control  over  her  legs  when  sitting  and  at  least 
partial  control  when  lying  down.  She  was  referred 
back  for  further  examination  to  rule  out  the  possibil- 
ity of  cerebral  pathology  being  a factor  in  what 
appears  to  be  either  a conversion  reaction  or 
malingering.” 

The  parents  consulted  two  different  physicians 
who  both  added  further  medication— Librium  30  mg 
and  Mellaril  75  mg  respectively,  without  achieving 
any  improvement.  Examination  at  nine  weeks  “re- 
vealed the  lower  extremities  to  be  intact.  She  was 
able  to  move  the  legs  on  command,  appeared  to 
have  the  strength  for  walking  but  was  unable  to 
keep  her  balance.”  Nystagmus  was  absent.  DPH  was 
reduced  step  wise  from  500  mg  to  300  mg  per  day 
“with  the  thought  that  this  ataxia  may  possibly  be 
secondary  to  her  Dilantin  dosage.”  The  mother  noted 
a minimal  improvement  in  her  gait  but  no  objective 
changes  were  seen.  Three  months  after  the  onset  of 
the  symptoms,  hospitalization  was  recommended. 
“The  mother  was  ready  to  sign  for  this  child  to  be 
put  in  the  State  Hospital  and  then  all  of  a sudden 
the  stepfather  speaks  up  and  says  she  shouldn’t  go 
and  the  mother  won’t  sign  unless  he  agrees.”  It  was 
was  suggested  to  investigate  the  home  situation  and 
the  reasons  why  he  did  not  want  this  child  ad- 
mitted. Someone  noted  previously  that  the  patient 
had  an  unnatural  attraction  to  her  stepfather. 

Nine  months  after  the  onset  of  her  symptoms  she 
was  seen  in  this  Institute.  The  medication  consisted 
of  DPH  300  mg  and  phenobarbital  120  mg  per  day. 
The  now  16-year-old,  alert  and  cooperative  girl  sat 
strapped  into  a wheelchair  because  of  severe  ataxia. 
It  was  impossible  for  her  to  sit  unsupported  or  to 


stand.  Ataxia  of  the  limbs  was  less  pronounced.  One 
could  hardly  understand  her  speech  because  of 
dysarthria  and  uncontrolled  volume.  Blurring  of 
vision  correlated  with  wide  pupils,  slowly  reactive  to 
bright  light  and  nystagmus  on  horizontal  as  well  as 
vertical  gaze.  The  muscle  tone  was  reduced.  No 
sensory  abnormalities  or  signs  of  increased  intra- 
cranial pressure  were  found.  The  EEG  was  again 
abnormal  because  of  the  previously  noted  three  cps 
spike  wave  paroxysms,  this  time  revealing  an  addi- 
tional left  post-frontal  slow  wave  and  spike  focus. 
The  entire  background  activity  was  slowed  and 
dominated  by  five  to  six  cps  theta  (as  opposed  to 
the  normal  eight  cps  alpha)  frequencies.  Chronic 
DPH-toxicity  was  diagnosed  and  both  medications 
withdrawn  step-wise  while  primidone  (Mysoline) 
was  introduced  and  increased  gradually  to  750 
mg/day.  Five  weeks  later  she  was  still  confined  to  a 
wheelchair  but  able  to  dress  and  feed  herself.  The 
nystagmus  had  disappeared  while  the  severe  truncal 
and  less  obvious  limb  ataxia  were  still  present.  Her 
speech  had  more  of  a scanning  rather  than  a 
dysarthric  quality.  She  had  four  mild  seizures  pre- 
ceded for  the  first  time  by  an  aura.  These  occurred 
during  the  first  two  weeks  of  changeover  in  medica- 
tion. The  EEG  paralleled  the  clinical  improvement. 
The  background  activity  was  normalized,  only  a few 
paroxysmal  waves  remained  from  previously  very 
active  potentially  epileptogenic  discharges.  The  focal 
slowing  in  the  left  postfrontal  region  persisted. 

Five  weeks  thereafter  she  began  walking  with 
assistance.  She  became  independent  of  the  wheelchair 
five  months  following  DPH  withdrawal  after  using  it 
for  about  one  year.  Two  years  later  she  was  still 
ataxic,  speech  scanning  and  explosive.  She  received 
home  bound  instruction  but  plans  were  made  to 
return  her  to  school.  She  had  one  seizure  in  two 
months  and  admitted  that  she  had  failed  to  take  medi- 
cation regularly. 

COMMENT: 

The  diagnosis  and  treatment  of  epilepsy 
in  this  case  presented  no  major  problem. 
Difficulties  began  when  the  patient  returned 
at  age  13  years  with  the  recurrence  of  her 
seizures  and  the  statement  that  she  had  not 
taken  her  medication.  The  dosage  of  the 
medication  was  increased  to  potentially  toxic 
amounts,  with  questionable  results  on  the 
seizure  frequency.  Common  sense  would  pre- 
dict that  those  who  fail  to  take  three,  will  not 
take  five  capsules  either.  She  was  sent  to 
summer  camp  in  an  attempt  to  help  her  in 
the  struggle  of  adolescence.  Forced  to  take 
the  medication,  she  developed  a multitude  of 
variably  present  symptoms.  These  were 
interpreted  as  another  expression  of  her 
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psychological  developmental  problems.  A 
pharmacological  reason  for  her  symptoms  was 
overlooked  in  the  absence  of  a physical  cause 
and  under  the  pressure  of  a psychiatrically 
oriented  presentation.  Trained  to  recognize 
diseases,  we  have  to  learn  again  that  drugs 
too  can  cause  symptoms.  Three  months  after 
the  onset  chronic  DPII  intoxication  was  con- 
sidered, but  the  drug  not  discontinued.  This 
would  have  been  possible  since  phenobarbital 
was  taken  in  sufficient  amounts  to  guard 
against  status  epilepticus. 

Consequent  action  was  called  for  at  this 
point,  both  to  prove  the  suspicion  of  intoxica- 
tion and  to  prevent  permanent  disability. 
Determination  of  the  DPI  I scrum  level"  can 
be  of  great  help  in  establishing  the  diagnosis 
and  guiding  subsequent  treatment,  especially 
in  a ease  complicated  by  psychological  and 
other  management  problems.  Such  serum 
levels  are  also  helpful  in  cases  of  treatment 
failure3  since  unreliable  drug  intake  is  their 
likely  cause.  The  acute  intoxication  is  readily 
recognized,  starting  with  blurred  vision  and 
nystagmus,  often  present  on  horizontal  and 
vertical  gaze,  followed  by  ataxia,  explosive 
cerebellar  speech  and  the  behavioral  changes 
of  acute  toxic  encephalopathy.4'"  The  chronic 
intoxication  is  usually  of  insidious  onset  and 
can  occur  at  any  time  during  long  term  treat- 
ment. Fluctuation  is  characteristic  both  in  the 
subjective  complaints  such  as  gastric  irrita- 
tion, visual  problems,  dizziness,  fatigue  and 
the  objective  symptoms  of  truncal  rather  than 
appendicular  ataxia.  Nystagmus  can  be  and 
frequently  is  absent.  Slowly  developing  mental 
changes  often  dominate  the  clinical  syndrome 
with  loss  of  initiative,  poor  ability  to  con- 
centrate or  think,  inebriated  behavior  and 
even  frank  psychoses.6  Failure  to  obtain  a 
reliable  history  of  drug  intake,  illicit  or 
according  to  medical  advice,  necessarily  leads 
to  misinterpretation  of  these  symptoms  as 
purely  psychological  in  origin.  The  longer  the 
state  of  clinical  intoxication,  the  more  likely 
is  irreversable  damage  to  the  cerebellum  to 
occur.  Complete  clinical  recovery  can  be 
expected  after  one  to  three  weeks  of  intoxica- 
tion but  is  rather  unlikely  after  12  weeks.7 

A challenging  problem  is  presented  by  teen- 


agers who  refuse  to  take  the  prescribed  medi- 
cation. It  is  during  early  adolescence  that  they 
desperately  try  to  establish  themselves  as 
persons  independent  from  their  parents  but 
not  different  from  their  peers.  Their  success 
depends  partially  on  the  intellectual  capacity 
but  even  more  so  on  the  mental  balance  with- 
in themselves  and  their  immediate  family. 

The  child  with  a chronic  disease  has  to 
overcome  additional  difficulties.  The  disease— 
be  it  epilepsy,  cerebral  palsy,  diabetes  mel- 
litus,  etc.— sets  them  apart,  makes  them  differ- 
ent. They  have  seen  parents,  teachers,  friends 
and  strangers  react  to  the  disease,  often  with 
fear  and  terror.  The  medication  they  are 
forced  to  take  reminds  them  three  times  a 
day  that  they  are  in  a situation  that  appears 
hopeless.  Their  disease  lends  great  power  to 
the  parents  who  tend  to  over-protect  and 
restrict  a chronically  ill  child,  seemingly  with 
good  reason.  One  might  have  to  spend  con- 
siderable time  with  parents  to  give  them 
assurance  and  a thorough  understanding  of 
the  dangers  of  over-protection  in  order  to 
help  the  patient.  The  adolescent  who  refuses 
previously  successful  treatment  for  a chronic 
disease  signals  that  he  is  unable  to  cope  with 
the  situation.  He  can  be  expected  to  display 
hostility,  rationalized  as  frustration  about  the 
failure  of  the  doctors  to  help  him,  to  provide 
him  with  a healthy  body.  One  will  have  to  be 
aware  of  the  fact  that  he  is  overly  concerned 
with  himself,  with  his  needs  for  acceptance 
as  well  as  independence.  Given  a chance  to 
talk,  he  may  express  his  feelings,  fears  and 
thoughts,  opening  the  way  for  an  understand- 
ing relationship  with  his  physician.  The 
patient  will  get  the  feeling  that  his  physician 
is  concerned  with  him  as  a person,  “really 
knows  what  he  is  doing”  but  leaves  room  for 
active  participation. 

I found  it  best  to  delegate  some  of  the 
responsibilities  for  taking  the  medication  to 
even  the  10-12  year  old  pre-teenagers.  It 
seems  better  to  let  them  learn  by  experience 
what  happens  when  they  skip  medication  and 
to  discuss  the  factors  involved,  rather  than  to 
try  for  complete  seizure  control  by  increasing 
the  medication  and  thus  risking  intoxication. 
After  the  patient  understands  and  accepts  his 
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disease  and  its  management,  a more  rigid 
regimen  can  be  introduced.811  A similar 
approach  has  been  found  useful  in  the  man- 
agement of  the  adolescent  with  diabetes 
mellitus  and  I quote:  “That  patient  who  has 
been  given  the  best  understanding  of  his  dis- 
ease in  his  early  years— and  therefore  for 
whom  it  holds  less  mystery  and  fear— who  feels 
he  knows  how  to  manage  it,  who  has  faith  in 
and  friendliness  for  his  doctor,  and  who 
learned  to  accept  reasonable  discipline,  rules 
and  authority,  will  present  the  least  problem 
in  his  adolescent  years.”8 

CONCLUSION 

Exacerbation  of  previously  well  controlled 
seizures  in  early  adolescence  (12-15  years) 
requires  thorough  diagnostic  evaluation  but 
represents  more  likely  a sign  of  emotional 
problems  as  opposed  to  changes  in  the  under- 
lying cerebral  pathology.  The  primary  treat- 
ment effort  should  be  directed  towards 
identification  and  resolution  of  the  emotional 
difficulties,  using  the  experience  of  increased 
seizure  frequency.  The  most  likely  cause  for 


the  latter  is  noncompliance  with  the  pre- 
scribed drug  regimen.  A serum  level  of  the 
anticonvulsant  involved  can  be  of  both  diag- 
nostic and  therapeutic  value.  Children  with 
epilepsy  approaching  adolescence  should 
ideally  be  actively  involved  in  their  treatment. 
They  should  learn  as  early  as  possible— 
around  age  10  to  12  years— to  take  care  of 
their  own  medication  and  experience  them- 
selves the  effects  of  “forgotten”  medication. 
Diphenylhydantoin  should  not  be  used  rou- 
tinely in  doses  higher  than  300  mg  per  day, 
except  in  definitely  justified  cases.1 2 3 4 5 6  The  risk  of 
chronic  intoxication  resulting  in  permanent 
damage  to  cerebellar  and  intellectual  functions 
is  too  high.  The  possibility  of  a drug  induced 
encephalopathy  has  to  be  considered  in  all 
cases  of  behavioral  changes— not  only  in  teen- 
agers—and  a detailed  drug  history  including 
non-prescription  drugs  should  be  obtained. 
This  is  of  great  importance  when  one  con- 
siders treatment  with  medications.  Otherwise 
one  finds  oneself  treating  symptoms  of  over- 
medication from  one  drug  by  just  adding 
another  one  with  its  own  toxic  effects. 
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CORRELATIONS  IN  TRAUMATOLOGY 


Scope  of  the  Surgical  Problem 

Epidural  hematoma,  as  well  as  subdural 
hematoma,  intracerebral  hemorrhage  and  cere- 
bral laceration,  remains  one  of  the  more 
serious  surgical  issues  of  trauma  to  the  head. 
The  traditional  high  mortality  from  epidural 
hematoma  has  been  reduced  significantly 
through  more  accurate  diagnosis  by  means  of 
angiography.1  Further  reduction  of  mortality 
has  been  achieved  since  the  introduction  of 
effective  medication  for  the  control  of  brain 
swelling.  Notable  favorable  rates  of  survival 
have  been  observed  in  special  situations  such 
as  the  treatment  of  military  combat  casualties 
with  non-penetrating  trauma  to  the  head.2 
Nevertheless,  mortality  remains  high.  In  urban 
trauma  centers,  mortality  after  surgery  may 
still  be  as  high  as  20-50  per  cent,  depending 
on  the  severity  of  the  insult.3’4  Improved  sur- 
vival as  such  correlates  with  the  perpetuation 
of  invalidism  and  vegetative  functional  states, 
a sociophilosophical  issue  with  which  com- 
petitive society  has  not  come  to  terms.6 

Derangement  of  Structure  and  Function 
DIDACTIC  DEFINITIONS.  Epidural  hema- 
toma is  conventionally  defined,  especially  for 
didactic  purposes,  as  a collection  of  blood  as 
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a result  of  a hemorrhage  from  the  middle 
cerebral  artery  which  is  ruptured  by  a fracture 
through  the  temporal  bone.  Diagnostic,  if  not 
pathognomonic,  emphasis  is  placed  upon  the 
observation  of  a short,  so-called  lucid  interval 
between  the  initial  injury  or  loss  of  con- 
sciousness, the  subsequent  deterioration  of 
the  conscious  state,  and  the  development  of 
more  specific  deficits.  Descriptions  then  go  on 
to  point  out,  rather  categorically,  the  differ- 
ences between  epidural  and  subdural  hema- 
tomas. Epidural  hemorrhage  from  an  arterial 
source  is  said  to  be  more  brisk,  thereby  pro- 
ducing rapid  expansion  of  the  hematoma.  The 
short,  lucid  interval  reflects  the  delayed  effect 
of  the  hematoma  on  the  function  of  the  brain 
which  later  becomes  depressed  and  displaced. 
By  contrast,  subdural  hemorrhage  is  said,  due 
to  its  venous  source,  to  be  more  indolent, 
resulting  in  slower  effects  on  the  compressed 
brain.  This  implies  a longer  interval  between 
injury  and  recurrence  of  deterioration  of  the 
state  of  consciousness. 

Finally,  the  impression  is  created  that  epi- 
dural hematoma  can  be  removed  by  relatively 
unsophisticated  means  such  as  a burr  hole  or 
limited  craniectomy,  and  that  a dramatic  cure 
may,  more  often  than  not,  be  anticipated,  if 
only  the  surgeon  intervenes  swiftly  enough. 
REFLECTIONS  IN  WIDER  CONTEXT. 
Such  somewhat  categorical  and  naive  differ- 
entiations are  insufficient.  Only  too  often 
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neither  one  of  the  two  types  of  hemorrhage 
behave  in  this  manner,  nor  do  such  rules  pro- 
vide assurance  against  the  coexistence  of  both 
lesions,  or  for  that  matter,  the  additional  asso- 
ciation with  traumatic  intracerebral  hemor- 
rhage and  brain  swelling. 

Even  casual  acquaintance  with  the  ambient 
anatomic  structures  of  the  epidural  and  sub- 
dural spaces  affords  better  understanding. 
Epidural  hemorrhage  can,  in  addition  to  a 
large  branch  of  the  middle  meningeal  artery, 
emanate  from  a diploic  or  emissary  vessel,  a 
meningeal  vein,  a cortical  vein  passing  be- 
tween dural  layers  on  its  course  to  a venous 
sinus,  a venous  “lake,”  a Pacchionian  granula- 
tion, or  a dural  sinus. 

A subdural  hemorrhage  can  originate  from 
a cortical  artery  or  a meningeal  artery,  as  well 
as  from  its  usual  venous  sources. 

These  reflections  explain  why  epidural 
hemorrhage  can  be  slow.  The  small  arterial  or 
venous  supply  results  in  a slow  accumulation 
of  blood  producing  a long  lucid  interval,  or 
no  recurrent  deterioration  of  the  state  of  con- 
sciousness at  all. 

Subdural  hemorrhage,  due  to  a forceful 
arterial  or  large  venous  source,  can  be  ex- 
tremely rapid  in  expansion  causing  a short 
lucid  period  or  rapid  deterioration  without 
intervening  lucidity. 

In  the  same  context,  it  is  understood  that 
epidural  hematomas  can  be  chronic  and  much 
less  dangerous  than  some  subdural  hema- 
tomas. Anatomic  considerations  also  suggest 
the  frequent  association  of  several  lesions 
inclusive  of  intracerebral  hematoma,4  which 
can  mimic  on  clinical  grounds  alone,  both  epi- 
dural and  subdural  hematomas.  The  vicinity 
of  the  subarachnoid  space  explains  why  sub- 
arachnoid hemorrhage  may  or  may  not  be 
observed  in  any  of  these  conditions,  and  why 
it  has  no  bearing  on  the  management. 

Besides  fast  and  slow  expansion  of  hema- 
tomas in  the  above  sense,  consideration  of  the 
anatomic  disposition  of  structures  makes  it 
obvious  why  fractures  can  occur  in  locations 
other  than  the  temporal  region,  and  why  they 
can  thus  damage  vascular  channels,  both 
venous  and  arterial,  other  than  the  meningeal 
artery  or  its  branches.  Fractures  are  often  too 


Figure  1.  This  angiographic  antero-posterior 
view  shows  little  more  than  a shift  of  the  mid- 
line structures.  On  this  view  the  diagnosis  of 
epidural  hematoma  could  easily  be  missed. 

obscure  to  be  seen  by  radiography.6’1 

While  it  is  time  that  there  is  a preponder- 
ance of  epidural  hematomas  in  the  temporo- 
parietal region,  other  less  usual  locations  are 
anticipated.  Of  lesser  prevalence  are  those 
which  occur  in  a suprasagittal,  inter-hemi- 
spheric, suboccipital,  or  bilateral  location.7 
Prevalence  of  one  location  or  another  appears 
to  vary  widely  in  different  parts  of  the  world, 

supposedly  reflecting  the  local  modes  of 

, 8,0,10,11 

trauma. 

Illustrative  Case.  Nuyen  T.,  aged  51,  was  admitted 
to  the  Naval  Support  Activity,  DaNang,  Vietnam,  in 
December,  1969,  after  being  trapped  in  a bunker  for 
an  unknown  period  of  time.  When  he  was  found 
buried  in  earth  and  wooden  debris,  there  was  no 
outward  evidence  of  trauma.  His  drowsiness  was 
initially  ascribed  to  partial  suffocation.  However,  his 
lethargy  persisted,  together  with  minimal  weakness  of 
the  left  extremities. 

The  most  obvious  radiographic  abnormalities  (Fig- 
ures 1-3)  were  a coronal  fracture-separation  on  plain 
skull  roentgenograms  and  a shift  of  midline  structures 
on  carotid  angiography.  On  the  lateral  view,  the 
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Figure  2.  The  lateral  view  demonstrates  the 
coronal  fracture  separation,  the  magnitude  of  the 
lesion,  and  the  downward  displacement  of  the 
arterial  tree.  Epidural  hematoma  is  suspected. 


unusual  length  of  separation  of  the  superior  sagittal 
sinus  from  the  vault  of  the  skull  was  observed.  The 
pericallosal  branches  of  the  anterior  cerebral  artery 
were  depressed.  The  other  arteries  and  veins  “sagged” 
genrallv  but  there  was  no  obstruction  of  any  channel, 
nor  extravasation  of  contrast  material. 

A tent-like  effect  was  observed  as  two  halves  of 
the  dura  on  each  side  of  the  sinus  draped  themselves 
over  the  depressed  brain.  One  saw  that  the  implied 
clot  was  greater  on  the  right  than  on  the  left. 

This  study  afforded  considerable  detail  about  the 
extent  and  configuration  of  the  lesion  to  be  dis- 
closed at  surgery.  From  the  clinical  point  of  view, 
given  a patient  with  relatively  little  disability,  one 
could  postulate  that  there  was  ample,  potential  com- 
pensatory space  for  the  brain.  In  a yonger  person, 
such  a sizeable  collection  is  likely  to  have  been  fatal 
even  if  it  were  much  smaller,  since  compensatory 
availability  is  less  likely  to  exist.0 

At  operation  by  osteoplastic  craniotomy,  an  epi- 
dural hematoma  was  removed,  measuring  about  90  cc. 
It  was  liquefied  in  parts  and  showed  signs  of  organ- 
ization in  others.  There  was  no  brain  swelling.  Re- 
covery was  complete  with  the  patient  returning  to  his 
village  twelve  days  later. 

COMMENT.  The  case  was  not  “typical’’  in  its 
manifestations.  There  was  no  temporal  frac- 
ture. Bleeding  probably  occurred  from  the 
area  of  coronal  fracture.  Diagnosis  could  have 
been  missed  on  the  antero-posterior  view 
alone.  The  location  was  one  less  frequently 
encountered.  The  magnitude  of  the  clot  was 
extreme.  Not  only  did  the  clot  show  signs  of 
chronicity,  but  also,  there  was  no  brain  swell- 


ing. Craniotomy  was  necessary  for  removal 
rather  than  burr  holes  or  limited  craniectomy. 
The  clinical  features  could  easily  have  been 
produced  by  other  forms  of  intracerebral 
bleeding,  if  not  cerebral  edema  alone,  and 
there  was  little  functional  impairment. 

Such  “atypical”  lesions  of  this  type  have 
long  been  known.  As  a matter  of  historical 
interest,  the  first  case  description  was  cited 
by  Stevenson,  Brown  and  Iloyt,  who  related 
the  incident  of  a dragoon  that  was  wounded 
in  the  Battle  of  Salamanca  ( 1812)  by  a musket 
ball  in  the  body,  which  caused  him  to  fall 
from  his  horse,  injuring  his  head.1'  The  angio- 
graphic documentation  of  suprasagittal  hema- 
tomas was  first  accomplished  by  Wichbom13 
and  since  then,  numerous  interesting  cases 
have  been  encountered.12'14 

Significant  Implications 

The  degree  of  functional  impairment  due  to 
intracranial  hemorrhage,  inclusive  of  epidural 
hematomas,  may  be  much  out  of  proportion  to 
the  magnitude  of  the  clot.  A varied  array  of 
acute  and  chronic  manifestations  produced 
by  lesions  of  different  dimensions  and  loca- 
tions can  be  observed.  Seeming  incongruities 
and  discrepancies  between  physical  cause  and 
functional  effect  may  be  explained  as  reper- 
cussions of  less  tangible  factors  such  as  vascu- 
lar compromise,  brain  swelling  and  general- 
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Figure  3.  This  lateral  view  emphasizes  the 
length  of  separation  of  the  superior  saggittal 
sinus  from  the  vault  of  the  skull  and  the  dis- 
tortion of  the  venous  channels.  Only  an  epidural 
mass  could  produce  this  appearance. 


ized  cerebral  dysfunction.  These  reflect  the 
general  response  of  traumatized  brain  rather 
than  an  obvious  relationship  between  ana- 
tomic disposition  and  magnitude  of  the  lesion, 
and  the  observable  effect. 

Generally,  these  considerations  imply  that 
strict  adherence  to  classical  conceptions  of 
head  trauma  is  management  and  prognosis 
can  impart  a false  sense  of  security  by  under- 
estimation, or  an  exaggerated  sense  of  doom 
by  overestimation  of  the  anticipated  derange- 
ments of  function.  Therapeutic  pursuits  must 
be  guided  by  conceptions  less  sterotyped 
than  those  of  conventional  didacticism.  Ana- 
tomic pathology,  radiological  features,  sur- 
gical-technical implication,  and  observation 
of  functional  impairment  must  be  taken  in 
correlative  context.  The  reduction  of  trauma- 
tologic management  to  a formula  is  in- 
appropriate. 

Summary 

This  review  describes  the  manifestations  of 
epidural  hematoma  in  the  fuller  context  of 
structural  and  functional  derangement.  An 
atypical  case  of  bifrontal  suprasagittal  hema- 
toma is  included  for  emphasis  on  significant 
traumatologic  correlations. 
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One  is  still  impressed  with  the  amount  of  criticism  of  the  medical  profession  by  the  public 
at  large.  As  stated  in  previous  editorials,  much  of  the  criticism  is  based  on  inaccurate  or  im- 
properly interpreted  data.  Unfortunately,  some  of  the  criticism  is  represented  by  unproven 
accusations  such  as  happened  recently  on  a broadcast  in  Los  Angeles.  A question  was  phrased 
in  such  a manner  as  to  imply  that  the  activities  of  the  County  Medical  Association  were  mainly 
geared  to  protecting  high  fees  charged  by  doctors.  Of  course,  such  is  not  the  case.  Because  of 
the  activities  of  the  strong  opponents  of  the  medical  profession  and  of  the  methods  of  rendition 
of  medical  care  in  use  today,  it  is  essential  that  we  strive  for  more  unity  and  unanimity  within  our 
profession.  We  must  seek  to  attain  a professional  goal  for  the  effective  leadership  of  organized 
medicine  in  all  matters  pertaining  to  personal  and  public  health  and  medical  care.  This  means 
that  we  should  seek  more  than  ever  to  avert  the  imposition  of  socialism  in  medicine  on  the  pub- 
lic. Socialism  is  the  opposite  of  free  enterprise.  Socialism  is  already  a proven  failure  in  Great 
Britain,  which  has  certainly  suffered  severe  reverses  since  World  War  II.  In  contrast,  West  Ger- 
many, following  World  War  II,  chose  the  capitalistic  method  of  economic  recovery  and  today  it 
certainly  exhibits  all  signs  of  a sound  recovery.  Capitalism  and  free  enterprise  are  synonymous. 
Free  enterprise  is  the  system  that  has  afforded  the  American  people  very  high  standards  of  living 
compared  to  the  rest  of  the  world  and  equally  high  standards  of  medical  practice  and  medical 
care.  This  means  that  the  medical  profession  must  continue  to  maintain  free  enterprise  in  the 
provision  of  medical  care  for  the  public.  This,  in  turn,  means  that  competent  physicians  must 
remain  free  to  exercise  their  individual  judgment,  knowledge,  experience  and  skills,  without  the 
imposition  of  government  interference  in  its  administration  or  practice. 


Edward  F.  Parker,  M.  D. 
President 
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Prompt  relief  of  pain  is  a lot  of  what  the  practice  of 
medicine  is  all  about... East  or  West. 

In  much  of  the  Far  East,  the  analgesic  efficacy  of 
Empirin®  Compound  with  Codeine  would  prob- 
ably be  measured  against  acupuncture,  an  ancient 
and  traditional  therapeutic  system. 

high  standard 


In  America,  codeine  sets  such  a 
for  oral  analgesia,  that  it  has  become  a criterion  in 
terms  of  which  other  major  oral  analgesics  are  most 
often  measured.  S 

Synthetic  and  other  oral  analgesics  ma y 
offer  some  of  the  properties  of  codeine,  but  / 
not  one  can  provide  both  its  benefits  / 
and  potency.  And  codeine  provides  / 
an  antitussive  bonus.  / 
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tion  providing 

for  predictable  pain 
relief  . . . whether  the  pain  is 
visceral  or  musculoskeletal; 
acute  or  chronic. 

New  prescription  flexibility.  At  your  dis-  ^ 
cretion,  and  where  state  law  permits,  a pre-  Jl 
scription  for  Empirin  Compound  with 
Codeine  may  now  be  refilled  up  to  five  I 
times  in  six  months. 

Empirin  Compound  with  Codeine  Shi 
No.  3 contains  codeine  phosphate*  ^ 1 

(32.4  mg.)gr.  14  • No.  4 con  tains  codeine 
phosphate*  (64.8  mg.)  gr.  1.  *(Warning — 
may  be  habit-forming.)  Each  tablet  also 
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)ropantheline  bromide 

Relief  Factor  in  Peptic  Ulcer 


>rry,  frustration,  job  pressure  — all 
up  excessive  vagal  currents  in 
:ients  with  peptic  ulcer. 
Pro-Banthine  "insulates"  the  stom- 
1,  the  duodenum  and  the  lower 
estinal  tract  — the  sites  where 
;se  destructive  currents  take  their 
1. 

rhis  "insulation”  helps  block  ex- 
ssive  enteric  activity  and  acidity, 
is  helping  to  provide  the  proper 
vironment  for  the  healing  of  pep- 
ulcers. 

[t'sniceto  know  that  Pro-Banthine 
Dvides  this  protection  at  a dosage 
it  causes  little  or  no  discomfort 
d that,  unlike  ataractic  agents,  Pro- 
nthine  does  not  cloud  the  patient's 
rareness  or  thought  processes. 


By  moderating  excessive  vagal 
currents  Pro-Banthine  relieves 
spasm,  acid  burn  and  pain.  By  re- 
ducing gastric  motility  Pro-Banthine 
also  prolongs  the  activity  of  antacids. 

Indications:  Pro-Banthine  is  effective  as  adjunc- 
tive therapy  in  the  treatment  of  peptic  ulcer. 
Dosage  must  be  adjusted  to  the  individual. 
Contraindications:  Glaucoma,  obstructive  dis- 
ease of  the  gastrointestinal  tract,  obstructive 
uropathy,  intestinal  atony,  toxic  megacolon, 
hiatal  hernia  associated  with  reflex  esophagitis 
or  unstable  cardiovascular  adjustment  in  acute 
hemorrhage. 

Warnings:  Patients  with  severe  cardiac  disease 
should  be  given  this  medication  with  caution. 
Fever  and  possibly  heat  stroke  may  occur  due 
to  anhidrosis. 

In  theory  a curare-like  action  may  occur,  with 
possible  loss  of  voluntary  muscle  control.  For 
such  patients  prompt  and  continuing  artificial 
respiration  should  be  applied  until  the  drug 
effect  has  been  exhausted. 

Diarrhea  in  an  ileostomy  patient  may  indi- 
cate obstruction,  and  this  posribilitv  should  be 
considered  before  administering  Pro-Banthine. 
Precautions:  Since  varying  degrees  of  urinary 
hesitancy  may  be  evidenced  by  elderly  males 


with  prostatic  hypertrophy,  such  patients  should 
be  advised  to  micturate  at  the  time  of  taking 
the  medication. 

Overdosage  should  be  avoided  in  patients 
severely  ill  with  ulcerative  colitis. 

Adverse  Reactions:  Varying  degrees  of  drying 
of  salivary  secretions  may  occur  as  well  as 
mydriasis  and  blurred  vision.  In  addition  the 
following  adverse  reactions  have  been  re- 
ported: nervousness,  drowsiness,  dizziness,  in- 
somnia, headache,  loss  of  the  sense  of  taste, 
nausea,  vomiting,  constipation,  impotence  and 
allergic  dermatitis. 

Dosage  and  Administration:  The  recommended 
daily  dosage  for  adult  oral  therapy  is  one  15- 
mg.  tablet  with  meals  and  two  at  bedtime.  Sub- 
sequent adjustment  to  the  patient's  require- 
ments and  tolerance  must  be  made. 

How  Supplied:  Pro-Banthine  is  supplied  as  tab- 
lets of  15  and  7.5  mg.,  as  prolonged-acting  tab- 
lets of  30  mg.  and,  for  parenteral  use,  as 
serum-type  vials  of  30  mg. 
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Editorial 


Passing  the  Colors 

Last  month  an  impressive  ceremony  at  Fort 
Jackson  marked  the  change  in  commanding 
officers  at  that  institution.  Amidst  great  pomp 
and  panoply,  the  retiring  commander  took  up 
the  colors,  passed  the  colors  to  the  big  chief, 
the  area  commander,  who  then  passed  the 
colors  to  the  new  commander  for  his  safe- 
keeping. In  this  symbolic  act  much  emotional 
feeling  and  much  personal  power  were 
acknowledged. 

Though  not  nearly  as  histrionic,  a similar 
thing  has  occurred  in  the  life  of  The  Journal 
of  the  South  Carolina  Medical  Association. 
Buekland  Thomas  accepted  a professional 
position  in  another  state,  necessitating  his 
relinquishing  Editorship  of  The  Journal.  So 
he  then  passed  the  colors  to  Dr.  Joseph 
Waring,  supreme  commander,  editor  emeritus, 
who  gracefully  and  graciously  held  the  colors 
for  three  months  while  a new  editor  could  be 
selected  and  briefly  introduced  to  the  job. 
With  this  issue  and  with  this  editorial,  the 
colors  fall  into  new  and  untried  hands.  These 
new  hands  will  try  earnestly  to  hold  the 
colors  high— to  the  heights  they  achieved 
under  the  excellent  years  of  our  emeritus 
editor,  Dr.  Waring. 

Dr.  Waring  began  his  tenure  as  Editor  of 
The  Journal  on  January,  1954,  and  continued 
until  August,  1970,  when  he  began  his  emeri- 
tus status.  He  was  called  back  into  the  service 
of  his  Association  to  edit  the  June,  July,  and 
August,  1972,  issues  and  did  so  with  his  usual 
elan. 

During  Dr.  Waring’s  years  as  Editor,  The 
Journal  of  the  South  Carolina  Medical  Asso- 
ciation achieved  status  as  a sort  of  regional 
New  England  Journal  of  Medicine.  This  was 
enhanced  by  a close  relationship  with  the 
Medical  University  of  South  Carolina,  from 
which  most  of  the  scientific  material  origin- 
ated. We  hope  this  relationship  between  The 
Journal  and  the  Medical  University  will 


endure  and  flourish.  Without  scientific  mate- 
rial from  the  Medical  University,  The  Journal 
would  certainly  wither.  But  we  feel  other 
areas  of  South  Carolina  have  scientific  experi- 
ences that  should  be  brought  to  the  attention 
of  our  readership. 

We  pleadingly  solicit  clinical  and/or  lab- 
oratory observations  from  all  professions  and 
all  localities  in  the  state.  We  hope  out-of-state 
authors  will  see  fit  to  submit  material  for 
publication.  Without  adequate  scientific 
material  to  select  from,  the  high  quality  of 
The  Journal  cannot  be  maintained. 

I would  like  to  end  this  first  editorial  with 
a personal  note  of  thanks  to  Dr.  Joe  Waring 
for  his  careful  indoctrination  of  this  novice 
editor.  But  he  did  even  more!  Originally  Dr. 
Waring  agreed  to  edit  the  June  and  July 
issues  to  allow  Council  the  necessary  time  to 
fill  the  Editor’s  chair.  On  my  personal  request, 
he  took  on  the  additional  chore  of  putting  out 
the  August  issue  to  allow  me  time  to  get  my 
feet  on  the  ground  before  actually  taking 
over.  For  this  I will  always  be  grateful. 


50  YEARS  AGO 

September,  1922 

Editorial  comment  was  made  on  the  success 
of  the  Pediatric  Seminar  in  Saluda  inaugu- 
rated by  Drs.  T.  L.  Smith  and  F.  H.  Richard- 
son. The  State  Board  of  Health  was  beginning 
to  focus  on  infant  mortality  and  requested  all 
county  societies  to  appoint  special  committees 
on  child  welfare. 
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MINUTES  OF  COUNCIL 


Council  of  the  South  Carolina  Medical 
Association  met  at  headquarters  of  Blue 
Cross-Blue  Shield  at  2:30  p.m.  on  June  28, 
1972. 

Present:  Dr.  Edward  F.  Parker,  President; 
Dr.  Waitus  O.  Tanner,  Chairman;  Dr.  Ken- 
neth N.  Owens,  Vice  President;  Dr.  Harold  P. 
Hope,  President-Elect;  Dr.  D.  Strother  Pope, 
Secretary;  Dr.  J.  Howard  Stokes,  Treasurer; 
Mr.  M.  L.  Meadors,  Executive  Secretary. 

Also:  Dr.  A.  Richard  Johnston,  Dr.  William 
A.  Klauber,  Dr.  Donald  G.  Kilgore,  Jr.,  Dr. 
Halstcd  M.  Stone,  Dr.  John  D.  Gilland,  Dr. 
Michael  Holmes,  Dr.  Randolph  Smoak,  Dr.  J. 
Hal  Jameson,  Dr.  Thomas  Parker,  Dr.  Har- 
rison Peeples,  Dr.  John  C.  Hawk,  Jr.,  Dr.  C. 
Tucker  Weston,  Mr.  Richard  Pugh,  Dr.  Ben  N. 
Miller,  Dr.  J.  I.  Waring,  and  Dr.  William  H. 
Hunter. 

Minutes  of  the  May  14,  15  and  17th  meet- 
ings, as  amended,  were  approved. 

Dr.  Tanner  emphasized  the  purpose  of 
Council,  citing  Section  8,  Chapter  VII,  of  the 
Constitution  and  By-Laws.  He  urged  each  and 
every  councilor  to  pay  more  attention  to  prob- 
lems in  his  respective  district. 

Dr.  Tanner  pointed  out  the  need  for  new 
members,  reminding  Council  that  if  the 
membership  is  increased  to  2,000,  SCMA  will 
have  another  delegate  and  vote  in  AMA, 
thereby  having  more  impact  at  AMA  meet- 
ings. He  stated  that  SCMA  is  under-capital- 
ized and  under-financed.  There  are  two  ways 
to  remedy  this— increase  dues  and  get  new 
members.  SCMA  is  near  the  bottom  in  the 
amount  of  dues  charged.  There  are  very  few 
associations  who  charge  less  or  the  same  but 
there  are  many  who  charge  more.  Dr.  Tanner 
urged  that  if  the  1975  deadline  set  by  the 
House  of  Delegates  to  move  into  the  per- 
manent home  is  to  be  met,  that  committee 
will  have  to  hustle.  It  is  hoped  that  the  thrust 
from  the  office  of  the  Executive  Secretary  and 
Assistant  Executive  Secretary  will  be  forceful. 


He  also  stated  that  SCMA  has  come  far  in 
organizing  the  Foundation,  it  is  hoped,  for  the 
best  interest  of  the  medical  profession. 

It  was  Dr.  Tanners  observation  that  when 
the  House  of  Delegates  is  not  in  session  and 
the  Council  is  not  in  session,  there  are  a great 
many  things  that  go  on  which  involve  a state- 
ment of  policy  from  organized  medicine  in 
S.  C.  At  such  times,  we  have  a vacuum.  The 
past  Chairman  did  a great  job  in  this  respect, 
but  it  might  be  advisable  to  have  some  smaller 
group  designated  to  give  on-the-spot  policy 
statements. 

Dr.  Tanner  then  introduced  Dr.  Edward  F. 
Parker,  the  President. 

Dr.  Parker  thanked  Council  for  the  office 
of  President  and  reported  on  his  attendance 
at  the  AMA  Convention.  He  was  most  im- 
pressed with  the  seriousness  of  intent,  great 
amount  of  work  and  the  diligence  of  our 
representatives.  It  is  Dr.  Parker’s  opinion  that 
the  SCMA  was  well  served  at  the  Convention. 
He  also  stated  that  the  Student  Health  Pro- 
gram, formerly  financed  by  OEO,  was  dis- 
continued this  year— the  notice  that  they 
would  not  do  so  coming  only  three  days  be- 
fore the  Convention.  The  SAMA  applied  to 
AMA  for  $45,000  but  AMA  would  not  approve 
the  request  without  the  approval  of  the  South 
Carolina  Delegation.  The  Delegation  did  not 
feel  that  they  had  the  authority  to  approve 
the  application  but  did  notify  AMA  that 
they  would  not  disapprove  same.  It  is  not 
known  at  this  time  whether  the  application 
was  granted  or  not. 

Dr.  Parker  moved  that  copies  of  the  appli- 
cation of  the  SAMA  Health  Project  be  sent  to 
all  members.  Voted  on  and  carried. 

Dr.  Hawk  suggested  that  if  any  member  of 
Council  hears  about  any  grant  which  might 
be  available  or  useful,  please  let  Council 
know. 

It  was  Dr.  Parker’s  thought  that  it  might 
be  well  for  Council  to  obtain  the  services  of 
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some  public  relations  firm  or  individual  to  tell 
SCMA  how  to  put  its  best  foot  forward.  It 
might  be  well  to  find  out  what  such  service 
would  cost. 

A list  of  Committees  of  the  House  of  Dele- 
gates follows  the  minutes  on  page  364. 

Dr.  Stone  moved  that  the  annual  report  of 
each  committee  chairman  contain  a list  of  the 
members  who  attended  the  meetings. 

Dr.  Weston  moved  that  the  above  motion 
be  amended  by  adding  “such  reports  to  be 
submitted  to  the  Speaker  of  the  House  of 
Delegates  60  days  prior  to  the  annual  meet- 
ing.” Motion  voted  on  and  carried. 

Dr.  Pope  reported  that  all  nominations 
made  by  the  House  of  Delegates  had  been 
accepted  by  the  Governor. 

Dr.  Edward  Kimbrough,  Columbia,  was 
elected  Editor  of  the  Journal. 

Dr.  Gilland  nominated  Dr.  L.  Brad  Court- 
ney, Conway,  to  replace  Dr.  Charles  R.  May, 
Bennettsville,  on  RAG.  Motion  voted  on  and 
carried. 

Dr.  Hunter  remarked  that  due  to  the  work 
of  Council,  the  RMP  program  is  going  much 
more  smoothly  in  South  Carolina  than  in 
most  other  states  and  it  is  his  opinion  that 
Council  keep  up  its  good  work  in  appointing 
members  who  will  attend  and  participate  in 
these  important  meetings. 

TERMS  END— MAY,  1973 
SCMA  Medical  Advisory  Committee  to  the 
SC  Vocational  Rehabilitation  Department: 
General  Surgery  — Dr.  J.  Kilgo  Webb,  Green- 
ville (Chairman) 

Internal  Medicine  — Dr.  Richard  M.  Chris- 
tian, Greenwood 

Neurology  — Dr.  Albert  F.  Aiken,  Charleston 
Ophthalmology  — Dr.  J.  Howard  Stokes,  Flor- 
ence 

TERMS  END— MAY,  1974 

General  Surgery  — Dr.  Plarry  J.  Metropol, 
Columbia 

Otolaryngology  — Dr.  A.  Frank  Wen,  Jr., 
Spartanburg 

Psychiatry  — Dr.  Robert  N.  Milling,  Columbia 
TERMS  END— MAY,  1975 

Anesthesiology  — Dr.  Roy  E.  Hudgens,  Jr., 
Florence 

General  Practice  — Dr.  Malcolm  F.  Marion, 
Chester 


Internal  Medicine  — Dr.  Charles  P.  Summer- 
all,  III,  Charleston 

Orthopedics  — Dr.  Roland  M.  Knight,  Green- 
ville 

Urology  — Dr.  Joseph  H.  Miller,  III,  Colum- 
bia 

State  Health  Officer  — Dr.  E.  Kenneth  Ay- 
cock,  Columbia 

State  Medical  Consultant  — Dr.  Ben  N.  Miller, 
Columbia 

Dr.  Gilland  reported  on  a meeting  he  at- 
tended in  Atlanta  which  was  a pilot  South- 
eastern Regional  Medical  Conference. 

Dr.  Hawk  recommended  that  the  Founda- 
tion purchase  the  publication,  Healdi  Care 
Evaluation. 

Dr.  Owens  reported  that  the  Membership 
Committee  will  send  out  letters  to  all  non- 
members of  the  medical  profession  urging 
them  to  join  the  Association  and  also  a letter 
to  all  residents  and  interns.  Council  endorsed 
the  proposed  letter  to  non-member  doctors. 
Council  will  be  furnished  with  names  of  doc- 
tors in  each  Councilor’s  district  who  are  not 
members  of  the  Association. 

Dr.  Smoak  discussed  the  advisability  of 
having  election  of  officers  at  the  annual  meet- 
ing at  a time  when  more  members  are  pres- 
ent. Dr.  Edward  Parker  moved  that  the  elec- 
tion of  officers  be  held  at  an  earlier  hour  on 
the  last  day. 

Dr.  Hawk  moved  that  Dr.  Parker’s  motion 
be  amended  by  adding  that  the  Speaker  of 
the  House  be  given  more  latitude  in  deciding 
the  time  for  nominations  and  balloting.  Mo- 
tion voted  on  and  carried. 

Dr.  Smoak  moved  that  whereas  the  SCMA 
researched  and  started  the  Blue  Shield  of 
South  Carolina  from  its  birth  and  supported 
it  through  its  developing  and  precarious  years 
and,  whereas,  Blue  Cross-Blue  Shield  of  South 
Carolina  has  now  matured  and  is  independent 
from  the  SCMA,  and,  whereas,  the  Blue  Cross- 
Blue  Shield  of  South  Carolina  will  need  our 
support  but  will  not  need  to  be  subsidized  by 
the  SCMA,  Therefore,  be  it  resolved  that 
SCMA  pursue  a positive  course  to  encourage 
Blue  Shield  of  South  Carolina  to  change  the 
system  of  closed  panel  of  participating  physi- 
cians to  be  replaced  by  a less  rigid  system 
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1)111“  phenformin  1ICI 
Tablets  of  25  mg. 

DBI-TD®  phenformin  HCI 

Timed- Disintegration 

Capsules  of  50  and  100  mg. 


Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  secondary; 
adjunct  to  insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 


hypoxemia 

Warnings:  Use  during  pregnancy  is  to  be  avoided. 
Precautions:  1.  Starvation  Ketosis:  This  must  be 
differentiated  from  “insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in  spite  of  rela- 
tively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive 
insulin  reduction,  or  insufficient  carbohy- 
drate intake.  Adjust  insulin  dosage,  lower  phen- 
formin dosage,  or  supply  carbohydrates  to 
alleviate  this  state.  Do  not  give  insulin  without 
first  checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recommended 


Why  go  to  the  islets 

Let's  say  you've  decided  that  diet  alone  won't  Both  lower  blood  sugar.  But  here’s  why  DBI-TD, 

work  in  your  adult-onset,  nonketotic  diabetic.  which  is  not  a sulfonylurea,  may  be 

important  to  the  dieting  diabetic. 

You’re  considering  oral  therapy  for  a new 

patient.  DBI-TD  or  a sulfonylurea.  Which?  • Sulfonylureas  promote  release  of  insulin. 

• Insulin  is  lipogenic  and  helps  transport  glucose 

into  adipose  tissue. 

• Overweight  patients  frequently  have  normal 

or  high  levels  of  endogenous  insulin. 

• DBI-TD  lowers  blood  sugar  without 

stimulating  insulin  secretion  from 
the  pancreas. 

Usual  dosage:  one  50-mg.  capsule 
with  breakfast  may  be  effective,  or  a 
second  capsule  may  be  given  with 
the  evening  meal. 


DBI-TD®  Geigy 

phenformin  HCI 


lowers  blood  sugar 
without  raising  blood  insulin 


presence  of  azotemia  or  in  any  clinical 
on  that  predisposes  to  sustained  hypoten- 
lat  could  lead  to  lactic  acidosis.  To 
ntiate  lactic  acidosis  from  ketoacidosis, 
ic  determinations  of  ketones  in  the  blood 
ine  should  be  made  in  diabetics  previously 
zed  on  phenformin,  or  phenformin  and 
i,  who  have  become  unstable.  If  electrolyte 
ince  is  suspected,  periodic  determinations 
I also  be  made  of  electrolytes,  pH,  and  the 
:-pyruvate  ratio.  The  drug  should  be  with- 
and  insulin,  when  required,  and  other 
tive  measures  instituted  immediately  upon 


the  appearance  of  any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when 
insulin  or  a sulfonylurea  has  been  given  in  com- 
bination with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 


has  been  reported,  as  have  gastrointestinal  sym 
toms  such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 

(B)  98-146-103-D  (6/72) 

For  complete  details,  including  dosage,  please 
full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


)f  Langerhans  ? 

500,u  1000m 


Before  using  DBI-TD  or  any  oral  hypo- 
glycemic, please  read  the  prescribing 
information  concerning  dosage,  warnings, 
contraindications,  precautions  and  adverse 
reactions. 


Literary 

Hemorrhoids 


Mrs.  S.R.,  47,  high  school  English 
teacher.  A history  of  anorectal 
pain  anci  burning  of  several 
years'  duration.  On  and  off 
weight  reducing  diets,  the 
insufficient  bulk  of  which  has 
aggravated  a chronic 
constipation  problem.  Sub- 
sequent straining  at  stool  has 
precipitated  an  acute 
episode  of  internal-external 
hemorrhoids. 


atypical 
procto  logical 
patient 


to  help 

relieve  the  pain, 
itching, 

burning  associatec 
with  this  and 
similar  anorectal 
conditions 


prescribe 


Inusol 


JQ 

■ 1C  M hem°rrhoiclC 

I suppositories 

with  hydrocortisone 
acetate 


Each  suppository  contains  hydrocortisone 
acetate  10  mg,  bismuth  subgallate  2.25%, 
bismuth  resorcin  compound  175%,  benzyl 
benzoate  1.2%.  Peruvian  balsam  1.8%,  zinc 
oxide  11.0%.  and  boric  acid  5.0%.  plus  the 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  color- 
ing in  a bland  hydrogenated  vegetable 
oil  base. 

Precaution  Prolonged  or  excessive  use  of 
Anusol-HC  might  produce  systemic  corficc 
steroid  effects.  Symptomatic  relief  should 
not  delay  definitive  diagnosis  or  treatment. 
Dosage  and  Administration  Anusol-HC: 
One  suppository  in  the  morning  and  one  a 
bedtime  for  3 to  6 days  or  until  the  inflam- 
mation subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedtime 
and  one  immediately  following  each 
evacuation. 

And  for  long-term 

patient  comfort... recommend 

Anusol"  hemorrhoidal 
suppositories. 

Each  suppository  contains 
the  ingredients  of 
Anusol-HC  without  the 
hydrocortisone. 


Warner-Chilcott 

Division.  Warner-Lambert  Compan 
Morris  Plains.  New  Jersey  07950 
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which  will  allow  assignment  of  benefits  also. 
Motion  voted  on  and  carried. 

Dr.  Pope  moved  that  no  member  of  the 
Association  will  serve  on  the  Board  of  Direc- 
tors of  Blue  Shield  as  a representative  of  the 
Association.  Motion  voted  on  and  carried. 

Dr.  Jameson  moved  that  Mr.  Meadors  meet 
with  Council  for  Blue  Shield  in  order  to  co- 
sponsor a Bill  to  void  the  Statute  now  stand- 
ing with  reference  to  the  nomination  of  a 
member  of  the  Board  of  Directors  of  Blue 
Shield  by  SCMA.  After  much  discussion, 
motion  voted  on  and  carried. 

Dr.  Tanner  read  a letter  from  Dr.  D.  Lamar 
Lee,  Medical  Director  of  the  Saunders  Mem- 
orial Hospital,  criticizing  Mr.  Meadors’  civic 
activities  in  behalf  of  the  McLeod  Memorial 
Hospital. 

Mr.  Meadors  explained  that  at  no  time  was 
the  SCMA  mentioned  in  connection  with  the 
application  for  the  cobalt  unit  nor  was  his 
position  with  SCMA  ever  mentioned. 

Dr.  Kilgore  moved  that  the  letter  be  re- 
ceived as  information.  Motion  voted  on  and 
carried. 

Dr.  Smoak  moved  that  the  letter  be 
acknowledged  and  Mr.  Meadors  cleared  of 
any  conflict  of  interest.  Motion  voted  on  and 
carried. 

Dr.  Pope  reported  that  there  is  a bill  in 
Legislature  at  this  time  to  pay  the  nurses 
who  manned  the  First  Aid  Station  the  sum 
of  $1200  each.  Dr.  Pope  assured  members  of 
both  Houses  from  Bichland  County  that  no 
such  remuneration  was  expected  nor  was  this 
action  sponsored  by  SCMA. 

Dr.  Jameson  stated  that  Blue  Shield  is 
starting  a trial  pre-hospital  testing  program 
in  the  Tuomey  Hospital  on  July  15. 

Beginning  July  1,  1972,  Blue  Cross-Blue 
Shield  is  underwriting  the  insurance  for  the 
state  employees.  What  effect  this  will  have 
on  the  feasibility  of  HMO  is  not  known. 

Dr.  Tanner  pointed  out  that  there  was  a 
feeling  all  along  that  the  state  would  not  go 
along  with  HMO;  however,  SCMA  did  agree 
to  cooperate  with  the  feasibility  study. 

Dr.  Kilgore  moved  that  residents,  students 
and  internes  be  included  in  membership  of 
SOCPAC  at  a nominal  fee.  Motion  voted  on 
and  carried. 


Dr.  Weston  gave  the  report  of  the  Per- 
manent Home  Committee  and  asked  Council’s 
advice  on  the  shape  of  the  property  to  be  pur- 
chased. whether  square  or  rectangular.  Dr. 
Hawk  moved  that  the  Permanent  Home 
Committee  be  authorized  to  acquire  the  most 
beneficial  plot.  Motion  voted  on  and  carried. 

The  terms  of  the  payment  are  $8,000  to 
$10,000  down  and  the  balance  in  1973  with- 
out penalty.  Dr.  Hawk  amended  his  motion  to 
empower  the  President  and  Secretary  to 
execute  the  mortgage.  Voted  on  and  carried. 

Dr.  Edward  Parker  stated  that  he  had  re- 
ceived a letter  from  Aiken  County  for  ap- 
proval of  an  application  for  two  physicians 
from  the  Physicians  Health  Corps.  Dr.  Stone 
moved  that  the  letter  be  referred  to  the  Aiken 
County  Medical  Society  with  the  request  that 
the  Society’s  recommendation  be  presented 
at  the  next  meeting  of  Council.  Motion  voted 
on  and  carried. 

Dr.  Parker  also  read  from  a letter  from  the 
Pickens  County  Medical  Society  objecting  to 
statements  being  enclosed  when  claims  are 
paid  by  insurance  companies,  said  statements 
being  misconstrued  by  some  patients.  It  was 
stated  that  AMA  has  passed  a Resolution  con- 
cerning this  practice  which  will  be  forth- 
coming. Dr.  Tanner  moved  that  Dr.  Parker 
answer  this  letter  stating  that  AMA  will  hope- 
fully take  care  of  this  matter  better  than 
SCMA  could  and  that  the  Insurance  Com- 
missioner be  furnished  a copy  of  the  letter. 
Motion  voted  on  and  canned. 

Dr.  Hope  read  a letter  from  Dr.  McCord 
inviting  SCMA  to  hold  the  1975  convention 
in  Charleston,  which  year  will  be  the  150th 
anniversary  of  the  Medical  University.  Dr. 
Pope  moved  that  it  be  received  as  information 
at  this  time.  Voted  on  and  carried. 

Mr.  Meadors  reported  on  the  Physician’s 
Assistants  Bill.  The  Optometrists  have  pro- 
posed an  amendment  to  the  Bill  which  has 
placed  it  on  the  contest  list.  It  is  Mr.  Meadors’ 
opinion  that  it  might  be  better  to  let  it  stay 
as  is  for  the  time  being.  Dr.  Holmes  moved 
that  Mr.  Meadors’  recommendation  be  fol- 
lowed. Motion  voted  on  and  carried. 

Dr.  Thomas  Parker  gave  a complete  and 
comprehensive  report  on  the  AMA  conven- 
tion and  stated  that  he  had  given  the  Execu- 
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tive  Secretary  a written  report. 

Dr.  Holmes  moved  that  Dr.  John  Hawk  be 
recommended  by  Council  for  the  Committee 
on  Private  Practice  of  A\1A.  Motion  voted 
on  and  carried. 

Dr.  Kilgore  moved  that  Dr.  C.  Tucker 
Weston  be  recommended  by  Council  for 
AMPAC  on  AM  A.  Motion  voted  on  and  car- 
ried. 

Meeting  adjourned. 

D.  STROTHER  POPE,  M.D. 

Secretary 


MINUTES  OF  THE  FOUNDATION 

Columbia,  S.  C.  June  28,  1972 

The  Foundation  of  the  SCMA  met  at  the 
Headquarters  of  Blue  Cross-Rlue  Shield,  Co- 
lumbia, S.  C.,  immediately  following  the  ad- 
journment of  the  Council  Meeting. 

Present:  Dr.  John  D.  Gilland,  President;  Dr. 
Halsted  Stone,  Vice-President,  Dr.  D.  Strother 
Pope,  Secretary -Treasurer,  and  Mr.  M.  L. 
Meadors,  Executive  Director. 

Also:  Dr.  Edward  F.  Parker,  Dr.  Waitus  O. 
Tanner,  Dr.  Kenneth  N.  Owens,  Dr.  J.  Howard 
Stokes,  Dr.  A.  Richard  Johnston,  Dr.  William 
A.  Klauber,  Dr.  Donald  G.  Kilgore,  Jr.,  Dr. 
Michael  Holmes,  Dr.  Randolph  Smoak,  Dr. 
J.  Hal  Jameson,  Dr.  Thomas  Parker,  Dr.  Har- 
rison Peeples,  Dr.  John  C.  Hawk,  Jr.,  Dr.  C. 
Tucker  Weston,  Dr.  William  H.  Hunter  and 
Mr.  Richard  Pugh. 

The  meeting  was  called  to  order  by  the 
President,  Dr.  Gilland. 

Minutes  of  the  May  14th  meeting  were  ap- 
proved. 

Dr.  Gilland  announced  that  the  federal 


grant  of  $10,500  applied  for  had  been  re- 
ceived. 

Dr.  Gilland  stated  that  he  had  called  to 
see  Dr.  Ellis,  the  Commissioner  of  Social 
Services,  but,  in  his  absence,  he  contacted 
Mr.  Robert  Carter,  Deputy  Commissioner, 
and  offered  the  services  of  the  Foundation 
with  particular  respect  to  the  Peer  Review 
Committee.  Mr.  Carter  informed  Dr.  Gilland 
that  the  plans  at  this  time  were  to  put  all 
claims  under  Dr.  Thomas  Leslie’s  Department 
and  not  to  use  Peer  Review  at  all. 

Dr.  Tanner  moved  that  the  Executive  Com- 
mittee of  the  Foundation  for  this  year  be  the 
same— Dr.  Gilland,  President 

Dr.  Stone,  Vice  President 
Dr.  Pope,  Secretary  and  Treasurer 
Dr.  Waitus  Tanner,  Chairman  of 
Council 

Mr.  M.  L.  Meadors,  Executive  Director 

Voted  on  and  carried. 

Dr.  Tanner  moved  that  the  Peer  Review 
Committee  have  a dual  function  and  also  act 
as  the  Peer  Review  Committee  for  the 
Foundation.  Motion  voted  on  and  carried. 

Dr.  Stone  moved  that  the  Foundation  join 
the  American  Association  of  Foundations. 
Voted  on  and  carried. 

Mr.  Meadors  announced  that  there  would 
be  a meeting  of  the  American  Association  of 
Foundations  for  Medical  Care  at  Sea  Island, 
Georgia,  August  26-28,  1972,  and  asked  those 
wishing  to  attend  to  let  him  know  so  he  could 
make  reservations. 

Meeting  adjourned. 

D.  STROTHER  POPE,  M.D. 

Secretary 


Amen  To  The  Wall 

On  the  wall  of  the  children’s  ward  at  the  London 
Hospital  hangs  a prayer  by  Sir  Robert  Hutchinson: 
From  inability  to  let  well  alone: 
from  too  much  zeal  for  the  new 
and  contempt  for  what  is  old: 
from  putting  knowledge  before  wisdom, 
science  before  art,  and  cleverness  before 
common  sense, 

from  treating  patients  as  cases,  and  from 
making  the  cure  of  the  disease  more 
grevious  than  the  endurance  of  the  same, 

Good  Lord,  deliver  us. 
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COMMITTEES  OF  THE  HOUSE  OF  DELEGATES 

1972  - 1973 


COMMITTEE  ON  SCIENTIFIC  PROGRAM: 


Dr.  M.  Gordon  Ilowle,  Chairman 
Dr.  Andrew  H.  Hursey 
Dr.  Walter  J.  Roberts,  Jr. 

Dr.  Lucien  E.  Brailsford 
Dr.  Joseph  C.  Ross 


1 01  E.  North  Street 
P.  0.  Box  518 
2753  Laurel  Street 
850  N.  Church  Street 
University  Hospital 


Greenville 

Hartsville 

Columbia 

Spartanburg 

Charleston 


(The  President  and  Secretary  are  ex  officio  members  of  this  committee) 


COMMITTEE  ON  LEGISLATIVE  ACTIVITIES: 

Dr.  Falls  L.  Harris  607  Arlington  Ave. 

Dr.  W.  L.  Young  P.  0.  Box  127 

Dr.  Dexter  B.  Rogers  517  West  Main  Street 

Dr.  D.  Strother  Pope  1116  Henderson  Street 

Dr.  Leonard  W.  Douglas  Anderson  Street 

Dr.  Clay  W.  Evatt,  Jr.  91  Rutledge  Avenue 

Dr.  George  F.  AVest  507  AValnut  Street 

(Dr.  Donald  G.  Kilgore,  Jr.,  will  serve  in  an  advisory  capacity) 
Sub-Committee: 

Committee  on  Coroners  - Medical  Examiners 


Greenville 

Hampton 

Easley 

Columbia 

Belton 

Charleston 

Camden 


COMMITTEE  ON  COOPERATIVE  ACTIVITIES: 

Fleetwood  Drive 
P.  0.  Box  68 
870  Holly  St.,  NE 


Dr.  J.  Anthony  A\Thite 
Dr.  S.  Perry  Davis 
Dr.  James  G.  Johnson 
Dr.  S.  Hunter  Rentz 
Dr.  AAJlliam  C.  Cantey 
Dr.  Stephen  A.  Greenberg 
Dr.  Daggett  0.  Royals 


1701  St.  Julian  Place 
1840  Hampton  Street 
234  S.  Dargan  Street 
9-11  Medical  Court 


Easley 

Pinewood 

Orangeburg 

Columbia 

Columbia 

Florence 

Greenville 


Sub-Committees: 

Advisory  Committee  to  the  Department  of  Public  Welfare 
Committee  on  Alcoholsim  and  Drug  Addiction 
Committee  on  Religion  and  Medicine 
Advisory  Committee  to  Vocational  Rehabilitation 
Committee  on  Medical  Aspects  of  Sports 
Advisory  Committee  to  the  Woman’s  Auxiliary 
Advisory  Committee  to  Crippled  Children’s  Society 
Committee  on  Liaison  with  Allied  Professions 
Committee  on  Eye  Bank 
Committee  on  Mental  Retardation 


COMMITTEE  ON  MEDICAL 

Dr.  John  W.  Brown 
Dr.  Laurie  N.  Ervin 
Dr.  Joel  AV.  Wyman 
Dr.  William  A.  Klauber 


EDUCATION: 

2719  Middleburg  Dr. 

24  Varclry  St. 

309  E.  Greenville  St. 
Self  Memorial  Hospital 


Columbia 

Greenville 

Anderson 

Greenwood 


1972-1975 

1970- 1973 

1971- 1974 
1971-1974 
1971-1974 


1972-1975 
1972-1975 
1970-1973  Reappt. 
1970-1973  Reappt. 

1970- 1973 

1971- 1974 
1971-1974 


1972-1975  Reappt. 
1972-1975 
1972-1975 
1970-1973 

1970- 1973  Reappt. 

1971- 1974 
1971-1974 


1972-1975 
1972-1975 
1972-1975  Reappt. 
1970-1973  Reappt. 
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Dr.  C.  Edward  Floyd 
Dr.  Robert  H.  Burley 
Dr.  Hiram  B.  Curry 

Sub-Committee: 

Committee  on  Careers  in  Medicine 


515  S.  Dargan  Street 
316  College  Avenue 
Medical  University  ITosp. 


Florence 

Clemson 

Charleston 


1971-1974 

1971-1974 

1971-1974 


COMMITTEE  ON  MEDICAL 

Dr.  Harold  W.  Moody 
Dr.  Rion  M.  Rutledge 
Dr.  Samuel  M.  Witherspoon 
Dr.  Edmund  R.  Taylor 
Dr.  Loren  F.  Parmley,  Jr. 

Dr.  S.  Birnie  Johnson 
Dr.  Guy  C.  Heyl,  Jr. 
Sub-Committees : 


SERVICES: 

975  N.  Church  Street 
1317  Ebenezer  Road 
1-E  Ashley  House 
1840  Hampton  Street 
General  Hospital 
595  Carolina  Avenue,  NE 
525  Richland  Avenue,  Wes 


Spartanburg  1972-1975  Reappt. 
Rock  Hill  1972-1975  Reappt. 
Charleston  1972-1975 
Columbia  1970-1973 
Spartanburg  1970-1973 
Orangeburg  1971-1974  Reappt. 
Aiken  1971-1974  Reappt. 


Committee  on  Emergency  Medical  Care : 


Dr.  Charles  D.  Riddle,  Jr. 

Dr.  Max  S.  Rittenbury 
Dr.  Edward  C.  O’Bryan,  Jr. 
Dr.  Emmett  M.  Luneeford,  Jr. 


9 Medical  Court 
University  Hospital 
376  West  Palmetto  St. 
2709  Laurel  Street 


Greenville 

Charleston 

Florence 

Columbia 


Committee  on  Insurance  Program : 

Dr.  Jennings  K.  Owens,  Jr.  Ill  Clyde  Street  Bennettsville 

Committee  on  Accident  Prevention 


COMMITTEE  ON  MENTAL 

HEALTH: 

Dr.  W.  B.  Newton,  Jr. 

315  Calhoun  Street 

Charleston 

1972-1975 

Dr.  Archie  M.  Rabon 

610  Pendleton  St. 

Greenville 

1972-1975 

Dr.  Karl  V.  Doskocil 

S.  C.  State  Hospital 

Columbia 

1972-1975 

Dr.  R.  E.  Mellette,  Jr. 

Medical  University  Hospital  Charleston 

1970-1973  Reappt. 

Dr.  R.  Bruce  Ford 

Pinewood  Mall 

Spartanburg 

1971-1974 

Dr.  John  W.  Blanton,  Jr. 

275  Calhoun  Street 

Charleston 

1971-1974 

Dr.  Joe  E.  Freed 

Hall  Psychiatric  Institute 

Columbia 

1971-1974 

Sub-Committee: 

Committee  to  work  with  Government  Agencies  on  Mental  Retardation 

COMMITTEE  ON  PUBLIC  RELATIONS: 

Dr.  William  S.  Brockington 

Medical  Center 

Greenwood 

1972-1975 

Dr.  W.  Wyman  King,  Jr. 

2306  Harrington  Street 

Newberry 

1972-1975  Reappt. 

Dr.  John  M.  Preston 

1221  Gregg  Street 

Columbia 

1972-1975  Reappt. 

Dr.  Joseph  T.  Waring 

80  Barre  Street 

Charleston 

1970-1973  Reappt. 

Dr.  Edward  E.  Kimbrough 

2709  Laurel  Street 

Columbia 

1972-1975 

Dr.  H.  Biemann  Othersen,  Jr. 

Medical  University  Hospital 

Charleston 

1971-1974  Reappt. 

Dr.  Lane  E.  Mays 

N.  First  Street 

Seneca 

1971-1974 

COMMITTEE  ON  INDUSTRIAL  MEDICINE: 

Dr.  David  E.  Holler 

2753  Laurel  Street 

Columbia 

1972-1975 

Dr.  David  W.  Baxley,  Jr. 

1428  Meeting  Street  Road 

Charleston 

1972-1975  Reappt. 

Dr.  William  J.  Goudelock 

801  North  A.  Street 

Easley 

1972-1975  Reappt. 

Dr.  H.  Leon  Poole 

324  St.  John  Street 

Spartanburg 

1970-1973  Reappt. 
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Call  it  what  you  will,  it 
maybe  premalignant. 


Before 

3/29/67  Before  therapy  with  5%-FU  cream. 
Patient  P.  T shows  a moderately  severe  solar  kera- 
totic  involvement.  Note  residual  scarring  from  the 
previous  cryosurgical  and  electrosurgical  proce- 
dures on  forehead  and  ridge  of  nose  adjacent  to 
periauricular  area. 


After 

6/12/67  Seven  weeks  after  cessation  of  therapy. 
Reactions  have  subsided.  Residual  scarring  is  not 
seen  except  for  that  due  to  prior  surgery.  Inflam- 
mation has  disappeared  and  face  is  clear  of 
keratotic  lesions. 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc. 

Nutley.  N.J.  07110 


nd  Ef  lldex  (fluorouracil) 

5%  cream  can  resolve  it. 


1 it  actinic,  solar  or  senile  keratoses, 
ly  regard  it  as  “precancerous.”1,2 

cal  fluorouracil,  considered  by  some  dermatologists  to  be  a major 
nee  in  the  treatment  of  multiple  solar  keratoses,3'4  offers  the  physi- 
a relatively  inexpensive  alternative  to  cryosurgery,  electrodesic- 
»n  and  cold  knife  surgery.  Of  the  topical  fluorouracils  available,  only 
lex  offers  2%  and  5%  solution  and  5%  ci'eam  formulations  — formula- 
i that  have  proved  effective  in  the  treatment  of  these  mutliple  lesions. 


ial  duration  of  therapy,  2 to  4 weeks. 

ies  showed  that  with  the  2%  and  5%  Efudex  preparations,  the  usual 
tion  of  therapy  was  only  2 to  4 weeks. s Other  studies  with  topical 
ouracil  revealed  that  when  concentrations  of  less  than  2%  were 
, significant  numbers  of  lesions  recurred.6 

iats  the  lesions  you  can’t  see,  too. 

lerous  lesions,  not  apparent  prior  to  2%  and  5%  Efudex  therapy, 
ifested  themselves  by  definite  reactions,  while  intervening  skin 
lined  relatively  unaffected.5  The  early  eradication  of  these  subclini- 
3sions  (which  may  otherwise  have  undergone  further  progression) 
'ably  accounts  for  the  reduced  incidence  of  future  solar  keratoses  in 
mts  treated  with  topical  fluorouracil  — especially  with  5% 
entrations.6 


iv  to  identify  solar  keratoses. 

ically,  the  lesion— a flat  or  slightly  elevated  brown  to  red-brown 
lie  — is  dry,  rough,  adherent  and  sharply  defined.  Multiple  lesions 
the  rule. 


fdictable  therapeutic  response. 

response  to  a typical  course  of  Efudex  therapy  is  usually 
acteristic  and  predictable.  After  3 or  4 days  of  treatment,  erythema 
ns  to  appear  in  the  area  of  keratoses.  This  is  followed  by  a moderate 
tense  inflammatory  response,  scaling  and  occasionally  moderate 
erness  or  pain.  The  height  of  this  response  generally  occurs  two 
cs  after  the  start  of  therapy  and  then  begins  to  subside  as  treatment 
opped.  Within  two  weeks  of  discontinuing  medication,  the 
mmation  is  usually  gone.  Lesions  that  do  not  respond  should 
iopsied. 


ences:  1.  Allen,  A.  C.:  The  Skin,  A Clinic opathological  Treatise , ed.  2,  New  York, 
e & Stratton,  1967,  p.  842.  2.  Dillaha,  C.  J.  ; Jansen,  G.  T.,  and  Honeycutt,  W.  M. : 
atment  of  Actinic  Keratoses  with  Topical  Fluorouracil,”  in  Waisman,  M.  (ed.): 
maceutical  Therapeutics  in  Dermatology,  Springfield,  111.,  Charles  C Thomas,  1968, 
. 3.  Belisario,  J.  C.:  Cutis,  6 :293,  1970.  4.  Sams,  W.  M.:  Arch.  Derm.,  97: 14,  1968. 
ta  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  New  Jersey.  6.  Williams,  A.  C.,  and 
, E.:  Cancer,  25: 450,  1970. 


Before  prescribing,  please  consult 
complete  product  information,  a summary  of 
which  follows: 

Indications:  Multiple  actinic  or  solar 
keratoses. 

Contraindications : Patients  with  known 
hypersensitivity  to  any  of  its  components. 

Warnings:  If  occlusive  dressing  used, 
may  increase  inflammatory  reactions  in 
adjacent  normal  skin.  Avoid  prolonged  expo- 
sure to  ultraviolet  rays.  Safe  use  in  pregnancy 
not  established. 

Precautions:  If  applied  with  fingers,  wash 
hands  immediately.  Apply  with  care  near  eyes, 
nose  and  mouth.  Lesions  failing  to  respond  or 
recurring  should  be  biopsied. 

Adverse  Reactions:  Local  — pain,  pruri- 
tus, hyperpigmentation  and  burning  at 
application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also 
reported— insomnia,  stomatitis,  suppuration, 
scaling,  swelling,  irritability,  medicinal  taste, 
photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and 
eosinophilia. 

Dosage  and  Administration:  Apply 
sufficient  quantity  to  cover  lesion  twice  daily 
with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop 
dispensers  — containing  2%  or  5%  fluorouracil 
on  a weight/  weight  basis,  compounded  with 
propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens 
(methyl  and  propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes  — containing  5%  fluor- 
ouracil in  a vanishing  cream  base  consisting 
of  white  petrolatum,  stearyl  alcohol,  propylene 
glycol,  polysorbate  60  and  parabens  (methyl 
and  propyl).  o 


^ > O, 


(fluorouracil) 

cream/solution 


Dr.  Allen  R.  Slone 

Sonoco  Products  Co. 

Hartsville 

1970-1973  Reappt, 

Dr.  Harold  IT.  Jeter,  Jr. 

408  S.  Coit  Street 

Florence 

1971-1974 

Dr.  James  F.  Dusenberr.v,  Jr. 

Oconee  County  Hospital 

Seneca 

1971-1974 

COMMITTEE  ON  MATERNAL 

HEALTH: 

Dr.  Raymond  M.  Farmer 

813  N.  Fant  St. 

Anderson 

1972-1975  (OBG) 

Dr.  JT.alsted  M.  Stone 

1 39  Church  St, 

Chester 

1972-1975  (FP) 

Dr.  Edward  J.  (Bill)  Dennis 

Medical  Univ.  IIosp. 

Charleston  (OBG) 

Dr.  Philip  P.  Claytor 

1616  Jackson  St. 

Barnwell 

1970-1973  (GP) 

Dr.  Richard  V.  Wescoat 

1010  Woodland  Dr. 

Lancaster 

1970-1973  (GP) 

Dr.  Boyce  G.  Tollison 

Medical  Center 

Easley 

1971-1974  (GP) 

Dr.  Heyward  Hudson 

3017  Augusta  Rd. 

Greenville 

1970-1973  (OBG) 

Dr.  Hilla  Sheriff  (State  Board  of  Health) 

Columbia 

COMMITTEE  ON  INFANT  AND  CHILD  HEALTH: 

Dr.  Preston  II.  Edwards 

N.  Limestone  St. 

Gaffney 

1972-1975  (GP)  Rpt. 

Dr.  C.  Guy  Castles,  Jr. 

1417  Gregg  St. 

Columbia 

1972-1975  (PED) 

Dr.  W.  C.  Ilearin,  Jr. 

12  S.  Leach  St. 

Greenville 

1972-1975  (OBG) 

Dr.  Stanton  L.  Collins 

907  Burroughs  St, 

Conway 

1970-1973  (OBG) 

Dr.  David  C.  McLean 

248  S.  Irby  St. 

Florence 

1970-1973  (PED) 

Dr.  J.  Richard  Sosnowski 

231  Calhoun 

Charleston 

1971-1974  (GYN) 

Dr.  William  H.  Lee 

210  N.  Pine  St. 

Seneca 

1971-1974  (PED) 

Dr.  James  Thrailkill 

34  Foundry  Hill  Rd. 

Cheraw 

1971-1974  (GP) 

Dr.  David  G.  Askins,  Jr. 

11 15  N.  Main  St. 

Marion 

1971-1974  (GP) 

Dr.  Hilla  Sheriff  (State  Board  of  Health) 

Columbia 

Sub-Committee : Committee  on  School  Health 

MEMORIAL  COMMITTEE: 

Dr.  Robert  W.  Patton 

1169  Oakland  Ave. 

Rock  Hill 

1972-1975  Reappt. 

Dr.  Buford  S.  Chappell 

2011  Hampton  St. 

Columbia 

1970-1973 

Dr.  J.  Decherd  Guess 

200  E.  North  St, 

Greenville 

1971-1974 

COMMITTEE  ON  HISTORICAL 

MEDICINE: 

Dr.  Leon  Banov,  Jr. 

1041/2  Rutledge  Ave. 

Charleston 

1970-1973  Reappt, 

Dr.  Chapman  Milling' 

1515  Bull  St. 

Columbia 

1970-1973 

Dr.  Julian  P.  Price 

248  S.  Irby  St. 

Florence 

1971-1974 

COMMITTEE  ON  CONSTITUTION  AND  BY-LAWS: 

Dr.  Kenneth  N.  Owens 

148  Waterloo  St.,  SW 

Aiken 

1972-1975  Reappt. 

Dr.  Halsted  M.  Stone 

139  Church  St, 

Chester 

1972-1975  Reappt. 

Dr.  Joseph  D.  Thomas 

546  S.  Palmetto  Ave. 

Denmark 

1972-1975  Reappt, 

Dr.  William  H.  Hunter 

217  Pendleton  St. 

Clemson 

1970-1973  Reappt. 

Dr.  J.  Gavin  Appleby 

202  Gavin  St, 

St,  George 

1970-1973  Reappt. 

Dr.  W.  Carl  Walsh,  Jr. 

Doctor’s  Clinic 

Easley 

1971-1974  Reappt. 

Dr.  Louie  B.  Jenkins 

42  Gadsden  St. 

Charleston 

1971-1974 

MEDIATION  COMMITTEE:  (Elected  by  SCMA  House  of  Delegates:  3-year  terms) 


Dr.  Arthur  S.  Jenkins 
Dr.  Guy  C.  IJeyl,  Jr. 

Dr.  Ralph  P.  Baker 

Dr.  William  J.  Bannen,  Jr. 

Dr.  Max  A.  Culp 


512  S.  Ribaut  Rd.  (1st)  Beaufort 

525  Richland  Ave.,  W (2nd)  Aiken 
1307  Hunt  St.  (3rd)  Newberry 

304  S.  Main  St.  (4th)  Simpsonville 

101  Allison  St.  (5th)  Fort  Mill 


1972-1975 

1970- 1973 

1971- 1974 

1972- 1975  Reappt. 
1970-1973  Reappt. 
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Dr.  James  S.  Garner 
Dr.  David  D.  Moise 
Dr.  John  W.  Rheney,  Jr. 
Dr.  W.  A.  Wallace 


110  E.  Proctor  St 
5 Medical  Court 
620  Carolina  NE 
251  Pine  St. 


(6th)  Mullins 
(7th)  Sumter 
(8th)  Orangeburg 
(9th)  Spartanburg 


1971- 1974 

1972- 1975 

1970- 1973  Reappt. 

1971- 1974  Reappt. 


BENEVOLENCE  FUND  COMMITTEE:  (Elected  by  SCMA  House  of  Delegates:  3-year  terms) 


Dr.  Louis  P.  Jervey 
Dr.  V.  Wells  Brabham,  Jr. 
Dr.  Clay  W.  Evatt,  Jr. 


65  Gadsden  St. 
930  Holly  St..  NE 
91  Rutledge  Ave. 


Charleston 

Orangeburg 

Charleston 


1972-1975 

1970- 1973  Reappt. 

1971- 1974  Reappt. 


STATE  BOARD  OF  NURSING  EXAMINERS  (Appointed  by  Governor)  5-year  appointments 

Dr.  J.  Richard  Allions  1513  Gregg  Street  Columbia  1968-1973 

Dr.  Andrew  J.  Whitaker  1701  St.  Julien  PI.  Columbia  1972-1977 


HOSPITAL  ADVISORY  COUNCIL  TO  THE  STATE  BOARD  OF  HEALTH 


(Appointed  by  Governor)  4-Year 

Dr.  Laurie  L.  Brown 
Dr.  Cyril  O.  Spann 
Dr.  Michael  F.  Patton 


appointments. 

V.  A.  Hospital 
2226  Hampton  Street 
General  Hospital 


Charleston  1972-1976 
Columbia  1970-1974 
Spartanburg  1971-1975 


MEDICAL  ADVISORY  BOARD  OF  THE  SOUTH  CAROLINA  INDUSTRIAL 
COMMISSION  (2-year  term) 

Radiologists : 

Dr.  Hyman  II.  Addlestone,  St.  Francis  Xavier  Hospital,  Charleston,  S.  C.  29401 
Dr.  J.  Harvey  Atwill,  Jr.,  550  Carolina  Avenue,  Orangeburg,  S.  C.  29115 
Dr.  Rupert  E.  Hodges,  General  Hospital,  Spartanburg,  S.  C.  29303 
Pathologists : 

Dr.  Edward  E.  McKee,  Medical  University,  Charleston,  S.  C.  29401 
Dr.  Hunter  W.  May,  Self  Memorial  Hospital,  Greenwood,  S.  C.  29646 
Dr.  James  Greiner,  McLeod  Infirmary,  Florence,  S.  C.  29501 
Medical  Doctors : 

Dr.  Waitus  O.  Tanner,  1412  Barnwell  St.,  Columbia,  S.  C.  29201 
Dr.  William  W.  Edwards,  601-B  Arlington  Avenue,  Greenville,  S.  C.  29601 
Dr.  C.  Tucker  Weston,  1410  Barnwell  St.,  Columbia,  S.  C.  29201 
Member  at  Large : 

Dr.  Shephard  N.  Dunn,  1520  Laurel  St.,  Columbia,  S.  C.  29201 


STATE  BOARD  OF  MEDICAL  EXAMINERS  OF  SOUTH  CAROLINA 


(Appointed  by  Governor)  4-year  term 


Dr.  A.  Richard  Johnston 
Dr.  Kirby  D.  Shealy 
Dr.  William  P.  Turner 
Dr.  Charles  N.  Wyatt 
Dr.  Roderick  Macdonald 
Dr.  Harold  S.  Gilmore 
Dr.  Leonard  W.  Douglas 
Dr.  William  O.  Whetsell 


210  Parler  Avenue 
1419  Blandiug  St. 
218  North  Main  St. 
301  Coffee  Street 
330  E.  Main  St. 

P.  O.  Box  645 
857  Holly  St.,  NE 


St.  George 

Columbia 

Greenwood 

Greenville 

Rock  Hill 

Nichols 

Belton 

Orangeburg 


1st  Dis. 

2nd  Dis. 

3rd  Dis. 

4th  Dis. 

5th  Dis. 

6th  Dis. 

Member  at  Large 
Member  at  Large 


April  1973  Reappt. 
April  1975  Reappt. 
April  1973  Reappt. 
April  1974  Reappt. 
April  1975  Reappt. 
April  1976  Reappt. 
April  1976 
April  1974  Reappt. 


TUBERCULOSIS  CONTROL  ADVISORY  COMMITTEE:  (State  Board  of 
Health)  2-year  appointment  by  Governor) 

Dr.  E.  Alex  Heise  108  N.  Magnolia  Street  Sumter  1972-1974 


September,  1972 


367 


ACTIVE  COMMITTEES  — APPOINTED  BY  COUNCIL  — 1972-1973 

Investment  Committee 

Dr.  Howard  Stokes 
Dr.  John  D.  Gilland 
Dr.  Harold  P.  Hope 
Dr.  Harrison  Peeples 
Dr.  Waitus  0.  Tanner 
Mr.  M.  L.  Meadors  — Ex  Officio 
Dr.  Edward  F.  Parker 


161  W.  Cheves  St.,  Florence  29501 
905  Bell  St.,  Conway  29526 
429  E.  Main  Street,  Union,  S.  C.  29379 
Estill  29918 

1412  Barnwell  St.,  Columbia  29201 

113  N.  Coit  St.,  Florence  29501 

158  Rutledge  Avenue,  Charleston  29403 


Ad  hoc  Committee  on  Organ  Transplants  (Appointed  by  Dr.  Eaddy)  Voted  by 
Council,  May  1968,  to  be  on  a permanent  basis 
Dr.  Dan  W.  Ellis  Medical  University  Hospital 

Dr.  Curtis  P.  Artz  Medical  University  Hospital 

Dr.  Arthur  V.  Williams  Medical  University  Hospital 

Dr.  Pete  C.  Gazes  Medical  University  Hospital 

Dr.  H.  Biemann  Othersen,  Jr.  Medical  University  Hospital 


SUB-COMMITTEE  ADVISORY  COMMITTEE  TO  THE  S.  C. 
VOCATIONAL  REHABILITATION  DEPARTMENT 


General  Surgery 

Dr.  J.  Kilgo  Webb,  Chairman 

Greenville 

Internal  Medicine 

Dr.  Richard  M.  Christian 

Greenwood 

Neurology 

Dr.  Albert  F.  Aiken 

Charleston 

General  Surgery 

Dr.  Harry  J.  Metropol 

Columbia 

Otolaryngology 

Dr.  A.  Frank  Weir,  Jr. 

Spartanbur 

Psychiatry 

Dr.  Robert  N.  Milling 

Columbia 

Anesthesiology 

Dr.  Roy  E.  Hudgens,  Jr. 

Florence 

General  Practice 

Dr.  Malcolm  L.  Marion 

Chester 

Internal  Medicine 

Dr.  Charles  P.  Summerall,  ITT 

Charleston 

Orthopedics 

Dr.  Roland  M.  Knight 

Greenville 

Urology 

Dr.  Joseph  II.  Miller,  III 

Columbia 

State  Health  Officer 

Dr.  E.  Kenneth  Aycock 

Columbia 

State  Medical  Consultant 

Dr.  Ben  N.  Miller 

Columbia 

1972-1973  Peer  Review  Committee: 

District  1 — Dr.  Thomas  W.  Messervv,  Summerville  29483 

District  2 — Dr.  Paul  T.  Hopkins,  Columbia  29201 

District  3 — Dr.  E.  Mims  Mobley,  Greenwood  29646 

District  4 — Dr.  Lucius  M.  Cline,  Jr.,  Greenville  29601 

District  5 — Dr.  Allen  P.  Jeter,  Winnsboro  29180 

District  6 — Dr.  Edward  L.  Proctor,  Conway  29526 

District  7 — Dr.  Wallis  D.  Cone,  Sumter  29150 

District  8 — Dr.  James  Id.  Gressette,  Orangeburg  29115 

District  9 — Dr.  Michael  F.  Patton,  Spartanburg  29303 

Member  at  Large  — Dr.  J.  Anthony  White,  Easley  29640 


Permanent  Home  Committee: 

District  1 — Dr.  J.  Manly  Stallworth,  Charleston 
District  2 — Dr.  C.  Tucker  Weston,  Columbia 
District  3 — 

District  4 — Dr.  James  C.  Brice,  Jr.,  Easley 


Term  expires  May  1973 
Term  expires  May  1973 
Term  expires  May  1973 
Term  expires  May  1974 
Term  expires  May  1974 
Term  expires  May  1974 
Term  expires  May  1975 
Term  expires  May  1975 
Term  expires  May  1975 
Term  expires  May  1975 
Term  expires  May  1975 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & 


COMPANY,  INC.,  RICHMOND,  VIRGINIA  2321  7 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  rangt 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all  * 

antibiotics,  in  vitro  susceptibility  studies  ^ 
should  be  performed. 


1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 


In  usual  IV  doses,  Lincocin  (lincomycii 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  no 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  1 00  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 


> Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


c . 


ections  caused  by  susceptible  strains 
pneumococci,  streptococci,  and 
phylococci,  including  penicillin- 
istant  strains.  Staphylococcal  strains 
istantto  Lincocin  (lincomycin 
frochloride,  Upjohn)  have  been 
overed.  Before  initiating  therapy, 
ture  and  susceptibility  studies  should 
performed.  Lincocin  has  proved 
uable  in  treating  patients  hyper- 
sitive  to  penicillin  or  cephalosporins, 
ce  Lincocin  does  not  share 
igenicity  with  these  compounds, 
wever,  hypersensitivity  reactions 
!Q  been  reported,  some  of  these  in 
ients  known  to  be  sensitive  to 
licillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


ill  tolerated  at  infusion  site:  Lincocin 
'avenous  infusions  have  not 
iduced  local  irritation  or  phlebitis, 
in  given  as  recommended.  Lincocin 
sually  well  tolerated  in  patients  who 
hypersensitive  to  other  drugs, 
yertheless,  Lincocin  should  be  used 
itiously  in  patients  with  asthma  or 
lificant  allergies. 


)atientswith  impaired  renal  function, 
recommended  dose  of  Lincocin 
>uld  be  reduced  to  25—30%  of 
dose  for  patients  with  normal 
ney  function.  Its  safety  in 
gnant  patients  and  in  infants 
; than  one  month  of  age  has 
been  established. 

icocin  may  be  used  with  other 
imicrobial  agents:  Since  Lincocin 
:able  over  a wide  pH  range,  it  is 
able  for  incorporation  in 
avenous  infusions;  it  also  may  be 


( 1 incomyci  n hydroch  loride, Upjohn) 

Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 

Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


"Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms. particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatmer 
Skin  and  mucous  membranes— Skin  rashe 
urticaria,  vaginitis,  and  rare  instances  of  e 
foliative  and  vesiculobullous  dermatitis  ha 
been  reported.  Liver— Although  no  direct  r 
lationship  to  liver  dysfunction  is  establishe 
jaundice  and  abnormal  liver  function  te; 
(particularly  serum  transaminase)  have  be< 
observed  in  a few  instances.  Cardiovascul 
—Instances  of  hypotension  following  pare 
teral  administration  have  been  reporte 
particularly  after  too  rapid  IV  administr 
tion.  Rare  instances  of  cardiopulmonary  i 
rest  have  been  reported  after  too  rapid  1 
administration.  If  4.0  grams  or  more  admi 
istered  IV,  dilute  in  500  ml  of  fluid  ai 
administer  no  faster  than  100  ml  per  hoi 
Special  senses— Tinnitus  and  vertigo  ha 
been  reported  occasionally.  Local  reactio 
—Excellent  local  tolerance  demonstrated 
intramuscularly  administered  Lincoc 
(lincomycin  hydrochloride).  Reports  of  pt 
following  injection  have  been  infreque: 
Intravenous  administration  of  Lincocin 
250  to  500  ml  of  5%  glucose  in  distil’ 
water  or  normal  saline  has  produced 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg  and  500  t 
Capsules— bottles  of  24  and  100.  Ster , 
Solution,  300  mg  per  ml— 2 and  10  ml  vi. 
and  2 ml  syringe.  Syrup,  250  mg  per  5 
—60  ml  and  pint  bottles. 

For  additional  product  information,  cons 
the  package  insert  or  see  your  Upjo> 
representative. 

MED  B-6-S  (KZL-7)  JA71-16 

The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


District  5 — Dr.  Rion  M.  Rutledge,  Rock  Hill 
District  6 — Dr.  Roy  E.  Hudgens,  Florence 
District  7 — Dr.  T.  Marion  Davis,  Greenville 
District  8 — Dr.  James  II.  Gressette,  Orangeburg 
District  9 — Dr.  James  L.  Duncan,  Spartanburg 


PULMONARY  PHYSIOLOGY  SEMINAR 
OCTOBER  2 - 6,  1972 


A five-day  course  in  pulmonary  physiology 
and  pulmonary  function  will  be  held  October 
2 - 6,  1972  at  the  Veterans  Administration  Hos- 
pital, Charleston,  South  Carolina.  It  will  be 
conducted  with  the  particular  interests  and 
needs  of  Nurses,  Inhalation  Therapists,  Pul- 
monary Function  Technologists  and  Physical 
Therapists  in  mind.  Other  paramedical  per- 
sonnel in  South  Carolina  and  surrounding 
states,  as  well  as  interested  physicians,  are 
also  encouraged  to  attend. 

Presentations  by  recognized  experts  will  be 
given.  Areas  of  instruction  will  include 
Anatomy  and  Function  of  Lung,  Demonstra- 
tion and  Discussion  of  Spirometry,  Pulmonary 
Physiology,  Demonstration  and  Discussion  of 
Lung  Volumes,  lladiosotopes  in  Pulmonary 
Function,  Blood  Gas  Equipment,  Acid  Base 
Balance,  and  Demonstration  of  Physiotherapy 
of  Chest  and  Respirators.  There  will  also  be  a 
panel  discussion  on  the  Team  Approach  to 
Respiratory  Care. 

Tire  registration  fee  is  $40.00.  Enrollment 
will  be  limited  to  a maximum  of  75,  and  a 


minimum  of  25.  A brochure  containing  the 
course  agenda  and  registration  forms  will  be 
mailed  in  the  near  future  to  individuals  in 
South  Carolina  and  nearby  states.  Two  social 
functions  will  be  held  for  the  trainees. 

The  above  course  is  under  the  direction  of 
Dr.  Robert  Galphin,  Assistant  Professor  of 
Medicine,  Medical  University  of  South  Caro- 
lina, and  Director  of  Pulmonary  Services  and 
Laboratories  of  the  Charleston  Veterans  Ad- 
ministration Hospital  and  Charleston  County 
Hospital. 

The  South  Carolina  Regional  Medical  Pro- 
gram and  the  Division  of  Continuing  Educa- 
tion of  the  Medical  University  of  South  Caro- 
lina are  co-sponsors.  For  registration  or  fur- 
ther information,  interested  persons  may  con- 
tact: 

Vince  Moseley,  M.D.,  Director 
Division  of  Continuing  Education 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
Telephone  (803)  792-4241 
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Dr.  Leonard  W.  Douglas,  who  has  prac- 
ticed medicine  in  Belton  for  14  years,  has 
been  elected  to  the  South  Carolina  State 
Board  of  Medical  Examiners.  Dr.  Allen  H. 
Johnson  has  been  named  chief  of  medical 
service  at  Charleston  County  Hospital,  where 
he  will  be  responsible  for  directing  the  train- 
ing of  internal  medicine  students,  interns 
and  residents  assigned  to  the  hospital.  Dr. 
Johnson  was  also  elected  president  of  the 
County  Hospital  medical  staff.  Dr.  Robert 
L.  Lumpkin,  a 17-vear  practitioner  in  ob- 
stetrics-gynecology, has  been  elected  to  the 
Georgetown  County  Memorial  Hospital 
Board  of  Trustees. 


Dr.  Eli  M.  Nadel, 

a nationally 
known  patholo- 
gist and  medical 
educator  fro  m 
St.  Louis,  Mis- 
souri, has  been 
appointed  Chief 
of  Staff  at  the 
Veterans  Admin- 
istration H o s- 
pital  and  an  As- 
sociate Dean  at 
the  Medical  University.  Dr.  Nadel  received 
his  M.D.  in  1945  at  the  I jong  Island  College 
of  Medicine  and,  prior  to  coming  to  Charles- 
ton, served  from  1968  as  the  Associate  Dean, 
Professor  and  Acting  Chairman  of  Path- 
ology and  Professor  of  Community  Medicine 
at  St.  Louis  University  School  of  Medicine. 

Dr.  Karl  Eurenius  has  also  been  appointed 
to  the  medical  staff  of  the  Charleston  Vet- 
erans Administration  Hospital.  He  is  a 1965 


graduate  of  Cornell  University  Medical 
School  and  joins  the  VA  staff  after  com- 
pletion of  three  years  with  the  IT.  S.  Army 
Institute  of  Surgical  Research.  Capt.  Donald 
W.  Robinson,  Naval  Hospital  commanding 


officer,  has  been  named  head  of  the  Naval 
Regional  Medical  Center  established  re- 
cently in  Charleston. 

Dr.  H.  Biemann  Othersen,  chairman  of  the 
division  of  pediatric  surgery  at  the  Medical 
University  of  South  Carolina,  was  elected 
president  of  the  Charleston  unit  of  the  Amer- 
ican Cancer  Society  at  its  annual  meeting. 
Dr.  Stanley  Karesh  will  serve  as  first  vice 
president.  Dr.  Leland  J.  Brannon,  director 
of  the  State  Board  of  Health’s  cancer  clinic 
at  Richland  Memorial  Hospital,  has  retired 
after  94  years  of  service.  Dr.  Brannon  grad- 
uated from  the  Medical  University  of  South 
Carolina  and  has  been  director  of  the  clinic 
since  its  inception  Dr.  Raymond  C.  Ramage 
has  been  ordained  one  of  four  Episcopal 
“worker-priests”  in  the  United  States.  Dr. 
Ramage,  a general  and  thoracic  surgeon, 
joined  the  medical  staff  of  Greenville  Gen- 
eral Hospital  in  1953.  Dr.  Robert  L.  Lumpkin 
of  Georgetown  has  been  named  a member  of 
the  South  Carolina  Wildlife  and  Marine  Re- 
sources Commission. 

Dr.  John  Logan  Ward,  a Rock  Hill  native 
and  graduate  of  the  Medical  University,  has 
been  named  director  of  pathology  for  Rich- 
land Memorial  Hospital.  Dr.  Hoke  Frederick 
Henderson,  Jr.  has  also  joined  the  hospital 
staff  as  a pathologist.  Dr.  Henderson  re- 
ceived his  medical  degree  from  the  Univer- 
sity of  North  Carolina  School  of  Medicine. 
Dr.  Edward  J.  Dennis  of  Charleston  has  been 
named  director  of  staff  obstetrics-gynecol- 
ogy at  Richland  Memorial  Hospital.  Dr. 
Dennis  has  been  a member  of  the  faculty  at 
the  Medical  University  since  1955  and  will 
direct  and  supervise  the  activities  and  ed- 
ucation of  the  hospital’s  Ob-Gyn  residents 
and  interns. 

Five  resident  physicians  at  Spartanburg 
General  Hospital  have  completed  their  ser- 
vice. Drs.  William  Miles  and  Rayford  Quinn 
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will  be  associated  with  Dr.  David  K.  Stokes, 
Jr.,  in  his  practice  of  medicine  in  Inman.  Dr. 
Paul  Davis  of  Darlington  is  returning  to  the 
Medical  University  for  the  remainder  of  his 
otolaryngology  training.  Dr.  Arnold  L.  Den- 
ier will  complete  three  years  of  his  residency 
in  October  and  begin  practice  in  Inman.  Dr. 
Martin  Key  has  completed  the  first  year  of 
Family  Practice  residency. 

Dr.  James  M.  Ford  is  now  associated  with 
Dr.  H.  G.  Royal  at  Langley.  He  is  a gradu- 
ate of  the  Medical  College  of  Georgia  and 
did  his  post-graduate  internship  at  Eugene 
Talmadge  Memorial  Hospital  in  Augusta. 

Dr.  Allen  H.  Strickland  has  begun  his 
duties  at  the  Colleton  County  Hospital  as  an 
associate  of  Dr.  X.  Carroll  Brown,  radiolo- 
gist. Dr.  T.  James  Bell,  Jr.  has  joined  Dr.  M. 
B.  Nickles,  Jr.  in  the  practice  of  general 
family  medicine  in  Hartsville. 

Dr.  Hamilton  Earl  Russell,  Jr.  has  com- 
pleted his  studies  at  the  Medical  University 
and  has  joined  Drs.  Thomason,  Amspacher 
and  Grimball  in  the  practice  of  general  sur- 
gery in  Greenville.  Drs.  Henry  W.  Moore 
and  C.  Guy  Castles,  Jr.  have  announced  their 
professional  association  effective  July  1. 
They  will  practice  pediatrics  at  1417  Gregg 
Street,  Columbia.  Dr.  DeWitt  Niles,  graduate 


Six  physicians  outstanding  in  the  field  of 
hypertension  will  constitute  the  guest  faculty 
for  a one  day  seminar  entitled  DIAGNOSIS 
AND  MANAGEMENT  IN  THE  HYPER- 
TENSIVE PATIENT  to  be  presented  on 
November  10,  1972,  at  the  Medical  University 
of  South  Carolina,  Charleston,  S.  C.,  under 
the  direction  of  the  Renal  Division  of  the  De- 
partment of  Medicine.  The  speakers  include 
Ray  W.  Gifford,  M.  D.,  Cleveland  Clinic 
Foundation;  Robert  H.  Heptinstall,  M.  D., 
Johns  Hopkins  University  School  of  Medicine; 
John  H.  Laragh,  M.  D.,  Columbia  University 
College  of  Physicians  and  Surgeons;  James  C. 
Melby,  M.  D.,  Boston  University  Hospital; 
James  C.  Hunt,  M.  D.,  Mayo  Clinic  and 
Foundation;  and  Frank  A.  Finnerty,  M.  D., 
Georgetown  University  School  of  Medicine. 
The  Clinical  application  of  recent  knowledge 


of  the  University  of  New  York  at  Syracuse, 
has  recently  moved  to  Anderson,  where  he 
will  be  associated  with  the  Anderson  Anes- 
thesia Associates.  Dr.  Darwin  W.  Keller,  a 
Spartanburg  native,  has  completed  residency 
training  at  the  Medical  University  of  South 
Carolina  and  will  return  to  Spartanburg  to 
go  into  private  practice. 

Dr.  Carroll  A.  Pinner,  a resident  at  Green- 
ville General  Hospital  in  Greenville,  South 
Carolina  today  received  one  of  the  sixteen 
annual  Mead  Johnson  Awards  for  Graduate 
Education  in  Family  Practice.  The  award 
consists  of  $1,200  to  be  used  to  help  defray 
the  expenses  of  a year’s  training  in  a family 
practice  residency.  The  awards  program  was 
established  in  1952  by  the  American  Acad- 
emy of  Family  Physicians,  Kansas  City 
Missouri.  Dr.  Pinner  is  a native  of  Peak, 
South  Carolina.  He  received  his  MD  degree 
from  Bowman  Gray  School  of  Medicine  in 
Winston-Salem,  North  Carolina  in  1971.  He 
is  the  son  of  Dr.  & Mrs.  C.  A.  Pinner,  Jr.  of 
Peak,  South  Carolina.  Dr.  Pinner  started  his 
second  year  of  training  in  a family  practice 
residency  at  Greenville  General  Hospital, 
Greenville,  S.  C.  in  July.  Funds  for  the 
Academy’s  program  are  provided  by  Mead 
Johnson  Laboratories,  manufacturer  of 
infant  nutritional  products. 


will  be  stressed.  Topics  covered  should  be  of 
particular  interest  to  family  physicians,  intern- 
ists, obstetricians  and  gynecologists,  cardiolo- 
gists and  nephrologists.  For  family  physi- 
cians, six  hours  of  AAFP  credits  will  be 
awarded.  Registration  fee  is  $15.00. 

The  above  program  is  jointly  sponsored 
by  the  Renal  Division,  Department  of  Medi- 
cine and  the  Division  of  Continuing  Educa- 
tion of  the  Medical  University  of  South  Caro- 
lina and  by  G.  D.  Searle  and  Company. 

For  further  information  and  registration, 
please  contact: 

Vince  Moseley,  M.  D.,  Director 
Division  of  Continuing  Education 
Medical  University  of  South  Carolina 
80  Barre  Street 

Charleston,  South  Carolina  29401 
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The  Medical  University  of  South  Carolina 
lias  received  a $221,000  federal  grant  to  train 
military  corpsmen  as  assistants  to  physicians 
located  throughout  South  Carolina.  A year  of 
intense  training  will  he  given  to  qualify  the 
corpsmen  to  handle  a number  of  routines— 
from  taking  parts  of  physical  examinations  to 
suturing  minor  lacerations— under  the  super- 
vision of  doctors.  The  program  is  commonly 
known  as  MEDEX,  a French  acronym  for 
physician  extension.  It  will  be  administered 
by  the  College  of  Allied  Health  Sciences. 


Dr.  Joseph  V.  Fisher,  former  president  of 
the  Michigan  Chapter  of  the  American  Acad- 
emy of  Family  Physicians,  has  joined  the 
faculty  at  the  Medical  University  of  South 
Carolina.  Dr.  Fisher  has  been  appointed  an 
associate  professor  in  the  Department  of 
Family  Practice.  He  is  beginning  his  teaching 
experience  here  after  26  years  of  general  prac- 
tice in  Chelsea,  Michigan.  He  was  president 
of  the  Michigan  Chapter  of  the  American 
Academy  of  Family  Physicians  for  1971-72. 


Dr.  Thomas  B.  Iligerd  and  Dr.  Edward  R. 
Bannister  have  been  appointed  as  assistant 
professors  in  the  Department  of  Microbiology 
at  the  Medical  University  of  South  Carolina. 
Dr.  Bannister  serves  as  director  of  the  Bac- 
teriology Diagnostic  Faboratory  and  Dr.  Hig- 
erd  specializes  in  bacterial  physiology.  Dr. 
Bannister  has  a B.S.  degree  in  zoology  from 
Marshall  University,  Huntington,  W.  Va.;  and 
an  M.S.  degree  in  bacteriology  from  the  Uni- 
versity of  Georgia.  He  was  awarded  his  Ph.D. 
in  microbiology  in  1970  at  the  University  of 
Oklahoma.  Dr.  Higerd,  a native  of  Pittsburgh, 
Pa.,  is  a 1964  graduate  of  Washington  and 
Jefferson  College  in  Washington,  Pa.,  with  a 
B.A.  in  biology.  He  earned  his  Ph.  D.  degree 
at  Wayne  State  University  School  of  Medi- 
cine, Detroit,  Mich.,  where  he  majored  in 
microbiology. 


Dr.  W.  Burwell  Dunn  and  Dr.  Ervin  B. 
Shaw  have  been  appointed  Teaching  Fellows 
in  Pathology  at  the  Medical  University  of 
South  Carolina.  Their  appointment  is  for  the 
period  July  1,  1972,  through  June  30,  1973. 


DR.  ZANKEL  TO  TEACH  STROKE 
REHABILITATION 


Dr.  Harry  T.  Zankel,  Professor  of  Rehabilita- 
tion Medicine,  Allen  University,  Columbia 
has  been  awarded  a Title  I grant  of  the 
Higher  Education  Act  of  1965  to  teach 
STROKE  REHABILITATION  to  Graduate 
Nurses,  Therapists  and  other  paramedical  per- 
sonnel. These  sessions  will  be  for  small  groups 


and  will  be  held  at  Allen  University  for  a 
period  of  three  hours  on  a one-time  basis.  The 
instruction  will  be  based  on  Dr.  Zankel’s  book 
Stroke  Rehabilitation,  recently  published  by 
Charles  C.  Thomas.  Interested  people  should 
write  to  Dr.  Zankel,  at  Allen  University,  1530 
Harden,  Columbia,  S.  C.  29204. 
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vacation  in 
a vial: 
the  spasm 
reactors 
in  your  practice 
deserve 


‘the  ^Donnatal  TLffect” 


each  tablet,  capsule  or 
5 cc.  teaspoon  fu  I of  elixir  ( 23%  alcohol 1 


each  Donnatal 
No.  2 


each 

Extentab® 


hyoscyamine  sulfate 

0.1037 

mg. 

0.1037 

mg. 

0.3111  mg. 

atropine  sulfate 

0.0194 

mg. 

0.0194 

mg. 

0.0582  mg. 

hyoscine  hydrobromide 

0.0065 

mg. 

0.0065 

mg. 

0.0195  mg. 

phenobarbital  l 

V*  gr.)  16.2 

mg. 

(Vi  gr. ) 32.4 

mg. 

( 3/i  gr. ) 48.6  mg. 

Iwarning:  may  be  habil  formingl 

Brief  summary.  Side  effects:  Blurring  of  vision,  dry  mouth,  difficult 
urination,  and  flushing  or  dryness  of  the  skin  may  occur  on  higher 
dosage  levels,  rarely  on  usual  dosage.  Administer  with  caution  to 
patients  with  incipient  glaucoma  or  urinary  bladder  neck  obstruction 
as  in  prostatic  hypertrophy.  Contraindicated  in  patients  with  acute 
glaucoma,  advanced  renal  or  hepatic  disease  or  hypersensitivity  to 
any  of  the  ingredients. 


/Wf^OBINS 


A.  H.  ROBINS  COMPANY,  RICHMOND,  VIRGINIA  23220 


ju  capsules 

Allbee  withC 


2 ways  to  provide  o doily 
therapeutic  supply  of  Vitamin  Cs 

15  baked  potatoes  (skins  and  all!) 

or  one  capsule  of 
Allbee*  with  C 

About  20  mg.  Vitamin  C in  one  baked  potato  (2V2"  diameter). 


/I'Hf^OBINS 


Each  capsule  Contains: 


Thiamine  mono- 

nitrate (Vit  B,) 

15  mg 

Riboflavin  (Vit.  B2) 

10  mg 

Pyndoxme  hydro- 

chloride (Vit.  B6) 

5 mg 

To  many  people  the  evening  meal  just 
isn’t  complete  without  potatoes.  But 
your  patient  would  have  to  eat  15  of 
them  (skins  and  all!)  to  get  as  much 
Vitamin  C as  is  contained  in  just  one 
Allbee  with  C capsule  taken  daily.  A 
bottle  of  30  (month’s  therapeutic  dose) 
supplies  as  much  ascorbic  acid  as  450 
potatoes,  plus  full  therapeutic  amounts 
of  the  B-complex  vitamins.  For  the 
patient  who  is  counting  calories,  Allbee 
with  C is  small  potatoes  because  the  B’s 
and  C are  water  soluble.  Consider  the 
number  of  calories  in  15  potatoes,  not 
to  mention  the  mountain  of  butter  and 
sour  cream.  Albee  with  C is  avail- 
able at  pharmacies  in  the  handy 
bottle  of  30  and  the  economy 
size  of  100  on  your  prescrip- 
tion or  recommendation. 


A.  H.  Robins  Company, 
Richmond,  Va.  23220 


E.  Kenneth  Aycock,  M.D.,  M.P.H. 
Secretary  and  State  Health  Officer 


Important  Information  About  Controlled 
Substances 


SALE  AND  USE  OF  METHADONE  RE- 
STRICTED: Act  No.  1448,  which  was  passed 
by  the  South  Carolina  General  Assembly  on 
June  21,  1972,  has  the  following  provisions  of 
interest  to  physicians: 

1.  A Methadone  Council  is  formed,  con- 
sisting of  the  Commissioner  of  Narcotics  and 
Controlled  Substances,  the  Commissioner  of 
Mental  Health,  the  State  Health  Officer,  two 
physicians  and  two  pharmacists.  The  Council 
has  absolute  and  exclusive  control  over  metha- 
done programs  in  South  Carolina. 

2.  Methadone  and  its  sales  are  restricted: 

(a)  to  programs  and  facilities  approved 
by  the  Council; 

( b ) to  use  in  a hospital. 

3.  No  supplier,  distributor,  or  manufacturer 
shall  sell  or  distribute  methadone  or  its  salts 
to  any  person  other  than  a hospital  licensed 
by  the  State  Board  of  Health,  or  a hospital  or 
other  facility  approved  by  the  State  Depart- 
ment of  Mental  Health,  or  a facility  approved 
for  a methadone  program  by  the  Council. 

4.  Pharmacies  and  physicians  with  a stock 
of  methadone  on  hand  SHALL  DISPOSE  of 
SUCH  STOCK  within  one  year  of  the  effec- 
tive date  of  the  Act.  Such  disposal  may  be 
through  sale  to  a facility  approved  by  the 
Council,  and  such  sale  (or  transfer)  must  be 
on  Federal  Controlled  Substances  Order 
Forms  (Forms  BND-222). 


REPORTS  OF  THEFTS  OF  CON- 
TROLLED SUBSTANCES  (any  quantity, 
any  schedule)  must  be  made  to  the  Narcotic 
and  Dmg  Control  Division,  State  Board  of 
Health,  2600  Bull  Street,  Columbia,  South 
Carolina,  29201  on  forms  which  may  be  ob- 
tained from  the  Division,  even  though  the 
stolen  items  are  subsequently  recovered.  The 
proper  filing  of  four  copies  with  the  Division 
will  enable  one  report  to  suffice,  as  copies  are 
forwarded  to  the  Federal  Bureau  of  Narcotics 
and  Dangerous  Drugs,  which  relieves  the 
registrant  of  making  more  than  one  reporting. 

SURRENDER  OF  UNDESIRED  STOCKS 
OF  CONTROLLED  SUBSTANCES  (old 
stock,  excess  stock,  decomposed  drugs,  etc.) 
may  be  accomplished  by  the  registrant  making 
an  inventory  of  drugs  or  substances  that  he 
wishes  to  surrender  in  quintuplicate,  and 
notifying  the  Narcotics  and  Drug  Control 
Division  of  his  desire  to  dispose  of  them. 
Forms  for  the  surrender  (BND-41)  may  be 
obtained  upon  request  from  the  Division. 
When  notified  that  the  packages  to  be  de- 
stroyed are  prepared,  an  inspector  or  agent 
will  call  for  them,  or  they  may  be  shipped, 
tape-sealed  by  prepaid  express  or  registered 
mail  to  the  Regional  Director,  Bureau  of 
Narcotics  and  Dangerous  Drugs,  201  N.  E. 
Twelfth  Street,  Miami,  Florida,  33132. 
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STATE  RULES  AND  REGULATIONS 
concerning  controlled  substances  may  be 
obtained  upon  request  from  the  Narcotic  and 
Drug  Control  Division,  State  Roard  of  Health, 
at  no  charge.  Current  copies  of  these  regula- 
tions have  been  mailed  to  each  pharmacy 
within  the  State  already,  and  the  pharmacy 
will  probably  make  them  available  for  tem- 
porary use  upon  request.  FEDERAL  REGU- 
LATIONS may  be  obtained  at  a cost  of  sixty 
cents  from  the  Superintendent  of  Documents, 
U.  S.  Government  Printing  Office,  Washing- 
ton, D.  C.,  20402,  requesting  21  C.  F.  R.  300 
to  end. 

POWER  OF  ATTORNEY  FORMS  to  en- 
able persons  other  than  the  registrant  of  rec- 
ord to  legally  sign  the  Controlled  Substances 
Order  forms  ( BND-222 ) may  be  obtained 
from  the  Division  upon  request.  These  should 
be  completed  as  per  instructions  contained 
thereon,  and  forwarded  to  BNDD.  A proposed 
regulation  by  BNDD  to  simplify  the  power  of 
attorney  procedure  has  not  as  yet  been  final- 
ized, and  the  old  procedure  must  be  followed 
until  the  time  of  the  official  change. 

SECURITY  OF  CONTROLLED  SUB- 
STANCES is  not,  in  many  cases,  being 
handled  as  is  provided  in  both  State  and  Fed- 
eral Regulations,  which  are  identical.  Practi- 
tioners and  pharmacies  are  required  to  have 
ALL  SCHEDULE  II  controlled  substances, 
both  narcotic  and  non-narcotic  kept  in  “a 
securely  locked  substantially  constructed  cab- 
inet." The  Bureau  of  Narcotics  and  Danger- 
ous Drugs  emphasizes  that  this  method  of 
storage  IS  NOT  to  deter  the  night-in  break-in 


type  of  theft,  as  the  sophistication  of  these 
thieves  is  such  that  there  is  very  little  differ- 
ence in  the  time  required  to  pick  the  mer- 
chandise from  the  shelves,  or  to  break  open 
the  cabinet.  The  official  Bureau  position  for 
requiring  the  locked  cabinet  is  to  PREVENT 
PILFERAGE  WHILE  THE  STORE  OR 
OFFICE  IS  OPEN.  It  is  the  estimate  of 
BNDD  that  there  is  at  least  an  equal  amount 
of  controlled  substances  lost  through  pilferage 
from  practitioners  and  pharmacies  as  there  is 
through  burglaries.  Those  persons  not  comply- 
ing with  State  and  Federal  regulations  con- 
cerning the  proper  security  of  controlled  sub- 
stances, particularly  those  listed  in  Schedule 
II,  may  be  cited  to  show  cause  why  the  re- 
spective registrations  should  not  be  cancelled 
for  failure  to  comply  with  the  regulations 
published.  The  Federal  authorities  consider 
inappropriate  security  as  seriously  as  they 
consider  the  failure  to  keep  and  maintain 
proper  records  and  inventories,  and  the  fail- 
ure to  comply  has  resulted  in  several  admin- 
istrative seizures  by  BNDD. 

Any  questions  or  problems  that  arise  con- 
cerning the  handling  or  storage  of  controlled 
substances;  registrations  under  the  controlled 
substances  ace;  technical  problems;  pre- 
scription forgeries;  controlled  substances 
thefts;  record  keeping  problems;  or  any  others 
that  may  arise  concerning  controlled  sub- 
stances should  be  directed  to: 

Narcotics  and  Drug  Control  Division 
State  Board  of  Health 
2600  Bull  Street 

Columbia,  South  Carolina  29201 
Telephone  (803)  758-5563 
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Most  Americans  are  healthier  now, 

DD1  shows.  But  not  the  poor  and 

northeasterners 

Second  of  a series 

Are  people  healthier  now  than  they  were  a few  years 
ago.  or  are  they  becoming  less  healthy? 

From  the  micl-1960’s  to  1970,  the  health  of  most 
Americans  showed  a modest,  but  measurable  im- 
provement. according  to  Update’s  latest  survey  of 
the  disability  days  index.  However,  there  were  ex- 
ceptions to  that  favorable  trend  . . . 

Among  the  poor  and  near-poor,  the  DDI  indi- 
cates that  health  has  been  getting  worse.  At  the  other 
end  of  the  income  scale,  bginning  at  about  $7,000. 
health  has  been  improving  gradually  with  higher  in- 
comes. 

Health  has  also  been  improving  in  every  quar- 
ter of  the  country,  except  in  the  northeast.  It’s  been 
worsening  there. 

Briefly  defined,  the  DDI  measures  the  effect 
people  say  chronic  and  acute  illnesses  and  injuries 
have  on  their  living  patterns.  It’s  compiled  by  the 
National  Center  for  Health  Statistics,  analytical  arm 
of  the  U.  S.  Public  Health  Service,  from  weekly 
samplings  of  households  across  the  land.  Any  day 
that  illness  or  injury  causes  a person  to  reduce  his 
normal  daily  activities  is  called  a restricted  activity 
day.  The  more  severe  restricted  activity  days,  in 
which  he  is  kept  in  bed  or  in  a hospital,  are 
called  bed  days. 

How  is  people’s  health  changing?  Tire  charts 
compare  the  DDI  for  1970  with  July  1965-June  1966 
period,  the  midpoint  of  the  1960’s.  Like  1970,  no 
major  outbreak  of  flu  was  experienced  in  1965-66. 
Most  of  the  1970  data  are  appearing  for  the  first 
time  in  this  report. 

Among  other  trends,  the  DDI  for  the  two  years 
indicates  these  patterns  of  change  . . . 

The  nation’s  healthiest  people  in  the  mid-1960’s 
lived  in  the  cities  and  suburbs  of  the  northeastern 
states,  and  had  incomes  in  the  $7,000  to  9,999  range. 

As  of  1970.  the  healthiest  people  are  living  on 
farms  in  the  midwest,  with  incomes  of  more  than 
$10,000. 

The  gain  among  farming  people  has  been  par- 
ticularly impressive.  Since  1965-66,  average  days  of 
restricted  activity  have  dropped  from  17  (highest  in 
the  U.  S.  among  all  types  of  community)  to  less 
than  13  ( nation’s  healthiest. ) 

Status  of  health  in  the  northeast  may  not  be  at 
the  nation’s  lowest  level,  but  it  has  been  deteriorating. 
Why?  “I  suggest  you  look  at  the  economic  indicators.” 
Dr.  Leona  Baumgartner  told  us.  “In  some  of  our  rural 
areas  and  city-ghettos,  economic  conditions  have  gone 
from  bad  to  worse.”  She  is  the  director  of  the  Boston- 
based  Tri-State  Regional  Medical  Program. 

“Reprinted  from  a publication  of  the  AMA. 


Indeed,  in  every  part  of  the  country,  people’s 
state  of  health  seems  to  be  linked  with  their  economic 
and  social  well-being. 

Those  Incredible  Centenarians 
. . . here  are  their  “ secrets ” for 
living  to  age  100 

At  age  100-plus,  Joseph  DeMuth  of  Glendale, 
Calif.,  has  outlived  three  doctors,  two  attorneys  and 
his  dentist.  A carpenter  by  trade,  he  made  local 
headlines  11  or  12  years  ago.  when  he  was  only  90, 
by  making  hundreds  of  pairs  of  crutches,  donating 
them  to  hospitals  and  charitable  organizations. 

He  has  a medicare  card,  but  hasn’t  used  it  yet. 

Driving  past  her  place  in  Northumberland, 
Penna.,  Mrs.  Margaret  Heckert’s  family  doctor  dis- 
covered her  climbing  a cherry  tree  without  a ladder. 
“Hey,  that’s  no  place  for  a 95-year-old.”  he  shouted. 
“You  come  right  down  from  there.” 

She  did.  and  then  invited  her  doctor  into  her 
kitchen  for  a big  wedge  of  cherry  pie  she’d  baked 
earlier  that  day.  Mrs.  Heckert  told  an  interviewer 
that  story  shortly  before  her  100th  birthday. 

Mrs.  Heckert  and  Mr.  DeMuth  are  more  or  less 
typical  of  a most  atypical  group— the  nation’s  cen- 
tenarians. Nearly  7.000  of  these  men  and  women  who 
have  passed  age  100  are  currently  carried  on  the  rolls 
of  the  Social  Security  Administration.  And  their  num- 
bers are  growing,  an  SSA  spokesman  told  us.  “Last 
year,  we  listed  only  about  5.200  centenarians  ” 

How  does  one  live  to  age  100?  Many  ultra-old 
timers  would  agree  with  Augustus  Grant’s  explana- 
tion for  his  longevity.  Born  in  Snead’s  Ferry,  N.  C., 
where  he  still  lives,  he  was  a farmer  until  he  was 
97,  when  he  semi-retired.  Semi-retirement  means  he 
still  works  his  orchard  of  apple  and  pear  trees. 

“I  never  used  alcoholic  beverages,  tobacco  or 
carbonated  drinks,”  he  says.  “I’ve  always  eaten  reg- 
ular meals  and  gotten  plenty  of  sleep.  Also,  it  doesn’t 
hurt  to  attend  church  and  have  good  clean  habits. 

“Now  take  my  brother,”  he  adds  with  a mis- 
chievous grin.  “He  never  took  care  of  himself— and 
he  only  lived  to  be  95!” 

Plenty  of  centenarians  would  side  with  Mr. 
Grant’s  brother.  “I  violated  every  rule  of  health  I 
know  and  conformed  to  none,”  declares  Lee  Greer 
of  Pound,  Va.  A physician  would  likely  panic  if  his 
heart  patient  started  out  the  day  as  Mr.  Greer  does. 
Breakfast  consists  of  three  eggs,  several  slices  of 
bacon,  and  at  least  two  slices  of  toast— cholesterol 
galore. 

Apparently,  life-long  robust  health  is  not  a re- 
quirement of  long  life.  Thomas  Harker  of  Mt.  Holly, 
N.  J.,  says  he  weighed  2 pounds  when  he  was  born 
and  “I  was  never  strong  or  healthy.”  John  F.  Parrish 
of  Fairland.  Ind.,  weighed  14  pounds  at  birth.  He 
attributes  his  longevity  to  the  many  years  he  lived  in 
sunny  California. 

Mrs.  Ida  Stillwell  remembers  the  big  parade  in 
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Chicago  that  welcomed  Ceneral  Grant  from  a round- 
the-world  trip.  She  reports  that  she  was  in  poor  health 
until  about  20  years  ago.  Since  then  she  has  enjoyed 
excellent  health. 

Mrs.  Ina  Braucher  of  Altoona,  Penn.,  married  a 
Pennsylvania  farmer  and  says  “I’ve  been  a farmer  all 
my  life.”  Her  secret  of  longevity:  “I  always  worked 
hard,  kept  busy  and  lived  moderately.”  She  also 
gives  much  of  the  credit  to  her  physician.  Dr.  Joseph 
Tushim,  who  has  looked  after  her  health  for  over 
25  years. 

On  the  other  hand.  Swedish-born  Alexis  Ferm 
of  Fairhope,  Alabama,  attributes  his  long  life  to  the 
fact  that  he  has  never  taken  drugs  of  any  kind— not 
even  aspirin. 

Meet  Charlie  Smith  . . . 

. . . oldest  living  American,  born  in  Liberia,  Charlie’s 
birth  date— July  4,  1842— was  documented  in  1854 
when,  at  age  12,  he  was  sold  at  a New  Orleans  slave 
auction  to  a Texas  rancher.  He  was  21  when  the 
Emancipation  Proclamation  was  signed,  and  113 
when  he  retired  from  his  work  in  a Florida  citrus 
grove.  His  employer  felt  that  Charlie  was  “getting 
too  old”  to  climb  trees.  (His  age  was  again  verified 
when  he  applied  for  social  security  benefits. ) 

At  age  130,  he  runs  a small  candy  shop  in 
Bartow,  Florida.  “I  just  try  to  keep  busy,  stay  healthy 
and  do  what  the  Lord  wants  me  to.”  he  says. 

Like  Mr.  Ferm,  Swan  Johnson  of  Beaumont, 
Calif.,  came  to  the  U.  S.  from  Sweden  as  a small 
child.  He  worked  for  23  years  as  a hoisting  engineer, 
hoisting  steel  in  building  construction,  without  having 
an  accident  involving  fatalities.  That  was  a record  at 
the  time.  He  reckons  he  reached  100  by  working  hard, 
getting  plenty  of  sleep,  having  a good  sense  of  humor, 
and  moderation  in  eating  and  drinking. 

Mr.  Johnson  gave  up  smoking  at  age  97,  “to 
protect  my  health.” 

David  Orso,  who  lives  with  his  daughter  in 
Dorchester,  Mass.,  uses  his  social  security  check  to 
buy  his  pipe  tobacco  and  stogie  cigars.  Italian  born. 
Mr.  Orso  enjoys  having  a glass  of  wine  with  his 
meals.  He  walks  quite  a bit  and  works  in  his  garden. 

Another  heavy  smoker  is  Chief  William  Red 
Fox,  a Sioux.  He  smokes  18  cigars  a day,  “but  I 
don’t  inhale.”  Though  he  is  employed  by  the  public 
relations  department  of  Wilson  & Co.,  a large  meat 
packing  firm,  he  doesn’t  eat  much  meat.  “But  I 
like  seafood  and  fresh  vegetables.” 

Mrs.  Elizabeth  Randall  of  Greensburg.  Kansas, 
may  be  an  ardent  consumer  of  the  meat  products 
Chief  Red  Fox  promotes.  Though  she  doesn’t  get 
about  by  herself  anymore,  she  likes  to  be  driven  to 
town  to  get  a hot  dog.  Her  doctor  advised  her  not 
to  salt  her  food  so  heavily,  “and  I told  him  he  won’t 
live  as  long  as  I have,  so  don’t  try  to  tell  me  how 
to  eat.” 


Her  fellow  Kansan,  Charles  Testard  of  Wichita, 
is  another  meat  eater.  “I  like  rare  steak  and  meat  and 
potatoes  of  any  kind,”  he  says. 

Mrs.  Bessie  Boone  abstains  from  eating  beef 
and  fish.  She  lives  in  Apex,  N.  C.,  near  the  farm 
where  her  mother  was  a slave.  Her  preferred  diet 
consists  of  fatback,  collards,  turnips  and  cabbage. 

Leslie  Carpenter,  who  lives  near  his  son  in  Roch- 
ester, Ind.,  attributes  his  long  life  to  eating  fat  pork— 
“I  love  fat  pork.”  And  Mrs.  Adelheid  Schuhnecht  of 
Beaver  Dam,  Wise.,  recalls  that  “we  ate  good— a 
bag  of  potatoes  a week.” 

For  more  than  60  years  Canton-born  Lee  Chau 
owned  and  operated  one  of  the  largest  Chinese 
stores  in  Hilo.  Hawaii.  The  business  was  twice 
washed  out— literally— by  tidal  waves.  Except  for  an 
occasional  rheumatism  attack,  he  is  in  very  good 
health— a condition  he  attributes  to  his  rigid  time 
schedule.  He  eats  at  7 a.m.,  11  a.m.  and  5:30  p.m. 
and  allows  no  interference  with  his  meals. 

He  goes  to  sleep  at  exactly  8 p.m.  and  arises  at 
2 a.m.  Then  he  meditates  yoga  style  for  two  hours, 
exercises  one  hour,  sleeps  one  hour,  and  is  up  at 
6 a.m.  to  prepare  breakfast. 

A native  of  Smyth  County,  Va.,  Mrs.  Lillie 
Pickle  has  53  grandchildren.  114  great-grandchildren 
and  22  great-great-grandchildren.  She  reckons  that 
“dipping  snuff”  hasn’t  stunted  her  growth. 

Mrs.  Tekla  Skraba  of  Norwich,  Conn.,  who  was 
born  in  Poland,  reckons  that  a little  wine  or  beer 
doesn’t  hurt,  either. 

“I’ll  tell  you  one  thing,”  Burrel  Falkner  of  Fern- 
bank,  Alabama,  told  an  interviewer.  “I  always  tried 
to  go  with  the  prettiest  girls  I could  find.”  Several 
other  centenarians  expressed  an  equally  lively  in- 
terest in  the  opposite  sex.  Joseph  Forbear  of  Shelby, 
Mich.,  remarried  at  age  90.  And  Mary  Parks  of  Cairo, 
W.  Va.,  admits  she  has  an  80-year-old  “boy  friend.” 

“Pick  your  grandparents  carefully,”  was  the 
suggestion  of  John  Bartol  of  Princeton,  Wise.  He  had 
two  who  lived  beyond  100  years. 

Longevity  seemed  to  run  in  other  families,  too. 
Mrs.  Jennie  Schultz  of  Daytona  Beach  has  five  liv- 
ing sisters— the  youngest  of  whom  is  88  years  old. 
And  at  Port  Wentworth.  Ga.,  Mrs.  Sedonia  Faivre  re- 
ports that  her  mother  first  voted  at  age  100. 

Is  there  really  a “secret”  to  attaining  long  life? 
Most  100-year-olds  seem  to  have  these  traits  in 
common:  an  easy-going  disposition,  a quick  sense 
of  humor  and  a desire  to  keep  as  busy— physically 
and  mentally— as  circumstances  permit. 

In  addition,  a clear  majority  claimed  to  have  been 
lifelong  chinch  goers. 

However,  Joshua  Creen  of  Seattle  may  have 
identified  the  true  secret.  “The  closer  you  come  to  age 
100,”  he  observed,  “the  more  careful  you  are  to 
reach  it.” 
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LEARNING  MEDICAL  TERMINOLOGY 
STEP  BY  STEP,  by  Clara  Gene  Young 
and  James  D.  Barger.  The  C.  V.  Mosby 
Company,  St.  Louis,  Missouri.  1967.  Pp. 
327.  Price  $7.50. 

This  book  is  designed  to  be  used  by  para- 
medical personnel  as  a reference  tool  and  as  a 
text  for  a formal  training  course.  It  can  also 
be  used  for  self-instruction.  The  book  begins 
with  the  first  three  chapters  devoted  to  the 
breaking-down  of  medical  terms  into  their 
components— roots,  prefixes  and  suffixes.  The 
Greek  and  Latin  derivations  are  also  shown. 
The  fourth  chapter  is  an  introduction  to  the 
general  structure  of  the  body.  The  remainder 
of  the  book  is  a review  of  the  various  systems 
of  the  body  such  as  muscular,  circulatory,  etc. 
This  reviewer  felt  that  the  book  might  be  a 
little  too  detailed  for  independent  self-study 
but  that  it  would  be  an  excellent  text  for  a 
formal  course.  However,  my  secretary  has 
been  reading  this  book  herself  and  she  is  de- 
lighted with  it. 

H.  Biemann  Othersen,  Jr.,  M.  D. 

LUMBAR  DISC  DISEASE,  A Twenty- Year 
Clinical  Follow-up  Study,  edited  by 
Blaine  S.  Nashold,  Jr.,  M.  D.,  and  Zdenek 
Hrubec,  Sc.D.  The  C.  V.  Mosby  Company, 
Publisher,  1971.  Pp.  139.  $16.50. 

Lumbar  disc  disease  is  a complicated  and 
often  perplexing  problem  to  the  clinician.  This 
monograph  does  little,  if  anything,  to  assist 
the  practitioner— be  he  orthopedist  or  neuro- 
surgeon. As  the  authors  state  in  their  preface: 
“A  major  goal  of  this  work— to  throw  light  on 
the  life  history  of  the  disease— was  only  partly 
realized,  and  we  advanced  little  in  the  art  of 
prognosis.” 

As  stated  by  the  authors,  the  study  was 
originated  by  Dr.  Barnes  Woodhall,  who  did 
such  a magnificent  post  war  study  on  peri- 


pheral nerve  injuries.  Dr.  Woodhall,  however, 
was  active  only  in  the  early  phases  of  this 
project. 

Of  the  1,123  patients  studied,  395  under- 
went surgical  intervention  for  herniated 
nucleus  pulposus  during  their  first  admission 
and  728  did  not.  Multiple  parameters  relative 
to  family  history,  clinical  findings  and  physical 
signs,  disability  evaluation,  and  even  x-ray 
studies  were  subjected  to  statistical  analysis 
(as  was  the  reader)  by  record  and  x-ray 
review  of  the  initial  hospitalizations  and  again 
through  new  evaluations  and  x-rays  20  years 
later  at  various  examining  centers  throughout 
the  country. 

Dr.  Charles  B.  Wilson,  a member  of  the 
editorial  committee,  aptly  summarizes  his 
chapter  on  Clinical  Signs  By  Physical  Ex- 
amination: “Viewed  only  in  terms  of  results, 
the  surgical  group  appeared  to  fare  no  better 
than  the  group  that  did  not  undergo  opera- 
tion. However,  since  the  surgical  group  was 
characterized  by  failure  to  improve  with  con- 
servative treatment,  their  disease  may  have 
been  different  from  or  more  severe  than  the 
disease  of  patients  who  responded  to  non- 
surgical  measures.  On  the  other  hand,  the  per- 
sistence of  abnormal  findings  might  be  inter- 
preted as  a reason  for  reexamining  indications 
for  surgical  versus  nonsurgical  treatment.” 

One  quite  valuable  part  of  the  text  would 
appear  to  be  its  26  pages  and  approximately 
900  references  of  bibliography  from  1945 
through  1970.  In  addition,  future  investigators 
might  find  the  details  of  the  study  codified  in 
the  34  pages  of  Appendix  of  some  interest. 

Burdened  as  he  is  by  the  overwhelming  vol- 
ume of  medical  publications,  this  study  would 
appear  to  hold  little  of  value  for  the  prac- 
ticing specialist. 

Herbert  B.  Niestat,  M.  D. 


Septembeb,  1972 
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DEATHS 


DR.  G.  B.  SIBERT,  JR. 

Dr.  George  Brown  Sibert,  Jr.,  35,  prominent 
Sumter  doctor,  died  June  29  at  the  home  of 
his  parents  after  a lengthy  illness.  Dr.  Sibert 
was  a graduate  of  the  Medical  University  of 
South  Carolina  and  served  as  a Navy  flight 
surgeon.  After  completing  his  military  service, 
he  was  a member  of  the  staff  of  the  South 
Carolina  State  Hospital. 


DR.  S.  W.  BROWN 

Dr.  Sumner  Wildmon  Brown,  63,  of  Mc- 
Cormick, died  July  11  at  Self  Memorial  Hos- 
pital in  Greenwood.  Dr.  Brown  graduated 
from  Tulane  University  School  of  Medicine 
and  was  a member  of  the  American  Academy 
of  General  Practice  and  the  Greemvood- 
McCormick-Abbeville  Medical  Society.  He 
had  practiced  medicine  in  McCormick  for  the 
past  19  years. 


The  right  school  makes 
all  the  difference 


At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere 

We  offer: 

A co  educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college,  14  National  Merit 
Semi-Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun1 

Enrichment  and  excellence  — including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 


Flexibility  — with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential. 


Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 


State  Champion  in  Football,  Wrestling,  and 
Swimming 


Woodward  Academy 

For  further  information  write  or  call: 


Director  of  Admissions/ P 0.  Box  87190 
College  Park,  Ga  30337/Tel  AC  404-761-8881 


INDEX  TO  ADVERTISERS 


Arch  Laboratories  24-A 

Beecham-Massengill  19-A 

Blue  Cross  15- A 

Burroughs  Wellcome  29-A 

Figure  Eight  Island  _22-A 

Geigy  Pharmaceuticals  5- A,  33-A,  34- A 

Grady,  Edgar  D.  24A 

Hospital  Affiliates  24-A 

LeBoutillier  ...  18-A 

Lilly,  Eli  & Company  Cover  I,  13-A,  14-A,  28-A 

McNeil  Laboratories  Cover  III 

Merck,  Sharp  & Dohme  — 2-A,  3-A 

Palmedico  12- A 

Pharmaceutical  Manufactuers  Assoc.  25-A,  26-A, 

27- A 

Poythress,  Wm.  P.  & Co.  39-A,  52-A 

Robins,  A.  H.  Company  44- A,  4 5- A 

Roche  Laboratories  . Cover  II,  1-A,  16-A,  17-A, 
22-A,  23-A,  37- A,  38  A,  Cover  IV 

Roerig  & Company  10-A,  11 -A 

Searle,  G.  D.  & Co.  30-A,  31-A 

Stuart  Pharmaceuticals  20-A,  2 1-A,  32-A 

Upjohn  Company  36-A,  40-A,  41-A,  42-A 

Warner  Chilcott  Labs.  35-A 

Willingway  Hospital  9-A 

Winchester  Surgical  Supply  Co.  18-A 

Winthrop  Laboratories  . ..  6-A,  7-A,  8-A 

Woodward  Academy  376 

Young’s  Hearing  Aid  Service  24-A 


378 


The  Journal  of  the  South  Carolina  Medical  Association 


Predictable. 

Economical. 

tolerated 


If  that's  old-fashioned 

why  not  make  the  most  of  it? 


* Butisol 

(SODIUM  BUTABARBITAL) 


Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required  for  relief  of  symptoms  of 
anxiety  or  tension  resulting  from  emotional,  physical,  or  situational  stress. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression.  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  "hangover1'  and  systemic  disturbances  are  seldom  seen 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mg  t.i.d.  or  q id 
Also  available:  BUTICAPS"  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg  , 30  mg  , 

McNeil  Laboratories,  Inc  , Fort  Washington,  Pa  19034 

(McNEIL) 


Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post' 
coronary  patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-rng  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  lO-mg  tablets  often  produce  desired  results. 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue. 

Until  individual  response  is  determined,  caution  patient  against  driving  or  operating* 
dangerous  machinery. 
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Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 
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Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. in  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
wjth  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention, -blurred  vision. 


Paradoxical  reactions  such  as  aculjjp 
hyperexcited  states,  anxiety,  hallucina 
tions,  increased  muscle  spasticity, 
insomnia,  rage,  sleep  disturbances, 
stimulation  have  been  reported;  should 
these  occur,  discontinue  drug.  Isolated 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy 

Dosage:  Individualize  for  maximun, 
beneficial  effect.  Adults:  Tension,  anxiet 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.c 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d 
or  q.i.d.;  adjunctively  in  convulsive  dis 
orders,  2 to  10  mg  b.i.d.  to  q.i.d. 
Geriatric  or  debilitated  patients-.  2 to 
2Vi  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2Vz  mj 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose  ® packages 
of  1000. 
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Everytxxiy  experiences  psychic  tension. 


Most  people  can  handle  this  tension. 


Some  people  develop  excessive  psychic 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
zepam)  part  of  your  treatment 
1,  check  on  whether  or  not  the 
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Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
neurotic states  manifested  by  tension,  anxiety,  apprehension, 
fatigue^ (Oppressive  symptoms  or  agitation;  symptomatic  relief 
itation,  tremor,  delirium  tremens  ana  hallucinosis 
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While  Valium  can  be  a most 
)ful  adjunct  to  your  counseling, 
lould  be  prescribed  only  as  long 
wessive  psychic  tension  per- 
; and  should  be  discontinued 
in  you  decide  it  has  accom- 
hed  its  therapeutic  task.  In 
eral,  when  dosage  guidelines 
followed,  Valium  is  well 
rated  (see  Dosage).  Forcon- 
ience  it  is  available  in  2-mg,  5-mg 
10-mg  tablets. 
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against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  sucn 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  and  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2 V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-E-Dose®  packages  of  1000. 


\al  ium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 


A single-dose,  non-staining  anthelmiri 


with  just  one  non-staining  dose 
of  Antiminth  (pyrantel  pamoate) 

Oral  Suspension. 

Highly  effective.  Active  against 
pinworm...and  roundworm. 
Non-staining.  Doesn't  stain  teeth 
or  oral  mucosa  on  ingestion. 

Doesn’t  stain  stools,  clothing  or  linen. 
Simple  dosage.  Single-dose  regimen: 
1 cc.  per  1 0 lbs.  of  body  weight 
(1  tsp.  per  50  lbs.). 

Well-tolerated.  Based 
on  pre-introductory  studies. 
Pleasant-tasting.  Easy-to-take, 
caramel-flavored  oral  suspension. 
Economical.  One  prescription 
for  the  entire  family. 


Antiminth  (pyrantel  pamoate)  Oral  Suspension 

Actions.  Antiminth  (pyrantel  pamoate)  has  demonstrated  anthelmintic  ac- 
tivity against  Enterobius  vermicularis  (pinworm)  and  Ascaris  lumbricoides 
(roundworm).  The  anthelmintic  action  is  probably  due  to  the  neuromuscular 
blocking  property  of  the  drug. 

Antiminth  is  partially  absorbed  after  an  oral  dose.  Plasma  levels  of  un- 
changed drug  are  low.  Peak  levels  (0.05-0.13  pg/ml)  are  reached  in  1-3 
hours.  Quantities  greater  than  50%  of  administered  drug  are  excreted  in 
feces  as  the  unchanged  form,  whereas  only  7%  or  less  of  the  dose  is  found 
in  urine  as  the  unchanged  form  of  the  drug  and  its  metabolites. 

Indications.  For  the  treatment  of  ascariasis  (roundworm  infection)  and  en- 
terobiasis (pinworm  infection). 

Warnings.  Usage  in  Pregnancy:  Reproduction  studies  have  been  performed 
in  animals  and  there  was  no  evidence  of  propensity  for  harm  to  the  fetus. 
The  relevance  to  the  human  is  not  known. 

There  is  no  experience  in  pregnant  women  who  have  received  this  drug. 
Precautions.  Minor  transient  elevations  of  SGOT  have  occurred  in  a small 
percentage  of  patients.  Therefore,  this  drug  should  be  used  with  caution  in 
patients  with  pre-existing  liver  dysfunction. 


Adverse  Reactions.  The  most  frequently  encountered  adverse  reactions  are 
related  to  the  gastrointestinal  system. 

Gastrointestinal  and  hepatic  reactions:  anorexia,  nausea,  vomiting,  gas- 
tralgia,  abdominal  cramps,  diarrhea  and  tenesmus,  transient  elevation  of 
SGOT. 

CNS  reactions:  headache,  dizziness,  drowsiness,  and  insomnia. 

Skin  reactions:  rashes. 

Dosage  and  Administration.  Children  and  Adults:  Antiminth  Oral  Suspension 
(50  mg.  of  pyrantel  base/ml.)  should  be  administered  in  a single  dose  of  11 
mg.  of  pyrantel  base  per  kg.  of  body  weight  (or  5 mg. /lb  ):  maximum  total 
dose  1 gram.  This  corresponds  to  a simplified  dosage  regimen  of  1 cc.  of 
Antiminth  per  10  lbs.  of  body  weight.  (One  teaspoonful  = 5 cc.) 

Antiminth  (pyrantel  pamoate)  Oral  Suspension  may  be  administered  with- 
out regard  to  ingestion  of  food  or  time  of  day;  and  purging  is  not  necessary 
prior  to.  during,  or  after  therapy.  It  may  be  taken  with  milk  or  fruit  juices.  Be- 
cause of  limited  data  on  repeated  doses,  no  recommendations  can  be  made. 
How  Supplied.  Antiminth  is  available  as  a pleasant  tasting  caramel-flavored 
suspension  which  contains  the  equivalent  of  50  mg.  pyrantel  base  per  ml., 
supplied  in  60  cc.  bottles. 
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R06RIG  lifiSp 

A division  of  Pfizer  Pharmaceuticals 
New  York,  New  York  10017 


ORAL  SUSPENSION 


Hie  Journal  of  Hie 
SOUTH  CAROLINA 
Medical  Association 

OCTOBER,  1972  — VOL.  68,  NO.  10 


CONTENTS 


EDITOR  EMERITUS 

JOSEPH  I.  WARING 
80  Barre  Street 
Charleston,  S.  C.  29401 

EDITOR 

EDW.  E.  KIMBROUGH,  M.D. 

2709  Laurel  Street 
Columbia,  S.  C.  29204 

ASSISTANT  TO  THE  EDITOR 

MRS.  ESTHER  TEMPLE 
199  S.  Waccamaw 
Garden  City.  S.  C.  29576 

EDITORIAL  BOARD 

HAROLD  JERVEY  VINCE  MOSELEY 
J.  W.  JERVEY  H.  R.  PRATT-THOMAS 
D.  G.  KILGORE  D.  E.  SAUNDERS,  JR. 
CURTIS  McCOWN 


ORIGINAL  ARTICLES 

The  Temporomandibular  Joint  Pain  Dysfunction  Syn- 


drome — Richard  L.  Alpert,  D.D.S.  379 

Alzheimer’s  Disease:  A Review  of  Recent  Studies  — Wayne 
G.  Rogers,  B.S.,  and  William  C.  Miller,  M.D.  383 

X-Ray  Films  of  the  Month  — G.  E.  Richmond,  M.D.  387 

EDITORIALS 

The  Shape  of  Things  to  Come  (Depends  on  YOU)  389 

The  TMJ  389 

Self  Evaluation  — J.  W.  Jervey,  M.D.  389 


EXECUTIVE  SECRETARY  AND 
BUSINESS  MANAGER 

MR.  M.  L.  MEADORS 
1 13  N.  Coit  Street 
Florence,  S.  C.  29501 

ADVERTISING  MANAGER 

MRS.  B.  GAYMON 
113  N.  Coit  Street 
Florence,  S.  C.  29501 

SOUTH  CAROLINA  MEDICAL 
ASSOCIATION  OFFICERS 
1970-1971 

EDWARD  F.  PARKER,  President 
HAROLD  P.  HOPE.  President-Elect 
KENNETH  N.  OWENS,  Vice-President 
STROTHER  POPE,  Secretary 

I.  HOWARD  STOKES,  Treasurer 

COUNCILLORS 

RICHARD  JOHNSTON.  1st  District 
WAITUS  TANNER,  2nd  District,  Chairman 
WILLIAM  KLAUBER,  3rd  District 
DONALD  KILGORE.  4th  District 
HALSTED  M.  STONE,  5th  District 

J.  D.  GILLAND,  6th  District 
MICHAEL  HOLMES.  7th  District 
RANDOLPH  D.  SMOAK.  8th  District 
EUTA  M.  COLVIN.  9th  District 

DELEGATES  TO  THE  AMERICAN 
MEDICAL  ASSOCIATION 

Delegates 

THOMAS  PARKER 
JOHN  HAWK,  JR. 

Alternates 

HARRISON  PEEPLES 
C.  TUCKER  WESTON 

THE  JOURNAL  OF  THE  SOUTH  CAROLINA  MED- 
ICAL ASSOCIATION — Published  monthly  by  The 
South  Carolina  Medical  Association.  Business  Office: 
113  N.  Coit  Street.  Florence.  South  Carolina  29501. 
Subscription  Price:  $5.00  a Year.  Second  Class  Post* 
age  Paid  at  Florence,  S.  C.  and  at  additional  mailing 
offices. 


THE  ASSOCIATION 

New  Members  397 

FEATURES 

President’s  Page  388 

Doctors  in  the  News  - 391 

Medical  University  of  South  Carolina  393 

Cancer  Topics  “The  Colostomy  Rehabilitation  Program”— 
Paul  H.  O’Brien,  M.D.  394 

State  Board  of  Health  News  396 

South  Carolina  Regional  Medical  Program  398 

Deaths  ( Dr.  J.  R.  Cain  and  Dr.  L.  S.  Bryan ) . 402 

The  Month  in  Washington  407 


The  views  expressed  in  this  publication  are  those  of  the  writers  and  do  not 
necessarily  reflect  the  opinions  of  the  South  Carolina  Medical  Association. 

Contributions  of  Original  Articles 

Mailing  address — Edw.  E.  Kimbrough,  M.D.,  Editor.  2709  Laurel  Street,  Columbia, 
S.  C.  29204. 

Length — Short  articles  of  about  2,500  words  (about  8 typewritten  pages,  double 
spaced)  are  preferred.  Longer  articles  ordinarily  will  defer  to  the  shorter  ones  in 
schedule  of  publication. 

Manuscripts — Manuscripts  should  be  typewritten,  double  spaced,  and  the  original 
and  a carbon  copy  submitted. 

Illustrations — Ordinarily  publication  of  4 small  illustrations  or  the  equivalent 
accompanying  an  article  will  be  paid  for  by  The  Journal.  Any  number  beyond  this 
must  be  paid  for  by  the  author  except  under  unusual  conditions.  Illustrations  should 
be  sent  as  glossy  prints  or  graphs  in  black  ink  with  lettering  large  enough  to  show 
after  reduction. 

References — Should  conform  to  the  following  order:  surname  and  initials  of 
author,  title  of  article  in  small  letters,  name  of  periodical,  with  volume,  page, 
month,  day  of  the  month  if  weekly,  and  year — e.g. : Lee,  G.  S. : The  heart  rhythm 
following  therapy  with  digitalis.  Arch  Int  Med  44:554,  Dec.  1942.  They  should  be 
listed  numerically  in  order  of  appearance  in  the  text.  Standard  abbreviation  for 
journals  should  be  used.  Note  that  periods  are  not  used  with  these  abbreviations  as 
indicated  by  the  Index  Medicus.  Other  abbreviations  should  also  be  standard — e.g.  mg, 
ml,  Gm. 

Reprints — Reprints  will  be  made  for  the  author  at  established  rates. 


it 

P 


ll 

it 

i, 

>>: 


4-A 


The  Journal  of  the  South  Carolina  Medical  Association 


rheumatoid  arthritic  blowup... 

Tandearil  Geigy 

oxyphenbutazone  nf  tablets  of  100  mg. 


nf  Note:  This  drug  is  not  a simple  analgesic, 
administer  casually.  Carefully  evaluate  patients 
starting  treatment  and  keep  them  under  close 
sion.  Obtain  a detailed  history,  and  complete 
I and  laboratory  examination  (complete 
am,  urinalysis,  etc.)  before  prescribing  and  at 
t intervals  thereafter.  Carefully  select  patients, 
g those  responsive  to  routine  measures,  con- 
ated  patients  or  those  who  cannot  be  observed 
tly.  Warn  patients  not  to  exceed  recommended 
. Short-term  relief  of  severe  symptoms  with 
illest  possible  dosage  is  the  goal  of  therapy, 
should  be  taken  with  meals  or  a full  glass  of 
itients  should  discontinue  the  drug  and  report 
ately  any  sign  of:  fever,  sore  throat,  oral 
(symptoms  of  blood  dyscrasia);  dyspepsia, 
ric  pain,  symptoms  of  anemia,  black  or  tarry 
>r  other  evidence  of  intestinal  ulceration  or 
hage,  skin  reactions,  significant  weight  gain  or 
A one-week  trial  period  is  adequate.  Discon- 
the  absence  of  a favorable  response.  Restrict 
nt  periods  to  one  week  in  patients  over  sixty, 
ions:  Acute  gouty  arthritis,  rheumatoid  arthritis, 
toid  spondylitis. 

ndications:  Children  14  years  or  less;  senile 
5;  history  or  symptoms  of  G.l.  inflammation  or 
on  including  severe,  recurrent  or  persistent 
sia;  history  or  presence  of  drug  allergy;  blood 
uas;  renal,  hepatic  or  cardiac  dysfunction; 
nsion;  thyroid  disease;  systemic  edema; 
tis  and  salivary  gland  enlargement  due  to  the 
olymyalgia  rheumatica  and  temporal  arteritis; 
3 receiving  other  potent  chemotherapeutic 
or  long-term  anticoagulant  therapy. 
gs:  Age,  weight,  dosage,  duration  of  therapy, 
ce  of  concomitant  diseases,  and  concurrent 
chemotherapy  affect  incidence  of  toxic  reac- 
tarefully  instruct  and  observe  the  individual 
especially  the  aging  (forty  years  and  over) 
ve  increased  susceptibility  to  the  toxicity  of  the 
se  lowest  effective  dosage.  Weigh  initially 
ictable  benefits  against  potential  risk  of  severe, 
tal,  reactions.  The  disease  condition  itself  is 


unaltered  by  the  drug.  Use  with  caution  in  first  trimes- 
ter of  pregnancy  and  in  nursing  mothers.  Drug  may 
appear  in  cord  blood  and  breast  milk.  Serious,  even 
fatal,  blood  dyscrasias,  including  aplastic  anemia, 
may  occur  suddenly  despite  regular  hemograms,  and 
may  become  manifest  days  or  weeks  after  cessation 
of  drug.  Any  significant  change  in  total  white  count, 
relative  decrease  in  granulocytes,  appearance  of 
immature  forms,  or  fall  in  hematocrit  should  signal 
immediate  cessation  of  therapy  and  complete  hema- 
tologic investigation.  Unexplained  bleeding  involving 
CNS,  adrenals,  and  G.l.  tract  has  occurred  The  drug 
may  potentiate  action  of  insulin,  sulfonylurea,  and 
sulfonamide-type  agents.  Carefully  observe  patients 
taking  these  agents.  Nontoxic  and  toxic  goiters  and 
myxedema  have  been  reported  (the  drug  reduces 
iodine  uptake  by  the  thyroid).  Blurred  vision  can  be 
a significant  toxic  symptom  worthy  of  a complete 
ophthalmological  examination.  Swelling  of  ankles  or 
face  in  patients  under  sixty  may  be  prevented  by 
reducing  dosage.  If  edema  occurs  in  patients  over 
sixty,  discontinue  drug. 

Precautions:  The  following  should  be  accomplished  at 
regular  intervals:  Careful  detailed  history  for  disease 
being  treated  and  detection  of  earliest  signs  of 
adverse  reactions;  complete  physical  examination 
including  check  of  patient’s  weight;  complete  weekly 
(especially  for  the  aging)  or  an  every  two  week  blood 
check;  pertinent  laboratory  studies.  Caution  patients 
about  participating  in  activity  requiring  alertness  and 
coordination,  as  driving  a car,  etc.  Cases  of  leukemia 
have  been  reported  in  patients  with  a history  of  short- 
and  long-term  therapy.  The  majority  of  these  patients 
were  over  forty.  Remember  that  arthritic-type  pains 
can  be  the  presenting  symptom  of  leukemia. 

Adverse  Reactions:  This  is  a potent  drug;  its  misuse 
can  lead  to  serious  results.  Review  detailed  informa- 
tion before  beginning  therapy.  Ulcerative  esophagitis, 
acute  and  reactivated  gastric  and  duodenal  ulcer 
with  perforation  and  hemorrhage,  ulceration  and  per- 
foration of  large  bowel,  occult  G.l.  bleeding  with 
anemia,  gastritis,  epigastric  pain,  hematemesis,  dys- 
pepsia, nausea,  vomiting  and  diarrhea,  abdominal 


distention,  agranulocytosis,  aplastic  anemia,  hemo- 
lytic anemia,  anemia  due  to  blood  loss  including 
occult  G.l.  bleeding,  thrombocytopenia,  pancytopenia, 
leukemia,  leukopenia,  bone  marrow  depression,  so- 
dium and  chloride  retention,  water  retention  and  edema, 
plasma  dilution,  respiratory  alkalosis,  metabolic 
acidosis,  fatal  and  nonfatal  hepatitis  (cholestasis  may 
or  may  not  be  prominent),  petechiae,  purpura  without 
thrombocytopenia,  toxic  pruritus,  erythema  nodosum, 
erythema  multiforme,  Stevens-Johnson  syndrome, 
Lyell's  syndrome  (toxic  necrotizing  epidermolysis), 
exfoliative  dermatitis,  serum  sickness,  hypersensitivity 
angiitis  (polyarteritis),  anaphylactic  shock,  urticaria, 
arthralgia,  fever,  rashes  (all  allergic  reactions  require 
prompt  and  permanent  withdrawal  of  the  drug),  pro- 
teinuria, hematuria,  oliguria,  anuria,  renal  failure  with 
azotemia,  glomerulonephritis,  acute  tubular  necrosis, 
nephrotic  syndrome,  bilateral  renal  cortical  necrosis, 
renal  stones,  ureteral  obstruction  with  uric  acid  crys- 
tals due  to  uricosuric  action  of  drug,  impaired  renal 
function,  cardiac  decompensation,  hypertension, 
pericarditis,  diffuse  interstitial  myocarditis  with  mus- 
cle necrosis,  perivascular  granulomata,  aggravation  of 
temporal  arteritis  in  patients  with  polymyalgia  rheu- 
matica, optic  neuritis,  blurred  vision,  retinal  hemor- 
rhage, toxic  amblyopia,  retinal  detachment,  hearing 
loss,  hyperglycemia,  thyroid  hyperplasia,  toxic  goiter 
association  of  hyperthyroidism  and  hypothyroidism 
(causal  relationship  not  established),  agitation,  con- 
fusional  states,  lethargy;  CNS  reactions  associated 
with  overdosage,  including  convulsions,  euphoria, 
psychosis,  depression,  headaches,  hallucinations, 
giddiness,  vertigo,  coma,  hyperventilation,  insomnia; 
ulcerative  stomatitis,  salivary  gland  enlargement. 

(B)  98-146-800-E 

For  complete  details,  including  dosage,  please  see 
full  prescribing  information. 
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Though  Talwin®  Tablets,  brand  of 
pentazocine  (as  hydrochloride),  can 
be  compared  to  codeine  in  analgesic 
efficacy,  Talwin  is  not  subject  to 
narcotic  controls.  Patients  receiving 
Talwin  Tablets  for  prolonged  periods  face 
fewer  of  the  consequences  you’ve 
come  to  expect  with  meperidine  or 
codeine.  And  that,  in  the  long  run, 
can  mean  a better  outlook  for  your 
chronic-pain  patient. 


Talwin  Tablets  are: 

• Comparable  to  codeine  in  analgesic  efficacy: 

one  50  mg.  Talwin  Tablet  appears  equivalent  in  analgesic 
effect  to  60  mg.  (1  gr.)  of  codeine.  Onset  of  significant  anal- 
gesia usually  occurs  within  15  to  30  minutes.  Analgesia 
is  usually  maintained  for  3 hours  or  longer. 

• Tolerance  not  a problem:  tolerance  to  the  analgesic 
effect  of  Talwin  Tablets  has  not  been  reported,  and  no 
significant  changes  in  clinical  laboratory  parameters 
attributable  to  the  drug  have  been  reported. 

• Dependence  rarely  a problem:  during  three  years  of 
wide  clinical  use,  only  a few  cases  of  dependence  have 
been  reported.  In  prescribing  Talwin  for  chronic  use,  the 
physician  should  take  precautions  to  avoid  increases  in 
dose  by  the  patient  and  to  prevent  the  use  of  the  drug  in 
anticipation  of  pain  rather  than  for  the  relief  of  pain. 

• Not  subject  to  narcotic  controls:  convenient  to 
prescribe  — day  or  night — even  by  phone. 

• Generally  well  tolerated  by  most  patients:  infre- 
quently cause  decrease  in  blood  pressure  or  tachycardia; 
rarely  cause  respiratory  depression  or  urinary  retention; 
seldom  cause  diarrhea  or  constipation.  If  dizziness,  light- 
headedness, nausea  or  vomiting  are  encountered,  these 
effects  tend  to  be  self-limiting  and  to  decrease  after  the 
first  few  doses.  (See  last  page  of  this  advertisement  for 
a complete  discussion  of  adverse  reactions  and  a brief 
discussion  of  other  Prescribing  Information.) 
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Contraindications : Talwin,  brand  of  pentazocine  (as  hydrochloride), 
should  not  be  administered  to  patients  who  are  hypersensitive  to  it. 
Warnings:  Head  Injury  and  Increased  Intracranial  Pressure.  The 
respiratory  depressant  effects  of  Talwin  and  its  potential  for  ele- 
vating cerebrospinal  fluid  pressure  may  be  markedly  exaggerated  in 
the  presence  of  head  injury,  other  intracranial  lesions,  or  a pre- 
existing increase  in  intracranial  pressure.  Furthermore,  Talwin  can 
produce  effects  which  may  obscure  the  clinical  course  of  patients 
with  head  injuries.  In  such  patients,  Talwin  must  be  used  with  ex- 
treme caution  and  only  if  its  use  is  deemed  essential. 

Usage  in  Pregnancy.  Safe  use  of  Talwin  during  pregnancy  (other 
than  labor)  has  not  been  established.  Animal  reproduction  studies 
have  not  demonstrated  teratogenic  or  embryotoxic  effects.  How- 
ever, Talwin  should  be  administered  to  pregnant  patients  (other 
than  labor)  only  when,  in  the  judgment  of  the  physician,  the  po- 
tential benefits  outweigh  the  possible  hazards.  Patients  receiving 
Talwin  during  labor  have  experienced  no  adverse  effects  other  than 
those  that  occur  with  commonly  used  analgesics.  Talwin  should  be 
used  with  caution  in  women  delivering  premature  infants. 

Drug  Dependence.  There  have  been  instances  of  psychological  and 
physical  dependence  on  parenteral  Talwin  in  patients  with  a history 
of  drug  abuse  and,  rarely,  in  patients  without  such  a history.  Abrupt 
discontinuance  following  the  extended  use  of  parenteral  Talwin  has 
resulted  in  withdrawal  symptoms.  There  have  been  a few  reports  of 
dependence  and  of  withdrawal  symptoms  with  orally  administered 
Talwin.  Patients  with  a history  of  drug  dependence  should  be  under 
close  supervision  while  receiving  Talwin  orally. 

In  prescribing  Talwin  for  chronic  use,  the  physician  should  take  pre- 
cautions to  avoid  increases  in  dose  by  the  patient  and  to  prevent  the 
use  of  the  drug  in  anticipation  of  pain  rather  than  for  the  relief  of 
pain. 

Acute  CNS  Manifestations.  Patients  receiving  therapeutic  doses  of 
Talwin  have  experienced,  in  rare  instances,  hallucinations  (usually 
visual),  disorientation,  and  confusion  which  have  cleared  spontane- 
ously within  a period  of  hours.  The  mechanism  of  this  reaction  is 
not  known.  Such  patients  should  be  very  closely  observed  and  vital 
signs  checked.  If  the  drug  is  reinstituted  it  should  be  done  with  cau- 
tion since  the  acute  CNS  manifestations  may  recur. 

Usage  in  Children.  Because  clinical  experience  in  children  under  12 
years  of  age  is  limited,  administration  of  Talwin  in  this  age  group  is 
not  recommended. 

Ambulatory  Patients.  Since  sedation,  dizziness,  and  occasional  eu- 
phoria have  been  noted,  ambulatory  patients  should  be  warned  not 
to  operate  machinery,  drive  cars,  or  unnecessarily  expose  them- 
selves to  hazards. 

Precautions:  Certain  Respiratory  Conditions.  Although  respiratory 
depression  has  rarely  been  reported  after  oral  administration  of 
Talwin,  the  drug  should  be  administered  with  caution  to  patients 
with  respiratory  depression  from  any  cause,  severe  bronchial  asth- 
ma and  other  obstructive  respiratory  conditions,  or  cyanosis. 
Impaired  Renal  or  Hepatic  Function.  Decreased  metabolism  of  the 
drug  by  the  liver  in 'extensive  liver  disease  may  predispose  to  ac- 
centuation of  side  effects.  Although  laboratory  tests  have  not  indi- 
cated that  Talwin  causes  or  increases  renal  or  hepatic  impairment, 
the  drug  should  be  administered  with  caution  to  patients  with  such 
impairment. 

Myocardial  Infarction.  As  with  all  drugs,  Talwin  should  be  used 
with  caution  in  patients  with  myocardial  infarction  who  have  nau- 
sea or  vomiting. 

Biliary  Surgery.  Until  further  experience  is  gained  with  the  effects 


pain 


.M.  of  moderate  to  severe  intensity 


of  Talwin  on  the  sphincter  of  Oddi,  the  drug  should  be  used  with 
caution  in  patients  about  to  undergo  surgery  of  the  biliary  tract. 
Patients  Receiving  Narcotics.  Talwin  is  a mild  narcotic  antagonist. 
Some  patients  previously  receiving  narcotics  have  experienced  mild 
withdrawal  symptoms  after  receiving  Talwin. 

CNS  Effect.  Caution  should  be  used  when  Talwin  is  administered 
to  patients  prone  to  seizures;  seizures  have  occurred  in  a few  such 
patients  in  association  with  the  use  of  Talwin  although  no  cause  and 
effect  relationship  has  been  established. 

Adverse  Reactions:  Reactions  reported  after  oral  administration 
of  Talwin  include  gastrointestinal:  nausea,  vomiting;  infrequently 
constipation;  and  rarely  abdominal  distress,  anorexia,  diarrhea 
CNS  effects:  dizziness,  lightheadedness,  sedation,  euphoria,  head- 
ache; infrequently  weakness,  disturbed  dreams,  insomnia,  syncope 
visual  blurring  and  focusing  difficulty,  hallucinations  (see  Acuti 
CNS  Manifestations  under  WARNINGS) ; and  rarely  tremor,  irri- 
tability, excitement,  tinnitus.  Autonomic:  sweating;  infrequently 
flushing;  and  rarely  chills.  Allergic:  infrequently  rash;  and  rarely 
urticaria,  edema  of  the  face.  Cardiovascular : infrequently  decrease 
in  blood  pressure,  tachycardia.  Other:  rarely  respiratory  depression, 
urinary  retention. 

Dosage  and  Administration:  Adults.  The  usual  initial  adult  dose  h 
1 tablet  (50  mg.)  every  three  or  four  hours.  This  may  be  increasec 
to  2 tablets  (100  mg.)  when  needed.  Total  daily  dosage  should  not 
exceed  600  mg. 

When  antiinflammatory  or  antipyretic  effects  are  desired  in  addi 
tion  to  analgesia,  aspirin  can  be  administered  concomitantly  wit! 
Talwin. 

Children  Under  12  Years  of  Age.  Since  clinical  experience  in  chil 
dren  under  12  years  of  age  is  limited,  administration  of  Talwin  ii, 
this  age  group  is  not  recommended. 

Duration  of  Therapy.  Patients  with  chronic  pain  who  have  receive! 
Talwin  orally  for  prolonged  periods  have  not  experienced  with 
drawal  symptoms  even  when  administration  was  abruptly  discon 
tinued  (see  WARNINGS).  No  tolerance  to  the  analgesic  effect  ha 
been  observed.  Laboratory  tests  of  blood  and  urine  and  of  liver  am 
kidney  function  have  revealed  no  significant  abnormalities  aftei 
prolonged  administration  of  Talwin. 

Overdosage:  Manifestations.  Clinical  experience  with  Talwin  over 
dosage  has  been  insufficient  to  define  the  signs  of  this  condition. 
Treatment.  Oxygen,  intravenous  fluids,  vasopressors,  and  othe 
supportive  measures  should  be  employed  as  indicated.  Assisted  o 
controlled  ventilation  should  also  be  considered.  Although  naloi 
phine  and  levallorphan  are  not  effective  antidotes  for  respirator 
depression  due  to  overdosage  or  unusual  sensitivity  to  Talwin,  par 
enteral  naloxone  (Narcan®,  available  through  Endo  Laboratories)  i | 
a specific  and  effective  antagonist.  If  naloxone  is  not  available,  par 
enteral  administration  of  the  analeptic,  methylphenidate  (Ritalin® 
may  be  of  value  if  respiratory  depression  occurs. 

Talwin  is  not  subject  to  narcotic  controls. 

How  Supplied:  Tablets,  peach  color,  scored.  Each  tablet  contain 
Talwin  (brand  of  pentazocine)  as  hydrochloride  equivalent  to  50  mi 
base.  Bottles  of  100. 
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pentazocine 

the  long-range  analgesic 


(as  hydrochloride) 


Encounter  under  the 
Scanning  Electron  Microscope 


SEM  reveals  changes 
in  E.  coli  exposed  to  antibacterial  agents 

The  Scanning  Electron  Microscope  (SEM)  is  detailed  perspective.  Changes  in  surface  morphol- 
theonly  instrument  which  gives  3-dimensional  views  ogy  of  £.  coli  exposed  to  various  antimicrobial 
on  a microscopic  level.  This  permits  the  surface  agents  are  seen  on  the  following  page.  An  SEM  pho- 
morphology  of  microorganisms  to  be  observed  in  tomicrograph  of  normal  control  E.coli  appears  above. 


Different  modes  of  antibacterial  action  — 
Similar  changes  in  morphology 


As  part  of  a series  of  experiments,1-3  strains  of 
£.  coli  proven  susceptible  to  each  antibacterial  agent 
were  exposed  to  1 MIC  of  the  respective  antibac- 
terials for  a three-hour  period.  Included  were  cell- 
wall-active  drugs,  ampicillin  and  cephalothin;  a drug 
interfering  with  intracellular  protein  synthesis, 
tetracycline;  and  a chemical  agent  which  acts  by 
interference  with  para-aminobenzoic  acid,  sulfa- 
methoxazole. 

As  seen  above,  elongation  of  the  bacilli,  mid- 
cell defects  and  spheroplast-like  forms  may  be 
appreciated  with  the  SEM  technique.  These  changes 
in  bacterial  morphology  were  similar ...  regardless 
of  the  antibacterial  agent  used  and  irrespective  of 


its  mechanism  of  action. 

“At  present,  the  significance  of  these  observa- 
tions in  clinical  infection  must  be  considered  with 
caution,  but  it  is  hoped  that  these  data  will  stimulate 
a reevaluation  of  present  concepts  of  the  nature  and 
role  of  morphological  variants  of  bacteria  exposed 
to  a variety  of  antibacterial  factors.”2 

It  should  be  noted  that  no  clinical  conclusions 
can  be  drawn  from  this  study,  as  it  is  not  always  pos 
sible  to  extrapolate  in  vitro  data  to  humans. 

References:  1.  Klainer,  A.  S.;  Fass,  R.  J.,  and  Perkins,  R.  L.:  Sci- 
entific Exhibit  presented  at  the  25th  American  Medical  Associa- 
tion Clinical  Convention,  New  Orleans,  La.,  Nov.  28-Dec.  1,  1971. 
2.  Klainer,  A.  S.,  and  Perkins,  R.  L.:  Antimicrob.  Agents  Chemo- 
ther.,  1:164,  1972.  3.  Klainer,  A.  S.:  Data  on  file,  Hoffmann-La 
Roche  Inc.,  Nutley,  N.J. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Acute,  recurrent  or  chronic  nonobstructed  uri- 
nary tract  infections  (primarily  pyelonephritis,  pyelitisandcystitis) 
due  to  susceptible  organisms.  Note:  Carefully  coordinate  in 
vitro  sulfonamide  sensitivity  tests  with  bacteriologic  and  clinical 
response;  add  aminobenzoic  acid  to  follow-up  culture  media. 
The  increasing  frequency  of  resistant  organisms  limits  the 
usefulness  of  antibacterials  including  sulfonamides,  especially 
in  chronic  or  recurrent  urinary  tract  infections.  Measure  sulfona- 
mide blood  levels  as  variations  may  occur;  20  mg/ 100  ml  should 
be  maximum  total  level. 

Contraindications:  Sulfonamide  hypersensitivity;  pregnancy 
at  term  and  during  nursing  period;  infants  less  than  two  months 
of  age. 

Warnings:  Safety  during  pregnancy  has  not  been  estab- 


lished. Sulfonamides  should  not  be  used  for  group  A be; 
hemolytic  streptococcal  infections  and  will  not  eradicate  I 
prevent  sequelae  (rheumatic  fever,  glomerulonephritis)  of  sum 
infections.  Deaths  from  hypersensitivity  reactions,  agranulocyF 
sis,  aplastic  anemia  and  other  blood  dyscrasias  have  been  m 
ported  and  early  clinical  signs  (sore  throat,  fever,  pallor,  purpu' 
or  jaundice)  may  indicate  serious  blood  disorders.  Frequent  Cl 
and  urinalysis  with  microscopic  examination  are  recommend  I 
during  sulfonamide  therapy.  Insufficient  data  on  children  uncj 
six  with  chronic  renal  disease. 

Precautions:  Use  cautiously  in  patients  with  impaired  rer 
or  hepatic  function,  severe  allergy,  bronchial  asthma;  in  glucos j 
6-phosphate  dehydrogenase-deficient  individuals  in  whom  do: j 
related  hemolysis  may  occur.  Maintain  adequate  fluid  intake  ■ 
prevent  crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias  (agranulocytos. 


Encounter  in  Clinical  Practice 

Control  of  primary  bacterial  offenders 

Antibacterial  Gantanol®  (sulfamethoxazole)  often  implicated  in  acute  nonobstructed  pyelo- 
controls  susceptible  strains  of  E.  coli  and  other  nephritis  and  cystitis, 
gram-negative  and  gram-positive  organisms 


Prompt  antibacterial  blood  and  urine  levels 

In  from  2 to  3 hours  after  the  initial  2-Gm  both  the  blood  and  urine, 
adult  dose,  antibacterial  levels  are  present  in 

B.I.D./T.I.D.  dosage  for  around-the-clock  coverage 

Subsequent  1-Gm  doses  provide  up  to  12  and  sleeping  hours— especially  important  during 
hours  of  antibacterial  coverage.  More  severe  hours  of  sleep  when  normal  urinary  retention 
u.t.i.  may  require  a q.  8 h.  dosage  regimen.  Either  tends  to  favor  bacterial  proliferation, 
schedule  provides  coverage  during  the  waking 


Also  effective  in  nonobstructed  chronic  and  recurrent  u.t.i. 


It  is  not  uncommon  for  the  elderly  and  the 
debilitated  to  develop  chronic  and/or  recurrent 
nonobstructed  urinary  tract  infections  such  as 
pyelonephritis  and  cystitis.  Such  cases  often  re- 


spond satisfactorily  to  Gantanol.  The  increasing 
frequency  of  resistant  organisms  is  a limitation  of 
usefulness  of  antibacterial  agents  including  sul- 
fonam  ides,  especially  in  chronic  or  recurrent  u.t.i. 


Your  Option:  Tablets  or  Suspension 


Either  dosage  form  — the  Tablets  or  the 
pleasant-tasting,  cherry-flavored  Suspension  — 
can  provide  the  dependable  antibacterial  activity 
necessary  to  control  susceptible  nonobstructed 
cystitis  and  pyelonephritis.  Symptomatic  im- 
provement may  usually  be  expected  in  24  to  48 
hours.  The  usual  precautions  with  sulfonamide 


therapy  should  be  observed,  including  adequate 
fluid  intake.  Gantanol  (sulfamethoxazole)  is  gen- 
erally well  tolerated  with  relative  freedom  from 
complications;  the  most  common  side  effects 
are  nausea,  vomiting  and  diarrhea.  Frequent 
c.b.c.’s  and  urinalyses  with  microscopic  exam- 
ination are  recommended. 


In  nonobstructed  cystitis 
and  pyelonephritis  due  to 
susceptible  organisms 


Gantanol 

(sulfamethoxazole) 
Basic  Therapy 


ic  anemia,  thrombocytopenia,  leukopenia,  hemolytic  ane- 
>urpura,  hypoprothrombinemia  and  methemoglobinemia); 
;c  reactions  (erythema  multiforme,  skin  eruptions,  epider- 
lecrolysis,  urticaria,  serum  sickness,  pruritus,  exfoliative 
atitis,  anaphylactoid  reactions,  periorbital  edema,  conjunc- 
and  scleral  injection,  photosensitization,  arthralgia  and 
ic  myocarditis);  gastrointestinal  reactions  (nausea,  emesis, 
ninal  pains,  hepatitis,  diarrhea,  anorexia,  pancreatitis  and 
ititis);  CNS  reactions  (headache,  peripheral  neuritis,  men- 
pression,  convulsions,  ataxia,  hallucinations,  tinnitus,  ver- 
nd  insomnia);  miscellaneous  reactions  (drug  fever,  chills, 
nephrosis  with  oliguria  and  anuria,  periarteritis  nodosa  and 
jhenomenon).  Due  to  certain  chemical  similarities  with 
goitrogens,  diuretics  (acetazolamide,  thiazides)  and  oral 
'lycemic  agents,  sulfonamides  have  caused  rare  instances 
ter  production,  diuresis  and  hypoglycemia  as  well  as  thy- 


roid malignancies  in  rats  following  long-term  administration. 
Cross-sensitivity  with  these  agents  may  exist. 

Dosage:  Systemic  sulfonamides  are  contraindicated  in  in- 
fants under  2 months  of  age  (except  adjunctively  with  pyrimeth- 
amine in  congenital  toxoplasmosis). 

Usual  adult  dosage.-  2 Gm  (4  tabs  or  teasp.)  initially,  then 
1 Gm  b.i.d.  or  t.i.d.  depending  on  severity  of  infection. 

Usual  child’s  dosage:  0.5  Gm  (1  tab  or  teasp.)/ 20  lbs  of 
body  weight  initially,  then  0.25  Gm/20  lbs  b.i.d.  Maximum  dose 
should  not  exceed  75  mg/  kg/  24  hrs. 

Supplied:  Tablets,  0.5  Gm  sulfamethoxazole;  Suspension, 
0.5  Gm  sulfamethoxazole/ teaspoonful. 


\ Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 
^ / Nutley.  N J.  07110 


DIM  phenformin  IICI 
I ablets  of  25  mg. 

DIU-TD  phenformin  HCI 
Timed- Disintegration 
Capsules  of  50  and  100  nig. 


Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  secondary; 
adjunct  to  insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 


hypoxemia 

Warnings:  Use  during  pregnancy  is  to  be  avoided. 
Precautions:  1.  Starvation  Ketosis:  This  must  be 
differentiated  from  “insulin  lack"  ketosis  and  is 
characterized  by  ketonuria  which,  in  spite  of  rela- 
tively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive 
insulin  reduction,  or  insufficient  carbohy- 
drate intake.  Adjust  insulin  dosage,  lower  phen- 
formin dosage,  or  supply  carbohydrates  to 
alleviate  this  state.  Do  nol  give  insulin  without 
first  checking  blood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recommended 


Why  go  to  the  islets 


Let's  say  you've  decided  that  diet  alone  won't 
work  in  your  adult-onset,  nonketotic  diabetic. 

You’re  considering  oral  therapy  for  a new 
patient.  DBI-TD  or  a sulfonylurea.  Which? 


Both  lower  blood  sugar.  But  here’s  why  DBI-TD,  ‘ 
which  is  not  a sulfonylurea,  may  be 
important  to  the  dieting  diabetic. 

• Sulfonylureas  promote  release  of  insulin. 

• Insulin  is  lipogenic  and  helps  transport  glucose 

into  adipose  tissue. 

• Overweight  patients  frequently  have  normal 

or  high  levels  of  endogenous  insulin. 

• DBI-TD  lowers  blood  sugar  without 

stimulating  insulin  secretion  from 
the  pancreas. 

Usual  dosage:  one  50-mg.  capsule 
with  breakfast  may  be  effective,  or  a 
second  capsule  may  be  given  w'ith 
the  evening  meal. 


DBI-TD®  Geigy 

phenformin  HCI 


lowers  blood  sugar 
w ithout  raising  blood  insulin 


■sence  of  azotemia  or  in  any  clinical 
that  predisposes  to  sustained  hypoten- 
could  lead  to  lactic  acidosis.  To 
ate  lactic  acidosis  from  ketoacidosis, 
determinations  of  ketones  in  the  blood 
; should  be  made  in  diabetics  previously 
on  phenformin,  or  phenformin  and 
'ho  have  become  unstable.  If  electrolyte 
e is  suspected,  periodic  determinations 
so  be  made  of  electrolytes,  pH,  and  the 
^ruvate  ratio.  The  drug  should  be  with- 
d insulin,  when  required,  and  other 
e measures  instituted  immediately  upon 


the  appearance  of  any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when 
insulin  or  a sulfonylurea  has  been  given  in  com- 
bination with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 


has  been  reported,  as  have  gastrointestinal  symp- 
toms such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 

(B)  98-146-103-D  (6/72) 

For  complete  details,  including  dosage,  please  see 
fall  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


f Langerhans  ? 

500m  1000m 


Before  using  DBI-TD  or  any  oral  hypo- 
glycemic, please  read  the  prescribing 
information  concerning  dosage,  warnings, 
contraindications,  precautions  and  adverse 
reactions. 


The  Gl  tract  in  spasm  is  commonly  a “gas  trap.” 
Sidonna1  is  formulated  to  releaseentrapped 
gas,  as  well  as  to  provide  antispasmodic/seda- 
tive  effects. 

In  addition  to  the  traditional  combination  of 
belladonna  a I ka  loids  and  butabarbital  (warning: 
may  be  habit  forming.),  Sidonna  contains  si- 
methicone—a non-systemic  defoaming  agent 
that  “lyses”  gas  bubbles  on  contact. 

Sidonna  has  the  ability  to  relieve  Gl  spasm, 
pain  and  gas  in  the  irritable  bowel  syndrome, 
spastic  colon,  pylorospasm,  gastroenteritis,  gas- 
tritis, nausea,  nervous  indigestion,  or  gastric  and  duodenal  ulcer. 

Sidonna  can  calm  Gl  spasm... control  anxiety... and  release  entrapped  Gl  gas  from 
the  system. 

Sidonna  can  do  more  for  your  “gasspastic”  patient.  Try  him  on  1 or  2 tablets 
before  meals  and  at  bedtime. 


Each  scored  tablet  contains:  Specially  activated  simethicone  25  mg.;  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to  belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  buta- 
barbital sodium  N.F.  16  mg.  (Warning:  May  be  habit  forming.) 

can  do  more 

Contraindications:  Anticholinergics  should  not  be  used  in  patients  with  glaucoma,  known  prostatic  hypertrophy,  or 
pyloric  obstruction.  Urinary  retention  may  indicate  the  presence  of  prostatic  hypertrophy.  If  it  occurs,  the  dose  snould 
be  reduced  or  the  drug  withdrawn.  Also  contraindicated  in  patients  with  known  hypersensitivity  to  one  of  the  components. 
Side  Effects:  Dryness  of  the  mouth,  blurred  vision,  dysuria,  skin  rash,  constipation  or  drowsiness  may  occur. 

Reed  & Carnrick/  Kenilworth,  New  Jersey  07033 


Survival 

af  the  fittest 
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, BUTISOL  (9 
SODIUM' 

Sodium  butabarbi 


Remarkably  well  tolerated. 
Highly  predictable. 

Prompt,  smooth,  gentle  action. 
Saves  your  patients  money. 


Butiisol 

(SODIUM  BUTABARBITAL) 

Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


SODIUM® 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required  for  relief  of  symptoms  of 
anxiety  or  tension  resulting  from  emotional,  physical,  or  situational  stress. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  "hangover''  and  systemic  disturbances  are  seldom  seen 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mg  t.i  d or  q i d 
Also  available:  BUTICAPS*  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital)]  15  mg.,  30  mg., 

McNeil  Laboratories,  Inc.,  Fort  Washington,  Pa.  19034 

( McNEIL ) 


Pinworm 
therapy  is  often  a 
family  affair 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy;  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia, 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness, 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopenia; 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  live 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


I New 

tosage  Form: 


Viewable 

ablets  500  mg 

lintezol 

HIABENDAZOLE  MSD) 


d easy  to  take 
i/eryone  in  the  family 
an  keep  to  the 
igimen  you  prescribe 


ude:  fever,  facial  flush,  chills,  conjunctival  injection, 
ioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
luding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
iplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
loxes  of  36,  strip  packaged,  individually  foil  wrapped; 
ipension,  containing  500  mg  thiabendazole  per  5 cc,  in 
ties  of  120  cc. 


MINTEZOL®  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  MINTEZOL  is  3 g 
(6  tablets). 

MINTEZOL  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

Vz 

50 

0.5 

1 

75 

0.75 

11/2 

100 

1.0 

2 

125 

1.25 

21/2 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


more  detailed  information,  consult  your  MSD  representa- 
' or  see  full  prescribing  information.  Merck  Sharp  & 

)me,  Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 


A Blue  Shield  Report 

MERGER  WILL  IMPROVE  SERVICE  TO  PHYSICIANS  AND  HOSPITAI 


At  the  September  meetings  of  the  Directors  of  Blue  Cross  and  Blue  Shield,  merger  of  the  Plans  into  a sine 
corporation  was  approved.  It's  effective  date  will  be  January  1,  1973.  The  new  Board  of  Directors  w 
include  strong  representation  for  physicians  in  private  practice.  Principal  effect  of  the  merger  will 
elimination  of  administrative  procedures  that  are  repeated  for  either  Blue  Cross  or  Blue  Shield  after  al rear 
done  for  the  other  of  the  two. 

Freed  of  those  burdens,  the  manual  and  computer  processing  capabilities  of  the  Plan  will  be  more  heavi 
committed  to  claims  processing  and  payment,  timely  claims  reports  and  response.  The  goal  has  been  set 
pay  all  benefits  within  five  or  less  working  days  from  receipt  of  the  claim. 
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Blue  Shield’s  benefit  payments  for  subscribers  with  Usual,  Customary  and  Reasonable  Fee  Contracts  a 
determined  from  a profile  of  charges  that  were  made  by  each  physician  in  the  State.  The  charges  a 
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The  result  is  benefit  payments  at  higher  levels,  to  the  extent  permitted  by  price  regulations. 
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Blue  Shield  workshops  for  physicians  and  medical  assistants  are  being  conducted  throughout  the  State  fro 
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Medicare  claims  and  payment  processes  will  be  explained  and  illustrated  during  part  of  each  workshop.  Bit 
Shield  contracts,  claims  and  payments  will  be  covered  separately  in  the  same  workshops. 

Of  subjects  to  be  covered,  most  promising  for  physicians  and  their  patients  is  introduction  of  a great 
simplified  Blue  Shield  claim  and  payment  system.  Also,  being  explained  are  new  and  revised  procedu 
codes  for  reporting  of  physicians'  services.  The  new  codes  are  updated  for  more  specific  procedur 
terminology  and  more  equitable  adjudication  of  claims. 


AUTOMATIC  MEDICARE  COMPLIMENT  IS  WORKING  WEL 

Since  August  1,  payments  to  physicians  by  Blue  Shield  for  services  to  patients  holding  Blue  Shield-f 
contracts,  have  been  made  automatically  in  conjunction  with  payment  of  Medicare  claims.  In  whatev 
amount  the  Medicare  benefit  is  reduced  from  the  Medicare-approved  reasonable  charge,  because 
Medicare's  deductible  and  20%  co-pay  requirement  for  beneficiaries,  a Blue  Shield  payment  is  ma< 
without  use  of  a separate  Blue  Shield  claim  form.  Thousands  of  such  benefit  payments  are  made  weekl 
without  a hitch,  for  physicians  who  enter  Blue  Shield-65  subscriber  identification  numbers  in  tlj 
appropriate  block,  (Item  No.  5)  of  the  Medicare  claim  form  (SSA  1490). 
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thick  tonofibrils  (T)]  which  are  connected  with  intercellular  spaces  and  Malpighian  cells 
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clumped  tonofibrils  in  the  so-called  ‘dyskera-  (T).  The  arrow  indicates  a degenerating 
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patient,  but  there  is  Efudex®  (fluorouracil)— as  an  alter- 
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discontinuation  of  therapy.  This  reaction  occurs  in 
affected  areas.  Since  the  response  is  so  predictable, 
lesions  that  do  not  respond  should  be  biopsied  to  rule 
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THE  TEMPOROMANDIBULAR  JOINT  PAIN 
DYSFUNCTION  SYNDROME 

RICHARD  L.  ALPERT,  D.  D.  S. 

I Chick  Springs  Rch,  Greenville,  S.  C. 


One  of  the  most  perplexing  problems  in 
medicine  and  dentistry  is  the  patient  who 
presents  with  atypical  facial  and  head  pain. 
The  physician  is  often  the  first  one  to  see  the 
patient  with  a temporomandibular  joint  prob- 
lem. Most  people  do  not  relate  this  pain  to  a 
dental  cause. 

The  physician-dentist  team  should  function 
to  rule  out  any  contributing  factors  such  as 
abscessed  teeth,  split  teeth,  periodontal  dis- 
ease, sinusitis,  middle-ear  infection,  tumors, 
ascorbic  acid  deficiency,  hormonal  and  elec- 
trolyte imbalances. 

The  TMJ  syndrome  has  been  grossly  mis- 
understood resulting  in  much  needless  and 
radical  treatment.  This  treatment  has  been  in 
the  form  of  alcohol  injections,  injection  of 
steroids  and  sclerosing  solutions  into  the 
temporomandibular  joints,  gasserian  ganglion 
procedures  and  nerve  ressections.  The  fore- 
going procedures  have  been  erroneously  done 
when  the  TMJ  syndrome  has  been  diagnosed. 
However,  in  most  instances  the  TMJ  syn- 
drome is  not  even  diagnosed  correctly.  Many 
times  patients  have  been  told  that  they  must 
“Learn  to  live  with  tensions”. 

Often  after  extensive  medical  and  dental 
examinations  including  EENT  evaluation, 
neurologic  examination,  and  psychiatric  con- 
sultation, the  diagnosis  remains  the  same,  i.e. 


idiopathic  or  atypical  facial  neuralgia  or 
migraine  of  unknown  etiology.  In  medicine 
and  dentistry  we  often  mistakenly  diagnose 
Costen’s  syndrome,  (i.e.  the  loss  of  posterior 
teeth  with  resultant  closure  of  the  bite, 
allowing  the  condyles  of  the  temporomandibu- 
lar joints  to  press  upward  and  backward 
toward  the  ear,  impinging  on  the  auriculo- 
temporal nerve,  giving  rise  to  deafness,  pain, 
dizziness  and  ringing  in  the  ears.)  Current 
research  proves  this  wrong.  Sicher1  states  that 
no  posterior  displacement  of  the  mandibular 
condyle  can  possibly  impinge  on  the  auriculo- 
temporal nerve.  He  states  that  the  auriculo- 
temporal nerve  crosses  the  posterior  border 
of  the  mandible  not  at  the  level  of  the  con- 
dyle, but  much  further  down,  at  the  level  of 
the  mandibular  neck. 

A simple  two-minute  procedure  can  be 
utilized  in  the  majority  of  cases  to  determine 
whether  or  not  the  TMJ  syndrome  is  present 
in  a patient  suffering  from  head  and  neck 
pain.  Ask  the  patient  to  open  as  wide  as  pos- 
sible. Many  times  the  patient  with  an  acute 
TMJ  syndrome  has  a very  limited  degree  of 
opening.  Using  the  forefinger  press  behind  the 
last  upper  molar  tooth  and  beyond  the  tuber- 
osity directing  the  pressure  laterally  on  the 
soft  tissue  toward  the  ear.  If  the  TMJ  syn- 
drome is  present,  the  patient  will  actually 
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Fig.  1.  This  represents  the  maximum  contact  of 
the  teeth  as  might  exist  if  the  patient  just  closes 
the  teeth  together. 


wince  from  light  pressure.  The  pain  is  coming 
from  the  external  pterygoid  muscle  that  is  in 
spasm. 

Every  time  the  patient  swallows,  the  man- 
dible assumes  a distal  relationship  relative  to 
the  maxilla  that  remains  fixed.  The  mandible 
is  limited  in  its  distal  and  superior  position 
primarily  by  the  temporomandibular  liga- 
ments. The  upper  and  lower  teeth  are  sur- 
rounded by  proprioceptors  that  are  pressure 
sensitive.  When  a person  closes  the  jaws  and 
teeth  come  together,  the  proprioceptors  sur- 
rounding the  teeth  send  impulses  to  the  mus- 
cles by  way  of  neural  pathways.  This  is  a 
protective  feedback  mechanism  that  dictates 
to  the  mandibular  musculature  to  move  the 
mandible  away  from  these  areas  of  pressure. 
This  mechanism  operates  on  a conscious  and 
subconscious  level.2 

The  major  muscle  responsible  for  moving 
the  mandible  away  from  those  pressure  areas 
between  the  teeth  is  the  external  pterygoid 
muscle.  If  the  upper  and  lower  teeth  do  not 
mesh  together  precisely,  the  external  ptery- 
goid muscles  will  contract  to  move  the  mandi- 
ble forward  or  laterally  away  from  these  pre- 
maturely contacting  teeth.  This  feedback 
mechanism  operates  everytime  these  pre- 
maturely contacting  surfaces  of  the  teeth 


come  together.  This  constant  contraction 
results  in  the  muscle  contracting  around  its 
own  blood  supply,  with  eventual  muscle 
fatigue,  build-up  of  noxious  waste  products 
and  pain. 

Bruxism  and  clenching  of  the  teeth  is  a 
subconscious  effort  on  the  part  of  the  patient 
to  erase  prematurely  contacting  tooth  surfaces. 
As  more  teeth  wear  unevenly  the  occlusion 
problem  can  become  more  severe.  While  the 
majority  of  TMJ  problems  are  seen  in  adults, 
the  TMJ  syndrome  can  be  present  in  the 
adolescent. 

The  muscles  that  are  involved  in  mandibu- 
lar movement  are  the  external  pterygoids, 
internal  pterygoids,  masseter,  temporalis,  di- 
gastric and  hyoid  muscles.  It  is  possible  for 
any  of  these  muscles  to  go  into  a spasm  as  a 
result  of  bite  disharmony.3  However,  the 
muscles  most  frequently  involved  in  the  TMJ 
syndrome  are  the  external  pterygoids.  All  of 
the  previously  mentioned  muscles  should  be 
palpated  if  the  TMJ  syndrome  is  suspect. 

We  must  recognize  that  emotional  stress 
and  psychic  tension  are  factors  in  the  TMJ 
syndrome.1  Popping,  clicking,  crepitus  of  the 
TMJ  and  preauricular  pain  are  all  symptoms 
of  the  TMJ  syndrome.  Sometimes  a patient 
will  complain  that  the  “Jaw  slips  out  of 
place.” 

The  TMJ  problem  can  be  so  severe  that 
drugs  such  as  Demerol  do  not  completely 
control  the  pain  present.  If  the  patient  cannot 
be  immediately  referred  for  equilibration  of 
the  teeth,  place  gauze  sponges  between  the 
upper  and  lower  teeth  and  have  the  patient 
comfortably  close.  Be  certain  that  the  teeth 
do  not  make  contact  for  at  least  thirty  min- 
utes. In  some  instances  this  simple  procedure 
breaks  up  the  proprioceptive  feedback  mech- 
anism created  when  prematurely  contacting 
teeth  surfaces  come  together.  The  pain  will 
sometimes  spontaneously  leave.  In  some  in- 
stances Vallium,  5 mg.  T.I.D.,  brings  about 
temporary  relief  of  symptoms.  If  the  TMJ 
syndrome  has  been  positively  diagnosed,  the 
dentist  should  proceed  with  the  necessary 
treatment.  This  treatment  usually  consists  of 
diagnostic  casts  made  from  impressions  of  the 
upper  and  lower  teeth,  radiographs  of  the 
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temporomandibular  joints  if  deemed  neces- 
sary, radiographs  of  the  teeth  and  complete 
visual  examination  of  the  tempormandibular 
joints,  mouth,  teeth  and  related  structures. 

The  TMJ  syndrome  cannot  be  ruled  out  by 
merely  asking  a patient  to  close  the  jaws  to- 
gether. Neither  can  it  be  ruled  out  by  having 
a patient  close  on  carbon  paper  or  asking  a 
patient  if  a tooth  feels  “High”. 

The  mandible  must  be  carefully  guided  in 
a most  exacting  manner  in  order  to  reveal 
minute  prematurely  contacting  surfaces  of  the 
upper  and  lower  teeth.  In  many  individuals 
there  is  no  patient  awareness  of  these  slight 
discrepancies.  In  some  individuals  the  slightest 
pressures  can  stimulate  the  external  pterygoid 
contractions,  sometimes  involving  reciprocal 
muscles  resulting  in  the  TMJ  syndrome.6 

In  others,  the  tolerance  is  such  that  gross 
bite  disharmony  does  not  trigger  the  TMJ  syn- 
drome but  causes  loss  of  teeth  due  to  frac- 
tured teeth,  bone  loss  and  tooth  mobility. 

The  TMJ  syndrome  can  be  resolved  by 
judicious  equilibration  of  the  teeth.  This  is  an 
exacting,  precise  procedure  that  consists  of 
shaping  of  specific  areas  of  the  upper  and 


Fig.  2.  This  represents  an  exaggerated  example 
of  premature  contacts  existing  between  the  last 
molars.  This  situation  would  be  discernible  only 
after  the  dentist  carefully  manipulates  the  man- 
dible allowing  the  mandibular  condylar  heads  to 
seat  in  the  most  superior  distal  position  in  the 
fossa.  If  the  patient  were  asked  to  “Just  close  the 
teeth  together”  we  would  likely  see  the  situation 
in  Fig.  1. 
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Fig.  3.  If  teeth  make  premature  contact  as  in  Fig. 
3 the  external  ptergoid  muscles  will  contract  to 
move  the  mandible  away  from  these  areas  of  pre- 
mature contacts. 


lower  teeth  that  are  contacting  prematurely. 
The  teeth  that  have  been  receiving  excess 
pressures  must  be  constantly  re-evaluated. 0 
After  the  initial  pressures  are  removed,  the 
teeth  will  change  position  slightly.  Additional 
equilibration  is  necessary  until  the  teeth 
remain  stable. 

If  a patient  with  the  TMJ  syndrome  has 
only  a few  remaining  teeth,  it  is  necessary  to 
restore  the  missing  teeth  with  a fixed  or 
removable  prosthesis  in  order  to  maintain 
stability.  However,  this  is  done  after  equilibra- 
tion procedures  and  only  when  the  patient  is 
free  of  pain. 

Equilibration  of  the  natural  dentition  is  an 
irreversible  procedure.  In  some  instances  the 
dentist  may  elect  to  make  a removable  bite 
guard.  Most  bite  guards  are  made  to  fit  over 
the  upper  teeth.  The  bite  guard  is  precisely 
equilibrated  so  that  the  lower  teeth  make 
contact  with  it  in  an  exacting  manner.  This 
breaks  up  the  perpetuating  proprioceptive 
feedback  mechanism  between  prematurely 
contacting  teeth. 

Isometric  muscle  exercises  of  the  mandible 
are  recommended  occasionally  along  with 
other  forms  of  therapy. 

It  should  be  emphasized  that  if  a true  TMJ 
syndrome  is  present,  drug  therapy,  bite 
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Fig.  4.  As  external  pherygodis  contract,  the  man- 
dible is  pulled  anteriorally  allowing  these  teeth 
to  mesh  evenly.  This  constant  contraction  of  the 
external  pterygoids  eventually  results  in  these 
muscles  going  into  spasm  giving  rise  to  the 
classic  pain  seen  in  the  TMJ  syndrome. 

guards  and  muscle  exercises  are  only  in- 
tended as  supportive  procedures. 

Occasionally  other  conditions  may  be  pres- 
ent in  a patient  who  is  diagnosed  as  having  a 
TMJ  syndrome.  A maxillary  sinusitis,  for  ex- 
ample, may  complicate  the  treatment  of  the 
TMJ  syndrome.  A slight  swelling  of  the 
Maxillary  sinuses  man  cause  a change  in  posi- 
tion of  the  maxillary  posterior  teeth. 

In  many  instances  equilibration  procedures 
bring  about  dramatic  spontaneous  resolution 
of  the  TMJ  pain  dysfunction  syndrome.  How- 


ever, the  patient  must  be  re-evaluated  to  be 
certain  that  the  teeth  have  remained  in  a 
stable  position.  There  is  no  way  that  the 
dentist  can  accurately  predict  the  total  treat- 
ment time  required  for  equilibration  pro- 
cedures. There  are  some  cases  that  require 
as  much  as  one  or  two  years  of  treatment. 
However,  these  extended  treatment  cases  are 
in  the  minority.  The  presence  of  contributing 
factors  such  as  the  nutritional  status  of  the 
patient,  individual  tolerance  and  psychogenic 
factors  affect  the  treatment  time.  In  a few 
cases,  the  slightest  change  in  the  occlusion 
will  retrigger  the  TMJ  syndrome  after  the 
complete  equilibration  has  been  accom- 
plished. In  these  cases  it  is  necessary  to  do 
additional  equilibration  which  is  usually  done 
very  quickly. 

It  should  be  remembered  that  the  dental 
occlusion  changes  throughout  life  as  teeth 
wear  or  change  position  slightly. 

CONCLUSION 

The  TMJ  syndrome  is  a highly  complex 
neurophysiological  phenomenon.  Idiopathic 
facial  and  head  pain  is  a common  diagnostic 
finding  in  medicine  and  dentistry.  The  dental 
occlusion  is  a frequent  contributing  factor  in 
such  cases. 

The  muscular  mechanisms  involved  are  so 
delicate  that  pressures  of  a fraction  of  a milli- 
meter can  stimulate  muscular  contractions 
resulting  in  extreme  pain. 

If  the  TMJ  syndrome  is  suspect,  the  patient 
should  be  referred  to  the  practitioner  experi- 
enced in  handling  such  problems. 
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“Alzheimer’s  disease  is  a degenerative  dis- 
order of  the  cerebral  cortex  that  produces  a 
dementia  in  middle  to  late  life.”1  Since  its 
specific  defining  properties  are  in  neuro- 
pathology, it  is  a pathological  entity.  It  pre- 
sents as  a psychiatric  disorder  in  most  cases, 
and  thus  it  is  classified  as  an  organic  psychosis. 
Although  much  has  been  written  about  the 
etiology,  pathology  and  clinical  manifesta- 
tions of  the  disease,  there  still  remains  a great 
deal  of  research  needed  to  answer  basic  ques- 
tions regarding  its  existence. 

Because  comprehensive  statistics  are  not 
available,  the  incidence  of  the  disease  has  not 
been  clearly  established.  Nevertheless,  it  does 
appear  to  be  the  most  common  of  all  primary 
types  of  presenile  dementia.  In  the  United 
States,  the  incidence  varies  from  1.5  percent 
to  4 percent  of  all  necropsies  performed  in 
psychiatric  institutions.2  The  incidence  among 
females  is  somewhat  higher  than  in  males  in 
the  proportion  of  3:2. 

First  described  by  Alzheimer  in  1907  in  a 
terse  report  on  “A  Peculiar  Disease  of  the 
Cerebral  Cortex,”  the  disease  is  a primary 
degenerative  polioencephalopathy  of  unknown 
etiology  and  pathogenesis.  Pathologically,  the 
cortex  atrophies,  the  gyri  diminish  in  size, 
and  the  ventricles  dilate.  Not  only  do  the 
changes  occur  in  the  cortices  of  the  frontal, 
temporal  and  occipital  lobes,  but  also  in  the 
gray  matter  and  occasionally  in  the  brain 
stem  as  well.  The  weight  of  the  brain  is 
markedly  reduced  when  its  size  is  compared 
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to  that  of  the  brain  of  the  geriatric  patient 
with  functional  and  cerebrovascular  disorders. 
In  a study  by  Sjogren  in  1965,  400  cases  are 
reviewed  and  brain  weights  are  determined.3 
The  results  demonstrate  a marked  difference 
in  brain  atrophy  with  the  greatest  reduction 
in  size  found  in  the  frontal,  temporal,  and 
limbic  structures  of  those  patients  with 
Alzheimer’s  disease.  Some  brain  weights  as 
low  as  1000  grams  are  recorded. 

On  a microscopic  level,  neurofibrils  present 
in  the  neurons  form  meshworks  of  neuro- 
fibrillary tangles.  These  tangles  consist  of 
masses  of  similar  appearing  abnormal  twisted 
microtubules  which  fill  a large  part  of  the 
cell  or  affected  neuron.  Also  present  extra- 
cellularly  are  condensations  of  aging  cerebral 
substance  which  are  termed  senile  plaques. 
These  microscopic  accumulations  of  granular 
argyrophilic  particles  tend  to  form  a halo 
around  an  uncertain  core  of  sudanophilic  fat 
or  amyloid-like  material.  Recent  ultrastruc- 
tural  studies  of  cortical  biopsies  show  that 
senile  plaques  consist  of  small  groups  of  de- 
generative terminal  dendrites  which  also  con- 
tain close  packed  bundles  of  abnormal  micro- 
tubules. Extracellular  amyloid  fibrils  are  found 
in  all  but  the  very  smallest  plaques  and  the 
various  types  of  “primitive”  and  “mature” 
plaques  seem  to  represent  the  light  micro- 
scope equivalents  of  evolving  lesions,  which 
contain  larger  centers  of  amyloid  and  pro- 
gressively fewer  neutrites  as  the  latter  de- 
generate and  disappear.4 

The  enzymatic  study  of  senile  plaques  is  of 
great  interest  at  the  present  time.  Friede 
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demonstrated  the  following: 

“In  the  early  stage  of  development, 
the  plaque  is  eharacterized  by  in- 
creased  activity  of  the  enzyme 
diphosphopyricline  nucleotide  dia- 
phorase  and  succinic,  lactic,  malate, 
and  glutamate  dehydrogenases.  In  a 
second  phase,  there  are  hypertrophic 
astrocytes  with  increased  oxidative 
enzymes  found.  The  late  stage  is 
characterized  by  a decrease  of  oxi- 
dative activity,  deposition  of  poly- 
saccharides, and  proliferation  of 
microglial  cells  with  strong  acid  phos- 
phatase activity.  Similar  acid  phos- 
phatase activity  is  found  in  the 
neurofibrillary  tangles  but  is  of 
greater  magnitude.  The  significance 
of  these  histochemical  studies  is  un- 
certain, but  they  may  represent  an 
abnormal  accumulation  of  a normal 
structure,  tire  activity  of  which  may 
well  be  related  to  energy  production 
for  axonal  flow  or  impulse  trans- 
mission.”6 

Since  the  diagnosis  of  Alzheimer’s  dis- 
ease is  usually  made  on  clinical  grounds  with- 
out pathological  support,  a true  knowledge 
about  the  existence  of  tire  disease  is  not 
certain.  Tire  differential  diagnosis  based  on 
clinical  grounds  includes  Pick’s  disease,  Jacob- 
Creutzfeld  disease,  low  pressure  hydro- 
cephalus, early  cases  of  Huntington’s  chorea, 
atherosclerosis  of  the  carotid  arteries,  and 
subacute  spongiform  encephalopathy.  Rosen- 
stock  in  his  review  of  Alzheimer’s  disease, 
however,  states  that  it  constitutes  a rather 
consistent  syndrome  with  characteristic  early 
and  late  features:  early  electroencephalogram 
findings  demonstrate  diffuse  slowing  with  loss 
of  the  dominant  alpha  rhythm  especially  over 
the  fronto-parietal  areas,  the  parenchyma 
reveals  cortical  atrophy  and  ventricular  dila- 
tion by  pneumoencephalogram;  the  skull 
roentgenograms  and  cerebrospinal  fluid  are 
usually  normal.6  It  must  be  stressed  that  those 
entities  — low  pressure  hydrocephalus  and 
carotid  artery  atherosclerosis  — which  may 
improve  with  surgical  intervention  must  be 
distinguished  in  the  evaluation  of  dementia. 


On  a clinical  level,  Alzheimer’s  disease  pre- 
sents with  psychiatric  changes  almost  entirely. 
It  usually  begins  at  an  early  stage  in  life, 
usually  in  the  40’s  and  50’s.  The  disease 
progresses  rapidly  with  severe  brain  damage 
and  mental  deterioration  during  the  early 
stages  of  the  illness.  Frequently  the  patient 
develops  aphasia  and  dysarthric  speech  in 
which  the  articulation  of  words  becomes 
severely  impaired  and  the  words  may  be 
slurred,  confused,  and  indistinct.  Sim  has 
conveniently  divided  the  symptomatology 
present  into  three  stages.7  In  the  early  stages, 
patients  show  early  retrograde  amnesia, 
though  a few  present  with  depression  and 
distress  over  the  disability  provoked  by  the 
amnesia.  This  stage  is  marked  by  defective 
perception  and  comprehension,  gradual  loss  of 
remote  memory,  impaired  reasoning,  diffi- 
culties in  concentration,  and  decreased  effi- 
ciency, extending  to  mistakes  in  activities  of 
daily  living.  Often  the  patient  projects  the 
blame  for  his  increasing  incapacity  on  others 
and  develops  transient  unsystematized  de- 
lusions of  reference  and  persecution.  He  de- 
velops defenses  to  correct  the  defect  — a 
tendency  to  tidiness,  maintenance  of  super- 
ficial relationships  with  funds,  and  a frivolous 
attitude  when  the  defect  is  revealed.  In  the 
second  stage,  intellectual  impairment  is  evi- 
dent in  all  areas.  Recent  memory  is  particu- 
larly impaired  and  confabulations  present 
themselves.  The  patient’s  mood  is  depressed, 
apprehensive,  and  irritable.  Compulsive 
laughing  and  crying  occurs  and  there  is  an 
accompanying  hyperactivity  with  general 
restlessness,  aimless  wandering,  and  repetition 
of  purposeless  movements.  Dysphasia  and 
dysarthria  also  continue.  During  the  late 
stages  of  the  disease,  the  patient  becomes  dis- 
oriented to  time,  place,  and  person,  and  is 
unable  to  recognize  familiar  objects  and  the 
closest  of  relatives.  One  of  the  common  find- 
ings is  the  loss  of  spatial  perception.  Neuro- 
logical signs  are  more  evident  and  consist  of 
deterioration  along  parkinsonian  lines;  pyra- 
midal signs;  urinary  incontinence;  and  in 
some,  epileptic  attacks.  Eventually  the  patient 
becomes  bed-ridden  and  reduced  to  a vegeta- 
tive existence.  Psychotic  symptoms  of  a 
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delusional  and  persecutory  nature  do  occur 
in  the  early  stages,  however,  they  are  more 
prominent  in  the  late  stages,  from  five  to  eight 
years  after  its  onset.  The  early  occurence  of 
confabulation  found  in  neurologic  deficits  and 
the  appearance  of  incontinence  and  convul- 
sions are  more  clearly  associated  with  other 
disease  processes,  however,  than  with  Alz- 
heimer’s. Finally,  most  patients  with  the  dis- 
ease live  from  five  to  nine  years  following  its 
onset  and  usually  die  from  intercurrent  in- 
fections. 

As  far  as  familial  occurence  and  genetic 
variables  present  in  Alzheimer’s  disease  are 
concerned,  little  is  known.  Most  workers  re- 
porting family  studies  concur  that  the  disease 
is  probably  inherited  as  an  autosomal  domi- 
nant. Since  often  less  than  50  percent  of  sib- 
lings are  affected,  penetrance  may  be  in- 
complete.8 A contrary  view  has  been  sug- 
gested by  Sjogren.”  He  concedes  that  a multi- 
factorial inheritance  is  possible,  with  several 
genes  having  a cumulative  effect  until  a thres- 
hold is  reached  and  the  disease  becomes  mani- 
fest. Sjogren  also  demonstrated  that  the  rea- 
son for  a greater  proportion  of  females  to 
males  may  lie  in  an  inhibitory  or  modifying 
gene  which  is  sex-linked  with  manifestations 
being  inhibited  more  in  the  male  than  in  the 
female.  Most  researchers,  however,  agree  that 
recessive  inhibition  seems  unlikely  because 
of  cases  present  in  successive  generations  and 
the  low  incidence  of  first  cousin  marriages. 

Other  studies  propose  that  prolonged  use 
and  abuse  of  analgesics,  particularly  those 
containing  phenacetin,  may  be  related  to  the 
appearance  of  histological  signs  of  Alzheimer’s 
disease.10  In  a recent  study,  nine  brains  of 
patients  with  analgesic  nephropathy  were 
examined  for  neuropathology.  Senile  plaques 


were  found  in  all  and  were  present  in  the 
frontal,  temporal,  and  occipital  regions,  but 
were  most  obvious  in  the  hippocampal  gyrus. 
Here  there  was  also  premature  deposition  of 
lipofuchsin  in  the  neurons.  The  reason  for  its 
deposition  is  most  probably  related  to  the 
fact  that  phenacetin  is  a powerful  oxidizing 
agent,  which  when  it  acts  on  unsaturated  fats 
and  fatty  acids  found  in  the  neuron,  causes  the 
formation  of  lipofuchsin.  Although  some  re- 
searchers feel  that  lipofuchsin  is  a harmless 
by-product  of  neuronal  metabolism,  others 
feel  that  its  accumulation  adversely  affects 
nexuons  by  producing  adhesions  of  the  neuro- 
fibrils resulting  in  neurofibrillary  tangles.11 

One  would  like  to  conclude  with  a defini- 
tive treatment  plan  for  patients  with  this  dis- 
ease; however,  this  just  does  not  exist  at  the 
present  time.  Recent  studies  have  cited  the 
use  of  ventriculoatrial  shunts  for  supportive 
treatment.12  These  studies  demonstrate  only 
minimal  improvement  in  those  patients  with 
presenile  dementia  as  opposed  to  those  pa- 
tients with  occult  hydrocephalus.  One  is 
therefore  left  with  only  supportive  measures 
such  as  the  use  of  antidepressants  to  combat 
distress  and  dejection  over  the  disease  and  the 
use  of  tranquilizers  to  reduce  hostility,  de- 
lusional symptoms,  etc. 

In  conclusion,  Alzheimer’s  disease  continues 
to  remain  a medical  and  psychiatric  enigma 
despite  extensive  studies  in  relation  to  all 
ramifications  of  the  disease  process.  The 
clinician  is  left  then  with  an  incomplete  under- 
standing of  the  cause  and  treatment  for  the 
condition.  It  can  only  be  hoped  that  future 
research  will  reveal  important  information  to 
aid  the  physician  in  dealing  with  this  interest- 
ing but  mysterious  disease. 
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Controlled  Trial  of  Two  Regimens  of  Subcutaneous 
Heparin  in  Prevention  of  Postoperative  Deep-Vein 
Thrombosis 

I.  C.  GORDON-SMITH  et  al  (L.  P.  Le  QUESNE, 
Middlesex  Hosp,  London)  Lancet  1:1133-1135 
(May  27)  1972 

A total  of  150  patients  undergoing  major  opera- 
tions were  divided  into  three  groups:  (1)  controls, 
(2)  those  receiving  three  12-hourly  doses  of  5,000 
IU  heparin  and  (3)  those  receiving  5,000  IU  heparin 
every  12-hours  for  five  days.  The  incidence  of  deep- 
vein  thrombosis  was  42%  in  the  controls,  13.5% 
in  group  2,  and  8.3%  in  group  3. 


Atherosclerosis  as  Pediatric  Problem 
W.  B.  KANNEL  and  T.  R.  DAWBER  ( 123  Lincoln 
St,  Framingham,  Mass  01701)  J Pediatr  80:544-554 
( April ) 1972 

Atherosclerosis  has  its  origins  in  infancy  and  child- 
hood. Genetically  determined  lipid  abnormalities  ac- 
count for  a distinct  but  small  segment  of  highly  sus- 
ceptible persons.  Early  detection  of  such  individuals 
and  an  early  treatment  of  these  “defects"  are  urged. 


Acute  Pancreatitis  as  Complication  of  Imuran 
Therapy  in  Regional  Enteritis 

J.  R.  NOGUEIRA  and  M.  A.  FREEDMAN  (Gen- 
eral Rose  Memorial  Hosp,  Denver  80220)  Gastroen- 
terology 62:1040-1046  (May)  1972 

A 57-year-old  woman  with  regional  enteritis  devel- 
oped acute  pancreatitis  after  three  weeks  of  azathio- 
prine  (Imuran)  treatment.  Pancreatitis  recurred  when 
he  drug  was  given  again.  Pancreatitis  has  not  pre- 
viously been  related  to  azathioprine  therapy  except 
in  transplantation. 

Rubella  Vaccine  Myeloradiculoneuritis—  R.  C.  GIL- 
MARTTN,  Jr.,  et  al  (Children’s  Medical  Center, 
Tuba  74105)  J Pediatr  80:406-412  (Mrach)  1972. 

Thirty -six  children  with  myeloradiculoneuritic  syn- 
drome were  studied  following  a mass  rubella  vaccine 
program.  The  highest  incidence  of  reaction  was  seen 
in  preschool  children  and  occurred  on  an  average 
of  six  weeks  following  vaccination.  This  transient 
disorder  differed  from  the  arthritis  of  rubella.  The 
only  consistent  laboratory  abnormality  was  an  ab- 
normal nerve  conduction  velocity. 
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X-RAY  FILMS  OF  THE  MONTH 


G.  E.  RICHMOND,  M.D. 

Department  of  Radiology,  Richland  Memorial  Hos- 
pital, Columbia,  S.  C. 

This  a a 53  year  old  colored  female  with  a 
vague  several  year  history  of  headaches  and 
no  neurological  deficit.  There  was  no  other 
bony  involvement  by  x-ray.  What  is  your 
x-ray  diagnosis? 

1.  Normal  skull 

2.  Convexity  meningioma 

3.  Sickle  cell  disease 

4.  Paget’s  disease 

5.  Fibrous  dysplasia 

Answer:  Convexity  meningioma.  These  are 
typically  slow  growing  and  75%  can  be  diag- 
nosed by  plain  films,  33%  show  sclerotic 
changes  and  10%  contain  calcification.  Other 
changes  are  osteolytic  and  related  to  localized 
hypervascularity  in  25%,  atrophy  of  the  sella 
in  50%  and  pineal  shift  in  60%. 

The  above  case  is  an  extreme  example 
showing  primarily  the  sclerotic  manifestations. 
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President’s  Page 


It  is  the  opinion  of  many  today  that  the  Federal  Government  should  administer  and  finance 
radical  changes  in  the  practice  of  medicine,  in  order  to  try  to  improve  the  methods  of  rendition 
of  medical  care  and  to  make  it  equally  available  to  all  citizens  of  the  United  States,  regardless 
of  their  economic  status  or  geographic  location  in  relation  to  their  proximity  to  or  remoteness 
from  a so-called  medical  center.  Such  an  opinion  is  usually  part  of  a philosophy  which  embraces 
four  assumptions.  First,  there  is  the  tendency  or  disposition  to  characterize  the  problem  or 

alleged  problem  as  being  a crisis.  In  our  country  at  present,  certainly  more  citizens  are  re- 

ceiving more  and  better  medical  care  than  ever  before,  witness  the  advances  in  medical  practice 
in  the  last  50  years,  and  there  is  no  sound  basis  for  claiming  that  there  is  any  “health  care  crisis” 
in  this  country  at  this  time.  Secondly,  there  is  the  idea  that  government,  this  means  the  National 
Government,  has  the  answers  to  any  new  problem  that  does  arise.  The  postal  service  and  the 

public  school  systems  are  but  two  examples  which  refute  this.  Thirdly,  there  is  the  idea  that  the 

allocation  and  spending  of  money  will  solve  the  problem.  Even  a superficial  study  of  the  O.E.O. 
programs  should  dispel  such  an  idea.  Fourthly,  there  is  the  assumption  that  basic  economic  laws 
are  no  longer  applicable  and  therefore  can  be  ignored.  One  of  these  is  the  law  of  supply  and 
demand.  To  date,  it  would  appear  that  humans  have  been  successful  in  some  instances  in  con- 
trolling supply,  such  as  money  for  mortgage  purposes,  but  no  one  yet  has  really  devised  the 
method  to  control  demand,  witness  the  increasing  use  of  hospital  facilities  and  increasingly  com- 
plex and  expensive  technical  equipment  necessary  in  the  study,  diagnosis  and  treatment  of  dis- 
ease today. 

Whereas  it  is  believed  that  we  will  all  recognize  that  there  is  need  for  improving  the  avail- 
ability of  medical  care  to  the  poor,  there  is  little  reason  to  believe  that  it  could  be  better  admin- 
istered or  financed  on  the  federal  level  than  it  could  on  the  state  or  preferably  the  county  or 
municipal  level,  such  as  has  been  practiced  throughout  the  country  for  years,  except  for  the 
military  and  the  veteran  population  and  until  the  advent  of  the  Medicare  and  Medicaid  pro- 
grams. With  each  change  from  private  to  municipal  to  county  to  state  to  federal  levels,  the  cost 
of  the  collection  and  disbursing  of  monies  increases  geometrically.  We  should  be  mindful  that 
monies  that  should  be  expended  for  the  care  of  the  sick,  and  for  the  prevention  of  sickness  can  be 
wasted  in  administrative  cost,  and  not  serve  best  the  purposes  for  which  they  were  appropri- 
ated. It  is  exceedingly  important  that  all  physicians  inform  their  representatives  at  all  levels  of 
government,  especially  at  the  federal  level,  that  careful  study  and  extreme  caution  should  be  used 
before  any  legislation  is  passed  which  would  alter  materially  the  methods  of  medical  practice 
as  we  know  them  today.  Our  energies  could  be  far  better  spent  by  devising  ways  to  educate 
the  poor  regarding  the  availability  of  medical  care,  and  in  providing  transportation  for  those 
who  are  truly  deserving  of  public  support. 


Edward  F.  Parker,  M.D. 
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Editorials 


The  Shape  of  Things  to  Come 
(Depends  on  YOU) 

Just  think,  as  you  read  this,  before  you 
receive  another  issue  of  The  Journal,  the 
presidential  elections  will  be  over  and  the 
direction  of  our  nation  for  the  next  four  years 
will  be  determined. 

In  his  call  for  a new  editor  of  this  journal, 
Dr.  Joe  Waring  suggested  a “non  political” 
person.  We  will  endeavor  to  be  non  political, 
certainly  non  partisan,  in  our  statements  in 
editorials.  However,  the  situation  confronting 
us  on  Election  Day,  November  7,  1972,  de- 
mands comment!  Never  in  my  knowledge  has 
such  a clear  choice  between  disaster  and  hope 
been  available  to  us.  George  McGovern’s 
actions  and  statements  up  to  this  time  (early 
September)  seem  to  be  socialistic  in  phil- 
osophy, wavering  in  character,  superficial  in 
knowledge,  exploitative  in  context,  and 
calamitous  in  total.  If  you  agree,  you  have 
less  than  a month  to  do  something  to  save 
our  country.  If  you  take  the  contrary  view 
and  believe  that  McGovern  can  help  our 
country,  you  have  just  under  a month  to  do 
something  about  it.  Whatever  your  views, 
your  time  to  affect  the  shape  of  things  to 
come  is  growing  short.  Get  to  work!!! 


The  TMJ 

During  my  orthopedic  residency  years,  an 
hour  lecture  by  an  eminent  oral  surgeon  on 
the  hospital  staff  ended  with  the  frequent 
closing  statement,  “I  have  a few  more  minutes 
for  any  questions.”  I raised  my  hand  and 
naively  asked.  “Could  you  please  give  us  a 
brief  description  of  the  temporomandibular 
joint?”  The  expert  pondered  this  question 
briefly,  then  replied,  “I  have  just  had  pub- 
lished an  eighty  page  monograph  on  that 
subject  and  I am  still  not  sure  I understand 
it  — certainly  not  well  enough  to  describe  it 
in  just  a few  minutes!” 


The  TMJ  is  a complicated  synovial  joint 
with  many  clinical  implications.  It  is  often 
involved  and  sometimes  the  monitory  joint 
in  rheumatoid  arthritis.  Acute  trauma  or  re- 
peated microtraumata  can  cause  internal 
derangement  of  the  TMJ.  Tension  states  can 
cause  tooth  grinding  and  TMJ  pain.  Occlusive 
defects,  as  described  in  Dr.  Alpert’s  article  in 
this  issue,  are  frequently  — probably  the 
most  frequent  cause  — related  to  TMJ  pain. 
Yet  this  little,  but  complex  joint,  lies  almost 
in  die  DMZ  — on  the  fringe  areas  of  ortho- 
pedics, oral  surgery,  otolaryngology,  and  max- 
illo-facial  surgery,  but  all  too  frequently  not 
being  sufficiently  interesting  to  any  of  these 
specialties  to  get  the  attention  it  deserves. 

We  thank  Dr.  Alpert  for  crossing  over  from 
the  dental  world  to  make  us  cognizant  of  the 
TMJ  and  its  wide  clinical  implications.  His 
approach  should  frequently  prove  successful. 
Perhaps,  too,  it  will  stimulate  more  thought 
and  discussion  on  the  TMJ  — an  underrated 
cause  of  suffering. 


Self  Evaluation 

At  the  University  Hospital  in  Charleston  I 
submitted  to  a self  evaluation  examination 
which  had  been  widely  publicized  and  could 
have  been  participated  in  by  all  who  are 
sufficiently  concerned.  This  test  was  held  on 
the  same  day  and  hour  in  various  medical 
educational  centers  over  the  United  States.  I 
was  surprised  to  find  that  I was  the  only 
practicing  physician  present.  I was  more  sur- 
prised later  to  learn  that,  although  I felt  I 
had  done  very  well,  my  percentile  was  in  a 
range  far  from  flattering.  This  led  me  to  give 
some  thought  to  the  matter  of  evaluation  tests 
in  general.  I have  some  doubts  as  to  their  all- 
embracing  propriety. 

To  begin  with  there  is  no  way,  absolutely 
no  way,  aside  from  prolonged  and  careful  ex- 
amination plus  extensive  actual  observation 
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of  a man  in  practice  to  determine  his  quali- 
fications in  any  given  area.  This  is  the  position 
held  by  some  otherwise  qualified  men  who 
have  not  troubled  themselves  to  endure 
“board  examinations.”  I respect  their  opinion 
and,  although  I am  happy  to  have  had  my 
own  board  certificate  for  more  than  forty 
years,  I do  not  consider  that  this  entitles  me 
to  continue  to  practice  my  specialty  as  I 
choose.  What  does  entitle  me  so  to  do  is  the 
vigilant  attention  which  has  been  paid 
through  the  years  to  patients  and,  through 
meetings  and  reading,  to  the  rapid  develop- 
ments in  methods  of  diagnosis  and  treatment 
now  far  in  advance  of  those  used  when  I 
began  to  practice.  This  care  is  rendered  by 
all  honorable  physicians,  and,  while  there  has 
been  an  occasional  “rotten  apple  in  the 
barrel”,  the  number  is  insufficient  to  warrant 
the  unfavorable  light  in  which  medicine 
stands  in  the  eyes  of  the  public  whose  views 
jhave  been  unjustifiably  distorted  by  un- 
scrupulous reporters  and  politicians.  Yet, 
thank  God,  we  do  have  friends. 

It  is  abundantly  clear  that  the  facets  of 
medical  interests  have  become  so  numerous 


that  it  is  impossible  for  any  man  to  know  all 
that  he  should  know  even  in  a small  sub- 
division of  his  own  specialty.  It  is,  therefore, 
not  likely  that  someone  in  an  ivory  tower  is 
going  to  be  able  to  devise  realistic  questions 
which  will  enable  a board  of  examiners  or 
the  examinee  himself  to  determine  a prac- 
titioner’s ability  in  his  limited  field.  Too  many 
factors  in  successful  clinical  work  have  to  do 
with  immeasurable  assets  such  as  patience, 
personality,  conscientiousness,  and  above  all 
love  and  faith  on  the  part  of  the  physician 
and  that  of  the  patient  in  whom  they  are 
engendered. 

As  one  grows  old  in  practice,  his  interests 
become  narrowed  as  a matter  of  course  and 
of  necessity.  It  is  not  reasonable  to  require 
that  he  should  be  academically  informed 
except  where  such  knowledge  is  imperative  to 
the  actual  work  in  which  he  is  engaged.  It  is, 
of  course,  essential  that  he  “knows  what  he 
does  not  know.”  If  he  acts  upon  this,  he  is 
qualified;  but  you  cannot  find  this  out  by  any 
practical  method  of  examination. 

J.  W.  Jervey,  M.D. 

Greenville,  S.  C. 


£oulh (farjljna 


50  YEARS  AGO 

October,  1922 

Dr.  R.  M.  Pollitzer  of  Charleston  reported 
that  there  were  176  deaths  from  malaria  in 
the  year  preceding.  Dr.  A.  J.  Buist  of  Charles- 
ton wrote  on  gall  bladder  disease. 
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Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR. 

indications:  Edema  associated  with  congestive  heart 
failure,  cirrhosis  of  the  liver,  the  nephrotic  syndrome; 
steroid-induced  and  idiopathic  edema;  edema  resistant  to 
other  diuretic  therapy.  Also,  mild  to  moderate  hypertension. 
Contraindications:  Pre-existing  elevated  serum  potassium. 
Hypersensitivity  to  either  component.  Continued  use  in 
progressive  renal  or  hepatic  dysfunction  or  developing 
hyperkalemia. 

Warnings:  Do  not  use  dietary  potassium  supplements  or 
potassium  salts  unless  hypokalemia  develops  or  dietary 
potassium  intake  is  markedly  impaired.  Enteric-coated 
potassium  salts  may  cause  small  bowel  stenosis  with  or 
without  ulceration.  Hyperkalemia  ( > 5.4  mEq/L)  has  been 
reported  in  4%  of  patients  under  60  years,  in  12%  of  patients 
over  60  years,  and  in  less  than  8%  of  patients  overall. 

Rarely,  cases  have  been  associated  with  cardiac  irregularities. 
Accordingly,  check  serum  potassium  during  therapy, 
particularly  in  patients  with  suspected  or  confirmed  renal 
insufficiency  (e.g.,  elderly  or  diabetics).  If  hyperkalemia 
develops,  substitute  a thiazide  alone.  If  spironolactone  is 
used  concomitantly  with  *Dy azide’,  check  serum  potassium 
frequently —both  can  cause  potassium  retention  and  some- 
times hyperkalemia.  Two  deaths  have  been  reported  in 
patients  on  such  combined  therapy  (in  one,  recommended 
dosage  was  exceeded;  in  the  other,  serum  electrolytes  were 
not  properly  monitored).  Observe  patients  on  ‘Dyazide’ 
regularly  for  possible  blood  dyscrasias,  liver  damage  or 
other  idiosyncratic  reactions.  Blood  dyscrasias  have  been 
reported  in  patients  receiving  Dyrenium  (triamterene,  SK&F). 
Rarely,  leukopenia,  thrombocytopenia,  agranulocytosis, 


and  aplastic  anemia  have  been  reported  with  the  thiazides. 
Watch  for  signs  of  impending  coma  in  acutely  ill  cirrhotics. 
Thiazides  are  reported  to  cross  the  placental  barrier  and 
appear  in  breast  milk.  This  may  result  in  fetal  or  neonatal 
hyperbilirubinemia,  thrombocytopenia,  altered  carbo- 
hydrate metabolism  and  possibly  other  adverse  reactions 
that  have  occurred  in  the  adult.  When  used  during  pregnancy 
or  in  women  who  might  bear  children,  weigh  potential 
benefits  against  possible  hazards  to  fetus. 

Precautions:  Do  periodic  serum  electrolyte  and  BUN 
determinations.  Do  periodic  hematologic  studies  in 
cirrhotics  with  splenomegaly.  Antihypertensive  effects  may 
be  enhanced  in  postsympathectomy  patients.  The  following 
may  occur:  hyperuricemia  and  gout,  reversible  nitrogen 
retention,  decreasing  alkali  reserve  with  possible  metabolic 
acidosis,  hyperglycemia  and  glycosuria  (diabetic  insulin 
requirements  may  be  altered),  digitalis  intoxication  (in 
hypokalemia).  Use  cautiously  in  surgical  patients.  Con- 
comitant use  with  antihypertensive  agents  may  result  in  an 
additive  hypotensive  effect. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth;  anaphylaxis;  rash,  urticaria,  photo- 
sensitivity, purpura,  other  dermatological  conditions;  nausea 
and  vomiting  (may  indicate  electrolyte  imbalance),  diarrhea, 
constipation,  other  gastrointestinal  disturbances.  Rarely, 
necrotizing  vasculitis,  paresthesias,  icterus,  pancreatitis, 
and  xanthopsia  have  occurred  with  thiazides  alone. 

Supplied:  Bottles  of  100  capsules. 
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IN  EDEMA- IN  HYPERTENSION 


If  you  ve 
, seen  one, 
have  you 
really  seen 
them  all? 

The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


Age  22,  previously  normal  menses 
with  occasional  menorrhagia.  Now 
on  a sequential  0 C.  for  four  month  j 
Complains  of  heavy  flow, 
occasional  mtracyclic  bleeding,  11 
edema,  tender  swollen  breasts.  ] 
Indicates  estrogen  excess 
1st  choice  Switch  to  a com-  j 
bination  50-mcg  -estrogen  O.C.  I 
(such  as  Demulen  ). 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne.  Was  put 
on  prenuptial  regimen  of  50-mcg. - 
estrogen/moderate-progestogen 
O.C.  for  two  months.  Now  has 
increased  acne 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency. 

1st  choice:  Switch  to  a 100-mcg.- 
estrogen  combination  {such  as 
Enovid-E  or  a sequential). 

\ 


Age  25.  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1 On  a low-estrogen/ 
high-progestogen  O.C.  for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice:  Switch  to  a center- 
spectrum  0 C.  with  more  estrogen, 
less  progestational  activity 
(such  asOvulen  ) 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin. 

History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice:  An  estrogen-dominant 
0 C (such  as  Enovid-E*). 


same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  much 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  center 
spectrum. 


tall,  slender,  athletic, 
it  chest  On  a progestogen- 
ant  50-mcg. -estrogen  O.C 
current  trichomoniasis 
inilia. 

cates  estrogen  deficiency  and 
of  progestogen  in  current  0 C. 
choice:  Switch  to  a com- 
n pill  with  100  meg 
an  and  less  progestational 
i (such  as  Enovid-E  or 
rora  sequential). 

/ 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activity 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balanced 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are:  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefore, 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 

*Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  "Miss  America”  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg  - 
estrogen  pill  for  four  months 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen 

1st  choice:  Switch  to  a center- 
spectrum  O.C.  with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen  ). 


Age  21,  college  senior,  average 
build.  On  highly  progestogen- 
dominant/low-dose-estrogen  O.C. 
for  six  months  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gain 

Indicates  probable  progestogen 
excess. 

1st  choice:  Switch  to  a center- 
spectrum  pill  (such  as  Ovulen  ). 


Age  27,  slightly  overweight, 
multiparous.  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C.  three  years  ago  Has  pre- 
menstrual fluid  retention  and 
leg  cramps. 

Indicates  probable  excess  of 
estrogen. 

1st  choice  A 50-mcg. -estrogen/ 
progestogen-dominant  pilt 
(such  as  Demulen  ). 


p|T  center-spectru 
Cl  1 for  most 


Orief  summary 
scribing  information, 
e see  next  page. 


Each  white  tablet  contains  ethynodiol  diacetate  1 mg./mestranai  0.1  pig 

mm  *mm  a moderately 

llAn  progestogen-dominant  O.C. 

1/Cl  I lLlld  1 for  many 

Each  white  tablet  contains  ethynodiol  diacetate  1 mg./ethinyl  estradiol  50  meg. 

Each  pink  tablet  in  Ovulen-28®  and  Demulen® -28  is  a placebo,  containing  no  active  ii 
Both  Ovulen  and  Demulen  are  available  in  21-  and  28-pill  schedules. 

I ccARi  f Products  of  SEARLE  & CO. 

I SanJLuan  Puerto  Rico 00936 

• j t"*® 3 ™oderat,e|y  . ;r.r 

l-H  J1S1— estrogen-dominant  O.C. 

Cl  lUVICi  C for  some 

Each  tablet  contains  norethynodrel  2.5  mg./  mestranol  0.1  mg. 
r— — m Product  of  Searle  Laboratories  Division 


G.D.  SEARLE  & CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  “ The  Pill"  Began 


ngredients 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 

Ovulen  Demulen 

Each  white  tablet  contains:  Each  white  tablet  contains: 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg.  ethynodiol  diacetate  1 mg,/ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulerf -28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH). 

Special  note -Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960.  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States.  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

Indication  -Ovulen  and  Demulen  are  indicated  for  oral  contraception. 

Contraindications-Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding 

Warnings -The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studiesof  morbidity  in  the  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one4  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable. 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions-The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
requirecareful  observation  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated. 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives. The  mechanism  of  this  decrease  is  obscure.  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theageof  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g , retinal  thrombosis  and  optic  neuritis. 

The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives,  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inalcrampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme,  i 
erythema  nodosum,  hemorrhagic  eruption  and  itching. 

The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives: hepatic  function  increased  sulfobromophthalein  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values;  metyrapone  test  and  pregnanediol  deter- 
mination. 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13  267-279  (May)  1967. 

2.  Inman,  W.  H.  W.,  and  Vessey.  M.  P Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age, Brit.  Med.  J. 2:193-199 (April 27)1968  3.  Vessey,  M P,  and  Doll.  R:  Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease.  A Further  Report,  Brit.  Med.  J.  2:651-657  (June  14)  1969  4.  Sartwell, 

P.  E , Masi,  A.  T,  Arthes,  F.  G.,  Greene,  G R„  and  Smith,  H.  E.  Thromboem-  j 
bolism  and  Oral  Contraceptives:  An  Epidemiologic  Case-Control  Study,  Amer. 

J.  Epidem.  90365-380 (Nov.)  1969 
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Enovid-E 

norethynodrel  2.5  mg./mestranol  01  mg 

Actions  -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of  j 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (LH) 

Indication -Enovid-E  is  indicated  for  oral  contraception 

The  Special  Note , Contraindications,  Warnings,  Precautions  and  Adverse  ! 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and  j 
should  be  observed  when  prescribing  Enovid-E 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories  Division 
G.D.SEARLE&CO. 

P.O.  Box  5110,  Chicago,  Illinois  60680 

Where  "The  Pill"  Began  2728 
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Dr.  Lucius  C.  Pressley  has  been  named 
associate  director  for  clinical  services  at  the 
William  S.  Hall  Psychiatric  Institute,  the  re- 
search, teaching  and  training  facility  for  the 
State  Department  of  Mental  Health.  Dr. 
Pressley  joined  the  staff  of  the  institute  in 
June,  1966,  and  was  chief  of  the  psychiatric 
outpatient  section.  Dr.  Felix  A.  Costa,  a child 
fellow  graduate,  is  now  serving  as  a con- 
sultant in  child  psychiatry  to  four  of  the 
division’s  14  community  mental  health  cen- 
ters and  clinics.  Dr.  John  M.  Foxworth  has 
completed  his  psychiatric  residency  and, 
after  serving  his  military  commitment  will 
work  in  general  psychiatry  at  the  Spartan- 
burg Area  Mental  Health  Center.  Drs.  Daniel 
Vallini,  Bruce  R.  Holzman  and  S.  Robert 
Young  have  joined  the  professional  staff  of 
Hall  Institute.  First-year  residents  at  the 
Institute  are  Drs.  Charles  B.  Baber,  Fletcher 
K.  Baker,  Fionan  M.  O’Griofa  and  Ivan 
Aralica. 

Dr.  J.  C.  Harris  was  honored  by  his  col- 
leagues after  practicing  medicine  in  Lan- 
caster since  1927.  Dr.  William  R.  Wallace, 
Chester  physician  for  the  past  63  years,  was 
named  President  Emeritus  by  the  Old  Cath- 
olic Presbyterian  Church  Memorial  Associa- 
tion. Dr.  Sam  G.  Lowe,  Rock  Hill  pediatri- 
cian, has  been  named  director  of  Medical 
Screening  Services  for  Carolina  Community 
Actions,  Inc.  This  is  a new  project  funded 
for  a 12-month  period  with  funds  from  the 
Office  of  Economic  Opportunity  and  local 
sources. 

Dr.  R.  F.  Bozeman,  Jr.  announced  the 


association  of  Dr.  Salvatore  A.  Rini  for  the 
practice  of  Obstetrics  and  Gynecology  at  his 
offices  in  Myrtle  Beach.  Dr.  Rini  studied  at 
the  New  York  Medical  College  and  the  New 
Rochelle  Hospital  in  New  Rochelle.  Dr.  H. 
Cooper  Black,  Jr.  has  announced  the  opening 
of  an  office  for  the  practice  of  general  and 
vascular  surgery  in  West  Columbia.  He  is 
associated  with  Dr.  Fred  W.  Clemenz.  Dr. 
Black  is  a graduate  of  the  Medical  Univer- 
sity of  South  Carolina.  Dr.  Peter  M.  Wil- 
liams, a native  of  Mullins,  has  opened  offices 
for  the  practice  of  medicine  in  Florence.  His 
specialty  is  in  the  field  of  allergy  and  im- 
munology. Dr.  Williams  studied  at  the  Medi- 
cal University  of  South  Carolina,  Cincinnati 
General  Hospital  and  the  University  of  Vir- 
ginia Hospital. 

Dr.  Henley  H.  Hurt  will  practice  internal 
medicine  in  Columbia  after  serving  for  the 
past,  two  years  as  Chief  of  the  Department 
of  Medicine  at  Fort  Jackson  Army  Hospital. 
Dr.  Hurt  graduated  from  the  Medical  Uni- 
versity of  South  Carolina  and  also  spent 
some  time  in  training  at  Fitzsimons  General 
Hospital  in  Denver,  Colorado.  Dr.  Rudy 
Celis  has  moved  to  Anderson  from  Washing- 
ton, D.  C.  to  be  associated  with  Anderson 
Memorial  Hospital  in  the  radiology  depart- 
ment. He  received  his  medical  degree  at 
Georgetown  University  Medical  School  and 
did  his  internship  at  Charity  Hospital  in 
New  Orleans.  Prior  to  moving  to  Anderson, 
Dr.  Celis  served  his  residency  in  radiology 
at  Georgetown  University  Hospital. 


October,  1972 
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Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 


Medical  University  of  South  Carolina 

Richard  A.  Borden  has  been  appointed 
associate  professor  and  director  of  the  new 
Physical  Therapy  Program  in  the  College  of 
Allied  Health  Sciences,  Medical  University  of 
South  Carolina. 

The  recent  addition  of  Physical  Therapy  as 
a program  in  the  College  of  Allied  Health 
Sciences  brings  the  total  number  of  programs 
leading  to  a Bachelor  of  Science  Degree  to 
four.  The  program  will  be  based  upon  the 
two  plus  two  concept.  The  first  two  years  of 
prerequisites  and  general  education  require- 
ments must  be  acquired  at  an  accredited  in- 
stitution of  higher  learning,  with  the  final  two 
years  being  completed  at  the  Medical  Univer- 
sity. 

The  Fall  of  1973  is  the  target  date  for 
acceptance  of  students  to  the  program. 


A Charleston  physician,  Dr.  Charles  H. 
Banov,  has  been  appointed  allergy  consultant 
for  the  Southeastern  states  under  a new  “dial 
a diagnosis”  service  for  doctors.  He  is  assist- 
ant clinical  professor  of  medicine  at  the  Medi- 
cal University  of  South  Carolina. 

The  non-profit  service,  known  as  Medicall, 
is  operated  out  of  Chicago  by  the  3,000-  mem- 
ber American  Society  of  Contemporary  Medi- 
cine and  Surgery,  headed  by  the  noted  heart 
surgeon  Dr.  Michael  DeBakey.  Medicall  has 
about  200  physicians  throughout  the  nation 
available  on  a 24-hour  basis  to  answer  medical 
queries  from  fellow  physicians.  The  inquiring 
doctor  is  connected  with  a specialist,  via  a 
telephone  arrangement  in  Chicago,  in  slightly 
over  a minute.  The  service  is  expected  to  be 
especially  useful  to  physicians  practicing  in 
remote  or  sparsely  settled  areas. 

Dr.  Banov  is  a fellow  of  the  American  Col- 
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• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  6V20  per  tablet) 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 
Indications:  Nonobstructed  urinary  tract  infection 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to  susj 
ceptible  organisms.  Important  Note:  In  vitro  sent 
sitivity  tests  not  always  reliable;  must  be  coordinate  ) 
with  bacteriological  and  clinical  response.  Ad 
aminobenzoic  acid  to  follow-up  culture  media.  In 
creasing  frequency  of  resistant  organisms  limits  use 
fulness  of  antibacterial  agents,  especially  in  chron 
and  recurrent  urinary  infections.  Maximum  safe  tote: 
sulfonamide  blood  level,  20  mg/100  ml;  measure 
levels  as  variations  may  occur. 

Contraindications:  Hypersensitivity  to  sulfonamide; 
infants  less  than  2 months  of  age;  pregnancy  at  terr 
and  during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  established.  D 
not  use  for  group  A beta-hemolytic  streptococcal  in 
fections,  as  sequelae  (rheumatic  fever,  glomerulor.ei 
phritis)  are  not  prevented.  Deaths  reported  fro  l 
hypersensitivity  reactions,  agranulocytosis,  aplast ; 
anemia  and  other  blood  dyscrasias.  Sore  throat,  feve  e 
pallor,  purpura  or  jaundice  may  be  early  indication 
of  serious  blood  disorders.  CBC  and  urinalysis  wi: 
careful  microscopic  examination  should  be  performs 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impaired 
renal  or  hepatic  function,  severe  allergy  or  bronch 
asthma.  Hemolysis,  frequently  dose  related,  may  on 
cur  in  glucose-6-phosphate  dehydrogenase-deficier' 
patients.  Maintain  adequate  fluid  intake  to  preve' 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranuloc 
tosis,  aplastic  anemia,  thrombocytopenia,  leukopen 
hemolytic  anemia,  purpura,  hypoprothrombinemia  ar^ 
methemoglobinemia;  Allergic  reactions:  Erythen  | 
multiforme  (Stevens-Johnson  syndrome),  generalize  ^ 
skin  eruptions,  epidermal  necrolysis,  urticaria,  serurj 
sickness,  pruritus,  exfoliative  dermatitis,  anaphyla 
toid  reactions,  periorbital  edema,  conjunctival  ar  j 
scleral  injection,  photosensitization,  arthralgia  and  a 
lergic  myocarditis;  Gastrointestinal  reactions:  Nause  ] 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  an: 
rexia,  pancreatitis  and  stomatitis;  C.N.S.  reaction 
Headache,  peripheral  neuritis,  mental  depression 
convulsions,  ataxia,  hallucinations,  tinnitus,  vert 
and  insomnia;  Miscellaneous  reactions:  Drug  feve-1 
chills  and  toxic  nephrosis  with  oliguria  and  anurn) 
Periarteritis  nodosa  and  L.E.  phenomenon  have  ocj 
curred.  Due  to  certain  chemical  similarities  with  sor  j 
goitrogens,  diuretics  (acetazolamide,  thiazides)  sr 
oral  hypoglycemic  agents,  sulfonamides  have  cause, 
rare  instances  of  goiter  production,  diuresis  and  hyp 
glycemia  as  well  as  thyroid  malignancies  in  rats  f 
lowing  long-term  administration.  Cross-sensitiv 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 
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, recurrent  or  chronic  nonobstructed  cystitis 


TWO 
BUILT-IN 
BENEFITS  OF 
GAMRIS1N 

sulfisoxazoIe/Roche* 


1. 

High  urinary  drug  levels 

Gantrisin  quickly  reaches  peak  antibacterial  concentrations 
in  the  urine  — usually  in  2 to  3 hours.  With  the  recommended 
dosage  regimen,  Gantrisin  maintains  these  high  urinary  levels 
throughout  therapy  to  combat  such  susceptible  organisms 
as  E.  coli,  Klebsiella- Aerobacter,  Staphylococcus  aureus,  Proteus 
mirabilis  and,  less  frequently,  Proteus  vulgaris. 

Z 

Generally  good  tolerance 

Because  of  Gantrisin's  high  solubility  and  rapid  excretion, 
therapy  is  relatively  free  of  adverse  reactions  serious  enough  to 
require  discontinuance  of  the  drug  (3.1  % of  1002  patients  in  a 
recent  study*).  Even  minor  reactions  are  comparatively 
infrequent,  but  may  include  nausea,  headache  and  vomiting. 
For  other  possible  undesirable  reactions,  and  precautions, 
please  see  summary  of  prescribing  information  on  opposite  page. 

*Koch-Weser,  J.,  el  a/.  Arch  Intern.  Med  , 128  399.  1971 
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For  nonobstructed  cystitis 
begin  with 

Gantrisin* 

sulfisoxazole/Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


ALCOHOLISM 


DRUG  ADDICTION 


And  Other  Drug  Dependency  Conditions 


A unique  original  program  of  recovery  with  a different  approach. 
For  information  or  to  admit  patients  contact : 


WILLINGWAY  HOSPITAL 

John  Mooney,  Jr.,  M.D.  311  Jones  Mill  Road 

Medical  Director  P.  0.  Box  508,  Statesboro,  Georgia  30458 

(912)  764-6236 

Member  Georgia  Hospital  Association 


Dorothy  R.  Mooney 
Administrator 


lege  of  Physicians  and  was  the  first  South 
Carolinian  to  be  certified  by  the  sub-specialty 
Board  of  Allergy  and  Immunology  of  the 
American  Board  of  Internal  Medicine. 

Three  faculty  appointments  have  been  an- 
nounced for  the  Department  of  Pathology  at 
the  Medical  University  of  South  Carolina. 
They  are  Dr.  Roderick  L.  Guerry  and  Dr. 
Albert  Kreutner,  Jr.,  who  have  a special  re- 
search interest  in  surgical  pathology  and 
cytology,  and  Dr.  Sterling  K.  Ainsworth, 
whose  research  interest  is  in  the  field  of  the 
kidney  and  immunology. 

Dr.  Guerry,  a native  of  Jacksonville,  Fla., 
comes  to  the  Medical  University  after  duty  at 
the  U.  S.  Army  Hospital  in  Wurzburg,  Ger- 
many. He  is  a 1960  graduate  of  the  University 
of  Georgia  and  received  his  M.D.  degree 
from  the  Medical  College  of  Georgia  in  1964. 
He  did  his  internship  and  residency  at  Duke 
University  where  he  was  a fellow  in  neuro- 
pathology. 

Dr.  Kreutner,  of  Richmnod  Hill,  New  York, 
is  a graduate  of  Colgate  University  and  re- 
ceived his  M.D.  degree  in  1964  from  the  Uni- 
versity of  Rochester.  He  did  his  internship 
and  residency  at  the  University  of  Rochester- 
Strong  Memorial  Hospital.  He  was  chief  resi- 
dent in  pathology  in  1968  at  the  University 
of  Pittsburgh-Presbyterian  University  Hos- 
pital. 

Dr.  Ainsworth,  a native  of  Meridian,  Mis- 
sissippi, comes  to  the  Medical  University  after 
two  years  as  a research  fellow  in  pathology 
at  Harvard  Medical  School.  He  is  a graduate 
of  the  University  of  Mississippi  where  he  re- 
ceived his  B.A.,  M.S.  and  Ph.D.  degrees.  His 
doctorate  major  was  in  microbiology.  Dr. 
Ainsworth  has  done  research  at  the  University 
of  Mississippi  Medical  Center  and  was  a 
postdoctoral  fellow  at  the  University  of  Al- 
berta, Edmonton,  Alberta,  Canada. 

October,  1972 
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put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 

Pyoper 

(disodium  carbenicillin) 

*vials  for  injection  equivalent  to  1 gm. 
and  5 gm.  of  carbenicillin. 
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TOPICS 


THE  COLOSTOMY  REHABILITATION  PROGRAM 

PAUL  H.  O’BRIEN,  M.D.,  FACS" 


Rehabilitation  is  the  science  and  skill  of 
returning  the  patient  as  rapidly  and  com- 
pletely as  possible  to  his  rightful  role  with 
his  family  and  society.  Proper  attention  and 
proper  personnel  have  only  recently  become 
available  for  the  maximal  rehabilitation  of  the 
cancer  patient.  For  the  patient  who  has  under- 
gone massive  head  and  neck  surgery,  we  have 
the  skills  of  plastic  surgery  and/or  the  prostho- 
dontist. The  patient  who  has  undergone  breast 
surgery  now  has  in  South  Carolina  the  “Reach 
to  Recovery”  program.  Patients  who  require 
amputation  of  an  extremity  are  now  given  an 
immediate  fitting  for  a prosthetic  device.  To- 
day we  are  talking  of  the  Colostomy  Re- 
habilitation Program  in  South  Carolina  under 
the  direction  of  D.  C.  Hull,  M.D.,  State  Co- 
ordinator. 

During  the  academic  year  1972-1973,  it  is 
estimated  there  will  be  500  new  cases  of  can- 
cer of  the  colon  and  rectum  diagnosed  in 
South  Carolina.  Approximately  one  half  of 
these  will  require  an  abdominal  perineal  re- 
section and  the  patient  will  have  to  master 
the  management  of  a permanent  end  sigmoid 
colostomy.  In  most  surgical  texts,  the  prob- 
lems of  the  patient  are  grossly  underestimated. 
The  patient  is  told  that  he  should  maintain  a 
low  residue  diet;  regular  social  habits;  and 
learn  to  irrigate. 

Irrigation  is  almost  uniformly  encouraged 
in  colostomy  patients  in  the  United  States, 

“Director  of  the  Cancer  Clinic,  Medical  University 
of  South  Carolina,  Charleston,  South  Carolina. 
Professor,  Department  of  Surgery,  Medical  University 
of  South  Carolina,  Charleston,  South  Carolina. 


despite  proper  information  as  to  the  adequacy 
of  available  toilet  facilities.  If  the  patient  has 
inadequate  toilet  facilities,  the  nonirrigation 
technique  should  be  explained  to  the  patient. 
The  patient  may  be  reassured  that  in  Eng- 
land the  great  majority  of  colostomy  patients 
do  not  irrigate.  Further  advantages  of  the 
non  irrigation  technique  are  the  absence  of 
colonic  perforations  from  the  irrigating  tube, 
which  are  a very  real  source  of  morbidity  and 
mortality  in  the  colostomy  patient. 

Upon  discharge,  the  patient  is  often  in- 
structed to  have  a daily  enema.  With  personal 
regulation  of  the  daily  enema,  the  patient  is 
frequently  assured  that  all  he  will  require  to 
cover  his  colostomy  is  a small  gauze  pad.  Such 
a regimen  is  rarely  obtained.  While  the  gauze 
pad  is  ideal,  the  occasional  “accident”  and 
gross  embarrassment  make  most  colostomy 
patients  prefer  the  security  of  the  readily 
available,  cheap,  disposable  plastic  bags.  The 
enema  routine  requires  considerable  experi- 
mentation, with  some  patients  preferring  to 
irrigate  every  other  day  and  some  every  third 
day. 

The  rate  of  flow  of  the  fecal  mass  through 
the  right  colon  and  the  ability  of  the  bowel 
to  absorb  water  will  determine  what  is  to  be 
discharged  through  the  stomal  opening  in  the 
sigmoid  colon.  There  is  no  sphincter  on  an 
end  colostomy  nor  indeed  any  proximal  rectal 
valves  or  distensible  rectum.  To  expect  some 
type  of  regular  involuntary  bowel  movement 
from  a sigmoid  colostomy  is  unrealistic. 

The  true  experts  on  colostomy  care  are 
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those  patients  who  have  successfully  mastered 
their  own  colostomy.  Such  volunteers  can  pro- 
vide the  patient  physical  proof  that  a very 
full  and  rich  life  can  be  accomplished  with  a 
colostomy.  There  are  now  male  and  female 
volunteers  available  for  helping  the  colostomy 
patient  adjust  to  his  handicap  in  Richland 
County,  Florence,  Spartanburg,  Greenville, 
and  Charleston.  The  volunteers  are  all  very 
well  adjusted  emotionally,  mature  individuals 
who  have  for  the  patient  assurance  and  prac- 
tical aids  for  controlling  the  colostomy.  Pa- 
tients who  have  had  the  advantage  of  being 
visited  by  these  volunteers  consider  the  vol- 
unteers to  have  very  successfully  reduced 
anxiety,  embarrassment,  and  enhanced  the 
patient’s  adjustment  to  his  colostomy. 

For  the  long  time  help  of  the  patient  with 
a colostomy  in  South  Carolina,  the  American 
Cancer  Society  is  now  recommending  the 
acquisition  of  an  enterostomal  therapist.  The 
South  Carolina  Division  has  established  a 
fund  of  $1,000  to  finance  the  training  of  such 
an  enterostomal  therapist  in  a six  week  course 
which  is  currently  offered  in  only  three  in- 
stitutions in  the  United  States.  The  then 
qualified  therapist  would  be  available  to  the 
South  Carolina  Division  on  a volunteer  basis 
to  assist  in  the  education  of  both  physicians, 
technicians,  and  patients  in  the  problems  of 
various  types  of  ostomies.  This  would  seem 
to  be  a very  desirable  goal.  A trained  enter- 
ostomal therapist  could  then  provide  regular 
help  and  management  for  patients  with  di- 
verse types  of  ostomies. 

Total  care  of  the  cancer  patient  in  1972 
requires  much  more  than  a competent  wide 
field  resection  of  the  afflicted  organ.  Re- 
habilitation is  an  integral  part  of  therapy. 
These  rehabilative  programs  are  available  in 
the  State  of  South  Carolina,  many  through 
the  auspices  of  the  South  Carolina  Division 
of  the  American  Cancer  Society.  Support  for 
the  South  Carolina  Division  of  the  American 
Cancer  Society  and  its  rehabilitation  pro- 
grams is  the  responsibility  of  all  physicians 
treating  the  cancer  patient  in  South  Carolina. 

October,  1972 


Beecham  found  it, 
named  it, 

put  it  in  your  hands. 


Prescribe 

the  discoverer’s  brand 


Bactocili 

(sodium  oxacillin) 

•capsules  equivalent  to  250  mg.  and  500  mg. 
oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 
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E.  Kenneth  Aycock,  M.D.,  M.P.H. 
Secretary  and  State  Health  Officer 


STATE  BOARD  OF  HEALTH  NEWS 


The  Bureau  of  Laboratories  of  the  South 
Carolina  State  Board  of  Health  will  present  a 
course  on  the  Qualitation  and  Quantitation  of 
Immunoglobulins  on  November  8-10,  1972. 
This  seminar  will  provide  participants  in  the 
course  with  theoretical  knowledge  and  tech- 
nical skills  necessary  for  quantitatively  assay- 
ing serum  immunoglobulins. 

The  course  will  be  conducted  at  the  Bureau 


of  Laboratories,  South  Carolina  State  Board 
of  Health,  2600  Bull  Street,  Columbia,  South 
Carolina  by  Dr.  Dan  Palmer,  Chief,  Serology 
Training  Unit,  Center  for  Disease  Control, 
Atlanta,  Georgia.  For  more  information,  con- 
tact Mrs.  Susan  Cheatham,  Laboratory  Im- 
provement Section,  South  Carolina  State 
Board  of  Health,  2600  Bull  Street,  Columbia, 
South  Carolina  29201. 


Sure  Cure— Almost 

Attributed  to  Galen,  who  may  have  had  tongue  in 
cheek:  “All  who  drink  of  this  remedy  recover  in  a 
short  time,  except  those  whom  it  does  not  help,  who 
all  die.  It  is  therefore  obvious  that  it  fails  only  in 
incurable  cases.” 
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New  Members,  SCMA 

George  L.  Bass,  M.  D. 

450  Kennedy 
Spartanburg,  S.  C.  29302 

Igor  I.  Islamoff,  M.  D. 

P.  0.  Drawer  1038 
Marion,  S.  C.  29571 

Joseph  Keffer,  M.  D. 

801  N.  Pant  St. 

Anderson,  S.  C.  29621 

Robert  E.  Livingston,  III,  M.  D. 

P.  O.  Box  130 
Newberry,  S.  C.  29108 

Don  L.  Penington,  M.  D. 

130  Waterloo  St. 

Aiken,  S.  C.  29801 

Fred  E.  Pittman,  M.  D. 

80  Barre  St. 

Charleston,  S.  C.  29401 

Ruth  M.  Thomas,  M.  D. 

51  Nassau  St. 

Charleston,  S.  C.  29401 

Deidrich  P.  von  Lehe,  M.  D. 

80  Barre  St. 

Charleston,  S.  C.  29401 

Charles  M.  Webb,  M.  D. 

101  E.  Wood  St. 

Spartanburg,  S.  C.  29303 
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Beecham  found  it, 
named  it, 


Prescribe 

the  discoverer’s  brand 

luaciinn 

(ampicillin  trihydrate) 

•capsules  equivalent  to  250  mg.  and  500  mg. 

ampicillin.  for  oral  suspension  equivalent 
to  125  mg./5  cc.  and  250  mg./5  cc.  ampicillin. 
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$1,700,368  AWARDED  TO  S.  C. 

REGIONAL  MEDICAL  PROGRAM 

Meeting  in  Columbia  Aug.  22,  the  Regional 
Advisory  Group  of  the  South  Carolina  Re- 
gional Medical  Program  awarded  $1,700,368 
in  funds  involving  30  health  care  projects 
across  the  State. 

The  Group  finalized  a SCRMP  Program 
Budget  for  the  period  Sept.  1,  1972  to  Aug. 
31,  1973  that  included  funding  decisions  on 
current  SCRMP  projects,  planning  applica- 
tions and  the  Program  Staff  budget. 

In  the  main,  next  year’s  funds  will  be  util- 
ized to  finance  the  recently  announced  ex- 
pansion of  SCRMP’s  role  in  efforts  to  en- 
courage health  manpower  developments, 
primary  health  care  delivery  patterns  and 
regionalization  of  specialized  care  and  support 
services. 

All  programs,  projects  and  activities  of  the 
SCRMP  are  under  the  guidance  and  super- 
vision of  the  Regional  Advisory  Group  and 
its  committees. 

Advisory  Group  officers  are:  Dr.  James  W. 
Colbert,  Jr.,  vice-president  for  Academic  Af- 
fairs of  the  Medical  University  of  S.  C., 
Charleston,  Chairman;  Dr.  Louis  D.  Wright, 
Jr.,  Florence,  vice-chairman;  William  B.  Fin- 
layson,  administrator  of  the  Conway  ( S.  C. ) 
Hospital,  co-chairman  and  Dr.  Vince  Moseley, 
coordinator  for  SCRMP  and  director  of  the 
Division  of  Continuing  Education  at  the  Med- 
ical University  of  S.  C.,  secretary. 

The  SCRMP  is  a statewide  effort  to  share 
with  all  health  groups,  insitutions  and  pro- 
grams—public  and  private— die  broad  overall 
goals  of  ( 1 ) increasing  the  availability  of 
health  care;  (2)  enhancing  its  quality  and 


SOUTH  CAROLINA  REGIONAL 
MEDICAL  PROGRAM 

VINCE  MOSELEY,  M.D. 

Coordinator,  South  Carolina 


(3)  moderating  its  costs.  This  is  being 
achieved  through  local  cooperation  and  initia- 
tive on  the  part  of  physicians,  nurses,  dentists, 
hospital  administrators,  allied  health  profes- 
sionals and  voluntary  health  organizations. 

Projects  and  Planning  Studies  awarded 
funds  included  (shown  are  title,  sponsor, 
director’s  name  and  brief  summary): 

—Statewide  Cancer  Clinic  Education  and 
Service  Program  — S.  C.  State  Board  of 
Health,  Dr.  William  C.  Marett,  to  determine 
how  a cancer  clinic  can  be  used  for  better  pa- 
tient care  and  physician  education  (Florence 
Cancer  Clinic),  with  ultimate  goal  of  expan- 
sion of  such  activities  to  all  State-Aid  Cancer 
Clinics. 

—Children’s  Cardio-Respiratory  Disease 
Project  — Medical  University  of  S.  C.  Charles- 
ton, Dr.  .Arno  Hohn,  to  expand  and  coordin- 
ate detection,  diagnostic  and  treatment  ser- 
vices in  children’s  heart  and  respiratory  dis- 
ease. 

Statewide  Teaching  Program  for  Dia- 
betics — Spartanburg  County  Health  Depart- 
ment, Dr.  J.  C.  Hedden,  to  expand  an  estab- 
lished teaching  program  designed  to  enable 
patients  to  control  and  manage  their  diabetes. 

—Rural  Mobile  Health  Program  — Berkeley, 
Colleton  and  Dorchester  counties  Economic 
Development  Corp.,  Walterboro,  Brother  John 
Howard,  to  improve  primary  care  rendered 
by  a visiting  mobile  unit  through  improved 
communications  methods  and  expanded  pro- 
fessional support. 

—Richland  Memorial  Allied  Health  Pro- 
gram — Richland  Memorial  Hospital,  Colum- 
bia, Dr.  Dana  C.  Mitchell,  to  improve  patient 
care  through  the  organization  and  expansion 
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of  clinical  education  programs  for  intensive 
care  and  outpatient  services. 

—Education  Program  for  Physicians,  Nurses 
and  Allied  Medical  Personnel  — Spartanburg 
General  Hospital,  Dr.  Loren  Parmley,  to  de- 
velop “team  approach”  concept  by  physicians, 
nurses  and  allied  health  personnel. 

—Demonstration,  Service  and  Education 
Project  — Medical  University  of  S.  C.,  Dr. 
Charles  P.  Summerall,  III,  to  expand  the  role 
of  the  Heart  Clinic  at  MUSC  into  regionally- 
oriented  education,  diagnostic  and  treatment 
programs. 

—Statewide  Heart  Clinic  Education  and 
Service  Program  — S.  C.  State  Board  of 
Health,  Dr.  William  C.  Marett,  to  improve 
specialized  ambulatory  heart  disease  services 
through  existing  state-aid  heart  clinics. 

—Shared  Bio-Engineering  Service  — Medi- 
cal University  of  S.  C.,  Thomas  S.  Hargest,  to 
train  engineers  and  technicians  to  perform 
bio-engineering  services  and  then  place  train- 
ees in  area  team  assignments  covering  groups 
of  institutions. 

—Comprehensive  Coronary  Care  for  Com- 
munity Hospitals  — Medical  University  of 


S.  C.,  Dr.  Charles  P.  Summerall,  to  assist  in 
the  development  of  intensive  coronary  care 
services  of  high  quality  in  community  hos- 
pitals through  individual  consultation  pro- 
grams; nurses  training;  an  EKG  transmission 
system;  and  a patient  registry. 

—Implementation  Program  of  Heart  and 
Stroke  Projects  in  S.  C.  — S.  C.  Heart  Associa- 
tion, John  Hughes,  to  coordinate  the  several 
projects  planned  by  the  S.  C.  Heart  Associa- 
tion Task  Force  with  all  major  organizations 
and  agencies  working  in  the  area  of  heart 
disease  and  stroke  control  in  South  Carolina. 

—Chronic  Benal  Disease  Education  and 
Services  — Medical  University  of  S.  C.,  Dr. 
Arthur  V.  Williams,  to  expand  statewide  pro- 
gram for  patient  care  in  renal  diseases,  with 
emphasis  on  patient  training  in  home  dialysis 
and  support  of  renal  transplant  service. 

—A  Cooperative  Gynecologic/Radiotherapy 
Program  in  S.  C.  — Medical  University  of 
S.  C.,  Dr.  Paul  Underwood,  Dr.  Keene  Wal- 
lace, and  Jimmy  Fenn,  to  establish  in  S.  C.  a 
cooperative  team  approach  to  the  total  man- 
agement of  the  cancer  patient  from  the  pri- 


“WHEN  YOUR  BACK  FEELS  GOOD  YOU’LL  FEEL  GOOD” 


ALY  POSTUREPEDI 

A Unique  Back  Support  System 


Extra  deep,  554”  Sealy  Durolife  core 
teamed  with  patented  torsion  bar 
foundation  gives  firm  support  that’s 
designed  in  cooperation  with  leading 
orthopedic  surgeons.  “No  morning 
backache  from  sleeping  on  a too- 
soft  mattress.” 

POSTUREPEDIC  IMPERIAL  LATEX 

QUEEN  SIZE  60x80”  2-pc.  set  $329.95 
KING  SIZE  76x80”  3-pc.  set  $429.95 


*2I995 


Twin  or  full  size,  2-pc.  set 

“No  morning  backache  from  sleeping  on  a too-soft  mattress. 


Lexington,  N.  C. 
Charlotte,  N.  C. 
High  Point,  N.  C. 


SEALY  OF  THE  CAROLINAS,  INC. 

(a  division  of  the  70-year  old  Peerless  Mattress  Co.) 

Asheville,  N.  C. 
Greenville,  N.  C 
Columbia,  S.  C. 

“sleeping  on  a Sealy  is  like  sleeping  on  a cloud” 
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mary  family  physician  to  the  oncologist  (deals 
with  origin,  cause  and  growth  of  the  tumors) 
and  associated  Allied  Health  personnel. 

—Statewide  Nuclear  Medicine  Technician 
Training  — Self  Memorial  Hospital,  Green- 
wood, Dr.  William  A.  Klauber,  to  provide  an 
on-going  Education  Program  in  Nuclear  Med- 
icine for  physicians,  nurses  and  allied  health 
personnel. 

—Comprehensive  Respiratory  Disease  Train- 
ing Program  — Medical  University  of  S.  C., 
Dr.  Robert  L.  Galphin,  to  establish  in  S.  C. 
an  ongoing  self-perpetuating  state-wide  pro- 
gram for  continuing  medical  and  allied  health 
education  in  respiratory  disease  diagnosis  and 
management. 

—A  Regional  Program  for  Comprehensive 
Information  for  Medicine  — Medical  Univer- 
sity of  S.  C.  College  of  Pharmacy,  Dr.  William 
Henderson,  to  design,  implement  and  operate 
a comprehensive  medical  and  pharmaceutical 
information  system  involving  poison  informa- 
tion, drug  therapy,  adverse  drug  reaction 
data,  and  toxicological  data. 

—Statewide  Laboratory  Personnel  Refresher 
Training  — S.  C.  State  Board  of  Health,  Dr. 
Arthur  DiSalvo,  to  upgrade  the  diagnostic 
acumen  of  lab  technicians  in  S.  C. 

—Greenwood  Area  Regionalization  of  Cor- 
onary Care  — Self  Memorial  Hospital,  Green- 
wood, Kenneth  Flinchum,  provides  linkages 
for  EKG  coronary  monitoring  between  major 
and  outlying  hospitals. 

—A  Program  for  Continuing  Education  for 
Health  Professionals,  Technical  and  Occupa- 
tional Allied  Health  Personnel  — Division  of 
Continuing  Education  of  die  Medical  Univer- 
sity of  S.  C.,  and  the  Education  Section  of  the 
SCRMP,  Dr.  Vince  Moseley,  to  improve  and 
expand  existing  Continuing  Education  oppor- 
tunities in  the  healdi  science,  professional, 
technical,  and  occupational  groups  through- 
out the  region  and  to  develop  new  programs. 

—Stroke  Nurse  Training  — University  of 
S.  C.  School  of  Nursing,  Dean  Marjorie 
Sanderson,  R.N.,  provides  a regional  educa- 
tional program  for  the  practicing  nurse  in  the 
care  of  stroke  patients. 

—Innovative  Methods  for  Practicing  Com- 
munity Pharmacists  — College  of  Pharmacy, 
Medical  University  of  S.  C.,  Dr.  William  H. 


Colod,  to  design  and  test  methods  to  reduce 
drug  hazards  and  to  insure  efficacy  of  pre- 
scribed medication. 

—Regional  In-Service  and  Training  for  Hos- 
pitals — Marion  County  Memorial  Hospital, 
Marion;  David  G.  Askins,  Sr.,  to  define  and 
test  a coordinated  training  program  for  man- 
power development  in  community  hospitals. 

—Advanced  Training  for  Emergency  Medi- 
cal Technicians  — S.  C.  Hospital  Association, 
Libby  Alford  to  design  and  test  approaches 
to  improved  regional  training  programs  for 
emergency  medical  technicians. 

—Shared  Social  Services  Support  for  Com- 
munity Hospitals  — The  Tuomey  Hospital, 
Sumter,  Ralph  M.  Abercrombie,  Jr.,  to  de- 
velop the  role  of  the  social  services  depart- 
ment in  community  hospitals  to  provide  pre- 
admission counseling  and  planned  discharge 
services. 

—Advanced  Planning:  Organization  of 

S.  C.  Medical  Care  Foundation  — S.  C.  Medi- 
cal Association,  M.  L.  Meadors,  to  promote 
improved  distribution  of  high  quality,  easily 
accessible,  medical  services  for  the  people  of 
S.  C.  at  reasonable  costs. 

—Development  and  Expansion  of  Shared 
Educational  Programs  in  Community  Hos- 
pitals — Self  Memorial  Hospital,  Greenwood, 
Kenneth  Flinchum,  to  develop  shared  educa- 
tional coruses  and  programs  applicable  to  the 
needs  of  a major  hospital  and  outlying  com- 
munity hospitals  in  a six-county  area. 

—Obstetrical  Assistant  Program  for  Aiken 
County  — Aiken  County  Hospital,  Aiken,  Dr. 
Kenneth  R.  Owens,  to  develop  an  Obstetrical 
Assistant  Training  Program  for  Licensed 
Practical  Nurses  in  a multi-county  state  dis- 
trict to  improve  prenatal  and  perinatal  care 
for  the  rural  indigent. 

—Survey  and  Compilation  of  a Health  Ser- 
vices Standards  Library  — State  Board  of 
Health,  J.  Richard  Coney,  to  provide  district 
health  planning  agencies  with  complete  and 
accurate  working  publications  on  health  facili- 
ties and  services  in  the  districts  and  state  of 
S.  C. 

—A  Perinatal  Intensive  Care  Unit  Proto- 
type — Medical  University  of  S.  C.,  Dr.  Abner 
H.  Levkoff  and  Dr.  Henry  C.  Heins,  Jr.,  to 
develop  a prototype  model  of  an  Obstetrical 
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or  generations  my  family  has  insisted  on  Donnagel  K-PG,"  says  active  young  matron  Mrs.  T. 
Farnsworth  Lipp  (of  the  Upper  Lipps),  shown  here  with  her  charming  son.  "All  the  benefits  of 
paregoric— without  the  unpleasant  taste,  don't  you  know?  And  Junior  thinks  Donnagel-PG  tastes  so 
much  like  bananas  that  I never  worry  about  a slip  between  spoon  and  Lipp." 


>r  without  a silver  spoon,  a most  tasteful  solution  in  treating  acute,  non-specific 
11  the  benefits  of  paregoric,  without  the  unpleasant  taste.  DonnagelH-PG  treats 
ing  cramping,  tenesmus,  and  nausea  as  well  as  the  diarrhea  itself.  Instead  of 
tasting  paregoric,  it  contains  the  therapeutic  equivalent,  powdered  opium, 
the  production  of  formed  stools  and  lessen  the  urge.  And  it  provides  the 
detoxicant  effects  of  kaolin  and  pectin,  plus  the  antispasmodic  benefits  of 
alkaloids.  And  a good  banana  flavor  to  baby  any  taste. 

Donnagel-PG 

Donnagel  with  * paregoric  equivalent 
$ Available  on  oral  prescription  or  without  prescription 
under  limited  circumstances  as  modified  by  applicable  state  law. 

cc.  contains:  Kaolin,  6.0  g.;  Pectin,  142.8  mg.;  Hyoscyamine  sulfate,  0.1037  mg.; 
fate,  0.0194  mg.;  Hyoscine  hydrobromide,  0.0065  mg.;  Powdered  opium,  USP,  24.0  mg. 
o paregoric  6 ml.)  (Warning:  may  be  habit  forming);  Sodium  benzoate  (preservative), 
:ohol,  5%.  A.H.  Robins  Company,  Richmond,  Virginia  23220 

/M+DOBINS 


♦n.o* 


Nrtussin  AC 


Cough  Caln^f 


irith  the 


The  coughing  season  is  here  again. 
Time  to  rely  on  the  four  Robitussins 
and  Cough  Calmers  to  help  clear  the 
lower  respiratory  tract.  All  contain 
glyceryl  guaiacolate,  the  efficient  ex- 
pectorant that  works  systemically  to 
help  increase  the  output  of  lower 
respiratory  tract  fluid.  The  enhanced 
flow  of  less  viscid  secretions  soothes 
the  tracheobronchial  mucosa,  pro- 
motes ciliary  action,  and  makes 
thick,  inspissated  mucus  less  viscid 
and  easier  to  raise.  Available  on  your 
prescription  or  recommendation. 

For  coughs  of  colds  and  “flu" 

Robitussin0 

Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Alcohol,  3.5% 

For  unproductive  allergic  coughs 

Robitussin  A-CD  El 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Pheniramine  maleate  7.5  mg. 

Codeine  phosphate 10.0  mg. 


(warning:  may  be  habit  forming) 
Alcohol,  3.5% 

Non-narcotic  for  6-8  hr.  cough  control 

Robitussin-DM® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Dextromethorphan 

hydrobromide  15.0  mg. 

Alcohol,  1.4% 


Clears  sinuses  and  nasal 
stuffiness  as  it  relieves  cough 

Robitussin-PE® 


Each  5 cc.  contains: 

Glyceryl  guaiacolate 100.0  mg. 

Phenylephrine 

hydrochloride  10.0  mg. 

Alcohol,  1.4% 


Robitussin-DM  in  solid  form 
for  “coughs  on  the  go" 

Cough  Calmers® 

Each  Cough  Calmer  contains: 


Glyceryl  guaiacolate 50.0  mg. 

Dextromethorphan 

hydrobromide  7.5  mg. 


t the  Robitussins  “Clear-Tract”  Formulation  That  Treats  Your  Patient’s  Individual  Coughing  Needs: 

All  5 Robitussins  have  an  EXPECTORANT-DEMULCENT  action.  Keep  this  handy  chart  as  a 
guide  in  selecting  the  formula  that  provides  the  extra  benefits  you  want  for  your  patient. 


issin®  extra 
t chart 

Cough 

Suppressant 

Antihistamine 

Long-Acting 
(6-8  hours) 

Nasal,  Sinus 

Decongestant  Non-Narcotic 

ITUSSIN® 

ITUSSIN  A-C£ 

m 

ITUSSIN-DM® 

m 

9 

i 

ITUSSIN-PE® 

A H.  Robins  Company, 
Richmond,  Virginia  23220 

GH  CALMERS® 

o 

D 

B 
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When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  rang 
that  hospitalized  patients  may  need.  j 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomyci 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  nc 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  1 00  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


:tions  caused  by  susceptible  strains 
leumococci,  streptococci,  and 
hylococci,  including  penicillin- 
tant  strains.  Staphylococcal  strains 
itantto  Lincocin  (lincomycin 
•ochloride,  Upjohn)  have  been 
vered.  Before  initiating  therapy, 
ire  and  susceptibility  studies  should 
erformed.  Lincocin  has  proved 
able  in  treating  patients  hyper- 
itive  to  penicillin  or  cephalosporins, 
j Lincocin  does  not  share 
*enicity  with  these  compounds, 
'ever,  hypersensitivity  reactions 
5 been  reported,  some  of  these  in 
jnts  known  to  be  sensitive  to 
cillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


I tolerated  at  infusion  site:  Lincocin 
l venous  infusions  have  not 
luced  local  irritation  or  phlebitis, 

1 given  as  recommended.  Lincocin 
dally  well  tolerated  in  patients  who 
lypersensitive  to  other  drugs, 
^rtheless,  Lincocin  should  be  used 
iously  in  patients  with  asthma  or 
Leant  allergies. 


itients  with  impaired  renal  function, 
ecommended  dose  of  Lincocin 
ild  be  reduced  to  25—30%  of 
lose  for  patients  with  normal 
ey  function.  Its  safety  in 
nant  patients  and  in  infants 
han  one  month  of  age  has 
>een  established. 


ocin  may  be  used  with  other 
nicrohial  agents:  Since  Lincocin 
ible  over  a wide  pH  range,  it  is 
ble  for  incorporation  in 
venous  infusions;  it  also  may  be 


(lincomycin  hydrochloride, Upjohn) 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


‘■'Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASIONALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY . A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /Themolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatme: 
Skin  and  mucous  membranes— Skin  rash 
urticaria,  vaginitis,  and  rare  instances  off 
foliative  and  vesiculobullous dermatitishz 
been  reported.  Liver— Although  no  direct 
lationship  to  liver  dysfunction  is  establish! 
jaundice  and  abnormal  liver  function  te 
(particularly  serum  transaminase)  have  be 
observed  in  a few  instances.  Cardiovascu 
—Instances  of  hypotension  following  par< 
teral  administration  have  been  report! 
particularly  after  too  rapid  IV  administ 
tion.  Rare  instances  of  cardiopulmonapf 
rest  have  been  reported  after  too  rapid 
administration.  If  4.0  grams  or  more  adm 
istered  IV,  dilute  in  500  ml  of  fluid  aj 
administer  no  faster  than  100  ml  per  ho 
Special  senses— Tinnitus  and  vertigo  h; 
been  reported  occasionally.  Local  rcactu 
—Excellent  local  tolerance  demonstrated 
intramuscularly  administered  Lincoi 
(lincomycin  hydrochloride).  Reports  of  p 
following  injection  have  been  infreque 
Intravenous  administration  of  Lincocin 
250  to  500  ml  of  5%  glucose  in  distb, 
water  or  normal  saline  has  produced 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg  and  500 
Capsules— bottles  of  24  and  100.  Ster 
Solution,  300  mg  per  ml— 2 and  10  ml  v: 
and  2 ml  syringe.  Syrup.  250  mg  per  5 
—60  ml  and  pint  bottles. 

For  additional  product  information,  com' 
the  package  insert  or  see  your  Upioi 
representative. 

MED  B-6-S  (K.ZL-7)  JA71-R 

The  Upjohn  Company 

Kalamazoo,  Michigan  49001  ■UiMB  ' 


Intensive  Care  Unit  providing  comprehensive 
monitoring  on  a limited  number  of  high  risk 
pregnancies. 

—Pilot  Program:  Emergency  Medical  Ser- 
vices Mobile  Coronary  Care  Unit  — Florence 
Ambulance  Commission,  Florence,  Dr.  E.  C. 
O’Bryan  and  Dr.  H.  R.  Stokes,  to  determine 
the  feasibility  of  establishing  mobile  coronary 
care  units  and  to  provide  comprehensive  cor- 
onary care  in  the  treatment  of  irregular  heart 
action  during  the  prehospital  phase. 

Charles  R.  Wyrosdick 
Director  of  Communications 


American  Rheumatism  Association  Meeting 

A one  and  a half  day  scientific  meeting  of 
the  American  Rheumatism  Association  Section 
of  The  Arthritis  Foundation  will  take  place  at 
the  Pittsburgh  Hilton  Hotel  on  December  8 
and  9,  1972. 

On  Thursday,  December  7,  the  traditional 
scientific  workshops  of  one-half  day  each  will 
be  presented.  The  morning  session  is  entitled 
“Virus  Induced  Transformation  of  Normal 
Cells:  Fessons  from  Cancer  Research.”  In  the 


afternoon  two  concurrent  sessions  will  cover 
“Genetic  Mucopolysaccharide  Storage  Dis- 
eases (Mucopolysaccharidoses)”  and  “The 
Real  Collagen  Diseases.”  Registration  fee  for 
each  session  is  $25.00. 

An  innovation  (also  on  Thursday)  will  be 
six  clinical  postgraduate  seminars  on  arth- 
ritis, directed  at  practicing  physicians  and 
conducted  by  distinguished  leaders  in  the 
field.  The  seminars  will  be  two  hours  each 
with  two  running  concurrently.  Registration 
is  limited  to  30  persons  per  seminar  and  the 
fee  is  $20.00  each.  Topics  are:  “Radiology  of 
Rheumatoid  Arthritis”,  .Laboratory  Tech- 
niques in  Rheumatic  Disease”,  “The  Manage- 
ment of  Septic  Arthritis”,  “The  Examination  of 
Renal  Involvement  in  Connective  Tissue  Dis- 
ease”, “Ocular  Syndromes  in  Rheumatic  Dis- 
ease” and  “Office  Rehabilitation  in  Rheumatic 
Disease.” 

For  further  information  contact  Miss  Lynn 
Bonfiglio,  Executive  Secretary,  American 
Rheumatism  Association  Section,  The  Arthritis 
Foundation,  1212  Avenue  of  the  Americas, 
New  York,  New  York  10036. 
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WINCHESTER 

“CAROLINAS’  HOUSE  OF  SERVICE ” 

Winchester  Surgical  Supply  Company 

200  SOUTH  TORRENCE  ST.  CHARLOTTE,  N.  C.  28201 

Phone  No.  704-372-2240 

Winchester-Ritch  Surgical  Company 

421  WEST  SMITH  ST.  GREENSBORO,  N.  C.  27401 

Phone  No.  919-272-5656 

We  equip  many  new  Doctors  each  year  and  invite  your  inquiries. 

Emory  L.  Floyd  J.  Ray  Jackson 

Box  3228  Tel.  803/662-4417  Box  2143  Tel.  803/246-1274 

W.  Florence  Sta.,  Florence,  S.  C.  29501  Greenville,  S.  C.  29602 

We  have  salesmen  living  in  South  Carolina  to  serve  you 


| We  have  DISPLAYED  at  every  S.  C.  State  Medical  Society  Meeting  since  1921,  and  adver- 

$ 


1 

^ tised  CONTINUOUSLY  in  the  S.  C.  Journal  since  January  1920  issue. 
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DEATHS 


DR.  J.  R.  CAIN 

Dr.  John  R.  Cain,  80,  died  August  14  in  a 
Kingstree  hospital  after  a long  illness.  Dr. 
Cain  received  his  medical  degree  from  the 
Medical  College  of  Virginia  in  Richmond  and 
taught  at  the  University  of  Illinois  for  17 
years.  He  served  as  state  director  of  industrial 
hygiene  in  Alabama  and  prior  to  retirement 
in  1958,  he  was  director  of  tuberculosis  con- 
trol with  the  Hamilton  County  Health  De- 
partment in  Chattanooga. 


DR.  L.  S.  BRYAN 

Dr.  Leon  S.  Bryan,  63,  of  1514  Wyndham 
Road,  a Columbia  dermatologist,  died  August 
3 in  Richland  Memorial  Hospital.  He  grad- 
uated from  the  Medical  University  of  South 
Carolina  and  did  graduate  work  in  dermatol- 
ogy at  the  New  York  Skin  and  Cancer  Unit. 
Dr.  Bryan  had  practiced  dermatology  in 
Columbia  since  1940. 


WHO  NEEDS  THE  AMA? 

The  eternal  cry  is  raised,  who  needs  the  AMA?  What 
does  it  do  for  me?  It’s  too  liberal!  It’s  too  reaction- 
ary! It’s  too  conservative! 

Anyone  who  has  followed  the  AMA  knows  that  the 
voices  of  dissension  and  criticism  are  now  being 
heard  in  that  organization.  As  all  orginizations  must 
change  to  survive,  the  AMA  is  changing.  What  di- 
rection it  takes  depends  on  those  of  you  who  are 
interested  enough  to  have  a part  of  the  action. 

There  is  not  a single  physician  in  this  country  today 
who  has  not  benefited  from  the  AMA  when  one 
considers  the  fantastic  amount  of  work  they  have 
done  on  a national  scale  in  all  facets  of  medicine 
and  public  health.  A look  at  their  journals,  maga- 
zines, committees,  councils,  and  task  forces  will 
vouch  for  this. 

I think  it  is  morally  unacceptable  for  us  to  share  in 
the  benefits  of  the  AMA  without  supporting  the  AMA. 
(Excerpt  from  a speech  by  Edward  Siegel,  M.D., 
President  of  the  Medical  Society  of  New  York,  to 
MSNY. ) 

Editor’s  Note:  The  AMA  has  recently  put  out  a 
pamphlet  which  I think  you  will  find 
extremely  informative  and  surpris- 
ing. For  a free  copy  of  the  pamph- 
let, “The  American  Medical  Associa- 
tion and  the  American  Doctor:  Shar- 
ing a Common  Goal,”  write:  Dept. 
DW,  American  Medical  Association, 
535  North  Dearborn  Street,  Chicago, 
Illinois  60610. 
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Research  Awards 

Awards  for  research  in  the  cardiovascular 
field  and  for  related  problems  in  the  basic 
sciences  are  available  from  the  South  Carolina 
Heart  Association,  it  is  announced  by  Dr. 
Eugene  Woods  of  the  Medical  University  of 
South  Carolina,  Chairman  of  the  Association’s 
Research  Committee.  Deadline  for  applica- 
tions is  January  1,  1973  for  grants  to  be 
activated  July  1,  1973. 

Post-doctoral  candidates  may  apply  for 
grants-in-aid  up  to  $10,000  for  one  to  three 
years  and  for  research  fellowships  up  to  $8,500 
with  stipends  for  dependents  for  one  to  two 
years.  Priority  for  fellowships  will  be  given 
to  those  seeking  matching  funds  from  the 
American  Heart  Association  or  other  sources. 
Deadline  for  applications  to  American  Heart 
is  October  1,  1972  for  work  beginning  July- 
October,  1973. 

Request  for  information  and  application 
forms  may  be  addressed  to  Dr.  Woods,  South 
Carolina  Heart  Association,  2864  Devine 
Street,  Columbia,  South  Carolina  29250. 


Inquiries  to  the  American  Heart  Association 
may  be  sent  to  the  Director  of  Research,  44 
East  23rd.  Street,  New  York,  New  York  10010. 


Proctology  Seminar  in  Orient 

The  25th  Annual  Congress  and  Teaching 
Seminar  of  the  International  Academy  of 
Proctology  will  be  held  in  the  Orient  — April 
29  to  May  14,  1973  — in  Tokyo,  Japan;  Hong 
Kong,  and  Bangkok,  Thailand.  Waldo  W. 
Stiles,  M.D.  of  Quito,  Ecuador  will  serve  as 
General  Chairman,  and  Chalia  Vaprabukka, 
M.D.  and  Vikit  Viranuvatti,  M.D.  will  direct 
the  Bangkok  sessions. 

Scientific  Sessions  are  planned  in  each  of 
the  countries,  under  the  direction  of  the  Pro- 
gram Chairman,  Alvin  D.  Yasuna,  M.D.,  New 
York  City,  N.  Y. 

Program  Information  Forms  for  speakers 
and  additional  information  may  be  obtained 
by  writing  directly  to  the  Executive  Offices, 
147-41  Sanford  Avenue,  Flushing,  N.  Y.  11355, 
attention  Alfred  J.  Cantor,  M.D.,  Executive 
Officer. 


Don’t  let  it  melt  away. 


Is  your  earning  power  insured?  Is  your  coverage 
adequate  in  the  face  of  today's  inflationary  trend 
and  rising  costs?  Don't  let  your  security  melt  away 
If  you  haven't  evaluated  your  income  protection 
insurance  recently,  do  it  now.  Call  the  Educators 
Mutual  Life  man  and  let  him  show  you  how 
to  get  the  maximum  protection  for  your 
premium  dollar  through  your  local 
medical  society  group. 

Sponsored  and  endorsed  by 

SOUTH  CAROLINA  MEDICAL  ASSOCIATION 

CHARLES  W.  DUDLEY,  Administrator 
South  Carolina  Medical  Association 
Disability  Income  Plan 
Box  3201  - Florence,  S.  C.  29501 
Phone  (803)  662-6525 


Educators  Ifhdual  £iji 


e INSURANCE  COMPANY 


Lancaster  Penna 


October,  1972 
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American  College  of  Physicians  Regional 


Meetings 

New  Jersey  Regional  Meeting,  American 
College  of  Physicians,  Nov.  1,  New  Jersey  Col- 
lege of  Medicine,  Rutgers,  New  Brunswick, 
N.  J.  INFO:  Harvey  E.  Nussbaum,  M.D.,  120 
Mi  11  burn  Ave.,  Millburn,  N.  J.  07041 
Eastern  Pennsylvania  Regional  Meeting, 
American  College  of  Physicians,  Nov.  3-4, 
Pocono  Manor,  Mt.  Pocono,  Pa.  INFO:  Fran- 
cis J.  Sweeney,  Jr.,  M.D.,  Jefferson  University 
Hospital,  11th  and  Walnut,  Philadelphia,  Pa. 
19107 

Georgia  Regional  Meeting,  American  Col- 
lege of  Physicians,  Nov.  4,  Grady  Hospital, 
Atlanta,  Ga.  INFO:  Edwin  C.  Evans,  M.D., 
340  Boulevard,  N.E.,  Atlanta,  Ga.  30312 
Three-State  Regional  Meeting  (Del.,  D.  C., 
Md. ),  American  College  of  Physicians,  Nov.  4, 
Howard  University,  Washington,  D.  C.  INFO: 
Henry  C.  Ecker,  M.D.,  916  19th  St.,  N.W. 
Washington,  D.  C.  20006 
Arizona  Regional  Meeting,  American  Col- 
lege of  Physicians,  Nov.  17-18,  Arizona  Bilt- 
more,  Phoenix,  Ariz.  INFO:  Ashton  B.  Taylor, 
M.D.,  520  Lawrence  Rd.,  Phoenix,  Ariz. 
85013 


Minnesota  Regional  Meeting,  American 
College  of  Physicians,  Nov.  25,  Iladisson 
Hotel,  Minneapolis,  Minn.  INFO:  Howard  L. 
Horns,  M.D.,  100  Melbourne  Ave.  S.E.,  Min- 
neapolis, Minn.  55414 

North  Carolina  Regional  Meeting,  American 
College  of  Physicians,  Dec.  1,  Red  Carpet  Inn, 
Charlotte,  N.  C.  INFO:  Joseph  B.  Stevens, 

M. D.,  1017  Professional  Village,  Greensboro, 

N.  C.  27401 

Pacific  Northwest  Regional  Meeting  ( B.C., 
Ida.,  Ore.,  Utah,  Wash.,  Alaska),  American 
College  of  Physicians,  Dec.  1-2,  University  of 
Washington  Medical  School,  Seattle,  Wash. 
INFO:  William  E.  Watts,  M.D.,  1105  Minor 
Ave.,  Seattle,  Wash.  98101 
Texas  Regional  Meeting,  American  College  of 
Physicians,  Dec.  1,  Dallas,  Tex.  INFO:  Ralph 
R.  Tompsett,  M.D.,  3500  Gaston  Ave.,  Dallas, 
Tex.  75246 

New  Mexico  Regional  Meeting,  American 
College  of  Physicians,  Dec.  8-9,  Hilton  Inn, 
Albuquerque,  N.  M.  INFO:  Thomas  L.  Carr, 

M. D.,  719  Parkland  Circle,  S.E.,  Albuquerque, 

N. M.  87108 


Parasite  Symposium 

South-Wide  Symposium  on  Human  Nema- 
tode Intestinal  Parasites,  sponsored  by  the 
University  of  South  Carolina,  to  be  held  in 
Atlanta,  Georgia,  on  November  30  and  De- 
cember 1,  1972. 

Interested  parties  should  contact  James  W. 
Follette,  Project  Assistant,  Malnutrition  and 
Parasite  Project,  002  Maxcy  College,  Univer- 
sity of  South  Carolina,  Columbia,  South  Caro- 
lina, 29208,  telephone  (803  ) 777-3857  or  8138. 
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if  skin  is  infected, 
)ropen  to  infection... 

dioose  the  topical  e 
that  gives  your  patient- 


Droad  antibacterial  activity  against 

susceptible  skin  invaders 

owallergenic  risk— promptclinical  response 


Special  Petrolatum  Base 


Onil  Ointment 

-bacitracin-neomycin) 


iach  gram  contains:  Aerosporin®  brand  Polymyxin  B Sulfate,  5000  units; 
:inc  bacitracin,  400  units;  neomycin  sulfate,  5 mg.  (equivalent  to  3.5  mg. 
leomycin  base);  special  white  petrolatum  q.  s. 
n tubes  of  1 oz.  and  Vz  oz.  for  topical  use  only. 

'JEOSPORIN  for  topical  infections  due  to  susceptible  organisms,  as  in 
mpetigo,  surgical  aftercare,  and  pyogenic  dermatoses. 


Precaution.-  As  with  other  antibiotic  preparations,  prolonged  use  may 
esult  in  overgrowth  of  nonsusceptible  organisms  and/or  fungi.  Appropriate 
neasures  should  be  taken  if  this  occurs.  Articles  in  the  current  medical 
iterature  indicate  an  increase  in  the  prevalence  of  persons  allergic  to 
leomycin.  The  possibility  of  such  a reaction  should  be  borne  in  mind. 
Contraindications:  Not  for  use  in  the  external  ear  canal  if  the  eardrum  is 
lerforated.  This  product  is  contraindicated  in  those  individuals  who 
lave  shown  hypersensitivity  to  any  of  its  components. 

'.i 

Complete  literature  available  on  request  from  Professional  Services  Dept.  PML. 
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Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 
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’n  the  presence  of  spasm  or  hypermotility, 
*as  distention  and  discomfort,  1(1  IV ESED® 
provides  more  complete  relief : 

II  belladonna  alkaloids — for  the  hyperactive  bowel 
I simethicone— for  accompanying  distention  and  pain  due  to  gas 
I phenobarbital— for  associated  anxiety  and  tension 


xrntr  abdications:  Hypersensitivity  to  barbiturates  or  bel- 
idonna  alkaloids,  glaucoma,  advanced  renal  or  hepatic 
isease. 

’recautions:  Administer  with  caution  to  patients  with  in- 
ipient  glaucoma,  bladder  neck  obstruction  or  urinary 
ladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
arming. 

ide  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS 


Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899  | Pasadena,  Calif.  91109 


(from  the  Greek  kinetikos, 
to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIN  ESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


alia  ( Sauromalus  obesas): 
thwestem  desert  lizard  seeks 
n crevices  of  rocks, 
tempts  are  made  to  probe  him 
niche,  he  snips  air 
torso  is  distended  up  to 
' cent  over  its  normal  size. . . 
Iging  himself  tightly 
and  preventing  capture. 


Provocative  Allergy  Course 

A practical  course  in  the  technique  of  intra- 
dermal  provocative  food  testing  and  food 
injection  therapy  will  be  offered  Saturday 
and  Sunday,  March  10-11,  1973,  at  the  Ad- 
miral Semmes  Hotel,  P.  O.  Box  1209,  Mobile, 
Alabama  36601. 

The  course  will  also  cover  inhalants,  chemi- 
cals, drugs,  fungi,  yeasts,  viruses,  hormones, 
terpenes,  air-pollutants,  insects,  and  contact 
dermatitis. 

The  registration  fee  of  $125.00  also  covers 
one  dinner  and  two  luncheons.  To  register  for 
the  course  send  name,  address,  and  check 
(payable  to  Provocative  Allergy  Course)  to: 
Joseph  B.  Miller,  M.D.;  3 Office  Park,  Suite 
1 10;  Mobile,  Alabama  36609. 

Room  reservations  should  be  made  directly 
with  the  hotel. 


SET  UP 
PRACTICE- 
NO  COST! 

Immediate  community  health  physician 
openings  . . . Southeastern  U.  S.  . . . 
limited  number,  other  areas  . . . pioneer- 
ing program  for  unique  team  practice  . . . 
rural  and  urban  locales  . . . benefits  in- 
clude: no-cost  practice  setup,  continuing 
education,  malpractice  protection,  vaca- 
tion coverage,  problem-oriented  practice 
management  and  administrative  help. 
Serve  where  you’re  both  wanted  and 
needed.  Try  it  you’ll  like  it.  Call  or 
write: 

NATIONAL  HEALTH  SERVICE  CORPS 
5600  Fishers  Lane 
Rockville,  Md.  20852 
Phone:  301/443-1686 


The  right  school  makes 
all  the  difference 

At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere 

We  offer: 

A co  educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college;  14  National  Merit 
Semi-Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun! 

Enrichment  and  excellence  — including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 

Flexibility  — with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential 

Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming 

Woodward  Academy 

For  further  information  write  or  call: 

Director  of  Admissions/ P 0 Box  87190 
College  Park,  Ga  30337  / Tel  AC  404-761-8881 


What  makes 
a good 
hearing  aid 

GREAT? 

The  man  who  does  the  fitting. 

There  are  a lot  of  good  hearing  aids  on  the 
market,  but  how  well  you  hear  with  any  aid  depends 
to  a great  degree  on  the  ability  of  the  hearing  aid 
dealer  to  properly  “fit”  the  correct  aid  for  your 
individual  hearing  problem. 

The  services  offered  by  your  MAICO  dealer 
reflect  Maico’s  30-year  record  of  integrity  and  experi- 
ence, willingness  to  stand  behind  their  product,  and 
the  care  and  thoroughness  with  which  Maico  selects 
and  trains  dealers  to  serve  the  hard  of  hearing.  Your 
Maico  dealer  is  a good  man  to  know  if  you  have  a 
hearing  problem. 

You  can  rely  on  MAICO— “Most  Respected  Name 
in  Hearing.” 

MAICO  "For  Audiometers  and  Sound  Rooms" 


Young’s  Hearing  Aid  Service 
1607  Brabham  Avenue 
Columbia,  S.  C.  29202 
253-7085 

Young's  Hearing  Aid  Service 
511  W.  Palmetto  Street 
Florence,  S.  C. 

662-1211 


Young’s  Hearing  Aid  Service 
800  Pendleton  Street 
Greenville,  S.  C. 

232-1007 

Melton  Hearing  Aid  Center 
326  King  Street 
Charleston,  S.  C.  29402 
772-1219 


An  Act  To  Provide  That  Minors  May 
Obtain  Medical  Services  With  The  Consent 
Of  No  Other  Person  Being-  Necessary. 

Be  it  enacted  by  the  General  Assembly  of 
the  State  of  South  Carolina : 

SECTION  1.  Any  minor  who  has  reached 
the  age  of  sixteen  years  may  consent  to  any 
health  services  from  a person  authorized  by 
law  to  render  the  particrdar  health  service 
for  himself  and  the  consent  of  no  other 
person  shall  be  necessary  unless  such  in- 
volves an  operation  which  shall  be  per- 
formed only  if  such  is  essential  to  the  health 
or  life  of  such  child  in  the  opinion  of  the 
performing  physician  and  a consultant  phy- 
sician if  one  is  available. 

SECTION  2.  Health  services  of  any  kind 
may  be  rendered  to  minors  of  any  age  with- 
out the  consent  of  a parent  or  legal  guardian 
when,  in  the  .judgment  of  a person  author- 
ized by  law  to  render  a particular  health 
service,  such  services  are  deemed  necessary 
unless  such  involves  an  operation  which  shall 
be  performed  only  if  such  is  essential  to  the 


health  or  life  of  such  child  in  the  opinion  of 
the  performing  physician  and  a consultant 
physician  if  one  is  available. 

SECTION  3.  Any  minor  who  has  been 
married  or  has  borne  a child  may  consent 
to  health  services  for  the  child. 

SECTION  4.  Any  consent  given  pursuant 
to  this  act  shall  not  be  subject  to  disaffirm- 
ance because  of  minority  when  such  minor 
reaches  majority. 

SECTION  5.  This  act  shall  take  effect 
upon  approval  by  the  Governor. 

In  the  Senate  House  the  1st  day  of  June. 

In  the  Year  of  Our  Lord  One  Thousand  Nine 
Hundred  and  Seventy-Two. 

Earle  E.  Morris,  Jr., 

President  of  the  Senate. 

Solomon  Blatt, 

Speaker  of  the  House  of  Representatives. 
Approved  the  2nd  day  of  June,  1972. 

John  C.  West, 

Governor. 

Printer’s  No.  214— S. 


PHYSICIAN  — Opening  with  the  C.  M.  Tucker,  Jr.  Human  Resources  Center,  a division 
of  the  South  Carolina  Department  of  Mental  Health,  for  a Physician.  Program  designed 
toward  therapeutic  community  emphasizing  psychotherapy,  group  therapy,  group  activities, 
standard  forms  of  somnatic  treatment,  general  medicine  and  psychiatry.  Eligibility  for 
licensure  in  the  State  of  South  Carolina  is  required.  Foreign  graduates  with  the  exception 
of  Canadian  graduates  must  have  ECFMG  Certificate.  Salary  from  $18,500.00  to  $24,350.00 
dependent  upon  experience  and  qualifications.  Up-to-date  personnel  practices  with  liberal 
vacation  and  sick  leave,  retirement  plan,  commissary  privileges  and  other  benefits.  Apply 
to:  Frank  E.  Blakely,  Administrator  C.  M.  Tucker,  Jr.  Human  Resources  Center,  2200 
Harden  Street,  Columbia,  S.  C.  29203. 

EQUAL  OPPORTUNITY  EMPLOYER 


October,  1972 
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THE  MONTH  IN  WASHINGTON 


The  American  Medical  Association  sup- 
ported a two-year  extension  of  the  federal 
National  Health  Service  Corps  program 
under  which  Public  Health  Service  personnel 
are  assigned  to  areas  with  critical  health  man- 
power shortages. 

Richard  E.  Palmer,  M.D.,  a member  of  the 
AMA  Board  of  Trustees,  told  the  House 
Health  Subcommittee,  that  the  Association 
believed  that  the  NPISC  program,  which  got 
underway  18  months  ago,  was  having  “an 
auspicious  beginning”  and  promised  “to  help 
alleviate  the  maldistribution  of  health  per- 
sonnel affecting  shortage  areas.”  He  said,  “its 
capabilities  for  bringing  needed  services  into 
shortage  areas  are  yet  to  be  fully  demon- 
strated.” 

“Additional  experience  will  permit  a fuller 
evaluation  of  the  program’s  potential,”  Dr. 
Palmer  said.  “In  supporting  the  NIISC,  how- 
ever, we  believe  it  is  essential  that  incentives 
now  contained  in  the  program  are  retained  so 
that  we  may  hopefully  achieve  our  overall 
objective  of  meeting  community  needs  on  a 
long-term,  continuing  basis.” 

The  AMA  spokesman  objected  strenuously 
to  a proposed  deletion  of  a requirement  for 
certification  by  state  and  district  health  so- 
cieties that  such  health  personnel  are  needed 
before  assignment  to  a particular  area. 

. . . Much  of  the  . . . planning  to  date  has 
been  centered  around  community  participa- 
tion in  the  NPISC  program  to  further  en- 
courage the  Corps  physicians,  dentists  and 
other  professionals  to  feel  they  are  part  of 
the  community  life,”  Dr.  Palmer  said.  “We 
urge  this  committee  not  to  take  any  action 
now  which  would  block  communities  and  pro- 
fessionals from  attaining  this  goal. 

“Certification  by  the  physician’s  or  dentist’s 
peers  — the  local  members  of  his  own  profes- 
sion — that  his  services  are  needed,  together 
with  concurrence  by  local  government,  pro- 
vides the  strong  and  necessary  base  of  com- 
munity acceptance  and  participation  in  his 
assignment.  Removing  this  base  could  erect 
barriers  and  prevent  the  level  of  contact  and 
rapport  with  peers  which  are  significant  fac- 
tors in  stimulating  the  professional  man  to 
establish  professional  roots  in  a community. 


Furthermore,  the  record  of  cooperation  by 
the  medical  profession  at  the  local,  state,  and 
national  levels  speaks  against  the  proposed 
amendment  deleting  the  certification  pro- 
vision. The  AMA  has  worked  closely  with 
the  NIISC  to  help  make  the  NIISC  a reality. 

...  At  the  Corps’  request,  the  AMA  has  also 
distributed  to  all  state  medical  associations 
and  county  medical  societies  brochures  on  the 
program,  together  with  lists  of  NIISC  per- 
sonnel in  centra]  and  regional  offices  to  be 
contacted,  requesting  assistance  in  identifying 
areas  particularly  short  of  health  manpower. 
All  of  these  activities,  and  others,  have  been 
undertaken  to  inform  state  and  local  medical 
societies  of  the  program’s  interest,  method  of 
operation,  and  goals. 

“Most  recently  the  Association  has  con- 
tracted with  the  Corps  for  the  AMA  to  recruit 
physicians  to  serve  in  areas  of  need  on  a 
short-term  basis.  This  undertaking,  which  we 
call  “Project  U.S.A.,”  will  be  a valuable  ad- 
junct to  the  Corps  in  its  operational  phases  of 
its  program. 

“In  short  . . . the  AMA  has  actively  pro- 
vided assistance  in  the  implementation  of  the 
NHSC.  The  medical  profession  shares  . . . 
with  government,  and  with  communities  the 
common  goal  of  getting  needed  medical 
services  into  shortage  areas. 

“Even  more  directly  than  our  activities  at 
the  national  level,  we  believe  that  the  measure 
of  success  to  date  of  this  new  program  can  be 
attributed  to  the  cooperation  received  at  the 
local  level  from  the  various  medical  com- 
munities. It  should  be  kept  in  mind  that  the 
great  number  of  assignments  of  physician  per- 
sonnel made  in  this  program  to  date  have 
been  possible  because  the  local  and  state 
societies  have  certified  to  the  need  for  such 
health  personnel.  As  a fact,  in  some  instances, 
the  medical  society  has  been  a moving  party 
in  seeking  assignment  of  personnel  under  this 
program. 

“.  . . we  believe  that  the  foregoing  is  strong 
evidence  that  the  active  participation  of 
organized  medicine  is  to  the  advantage,  and 
not  to  the  detriment  of  the  program.  We  must 
assert  strongly  that  we  are  opposed  to  the 
deletion  of  the  present  certification  require- 
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Iron  therapy  for  anemia 
most  as  old  as  history  itself 


Celsuss  empirical  use  of  iron 

Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens  — the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 

For  more  modem  anemia  therapy 

1 nnsicon 

Hematinic  Concentrate 
with  Intrinsic  Factor 

(See  reverse  side  for  prescribing  information.) 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor)  240  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  . . . . 7.5  meg. 

(The  total  vitamin  B,2  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate) 
Ascorbic  Acid  (Vitamin  C) 

Folic  Acid 


110  mg. 
75  mg. 
0.5  mg. 


Indications:  Trinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose.  . 

Vitamin  B12  with  Intrinsic  Facfor-When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B12  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  B)2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  ( Diphyllo - 
bothrium  latum')  infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B12.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,2  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  B12,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B,2  contained  in  two  Pulvules  Trinsicon  provide  l'A  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Foutsef  a/,  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  B12) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  "just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally.”  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Acid- Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 

sprue-  . , . . . 

It  is  apparent  that  in  vitamin  B,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  Bl2  interrelationship:  (1)  B12  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  B12  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  B12. 

/ron_/\  very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Ac/d-Vitamin  C plays  a role  in  anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin-B12-deficiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  B,2  may  result  in  hematologic  re- 
mission but  neurological  progression.  . 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  deve  op  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  B,2.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B,2l  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 
Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with  intrinsic  factor 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose®  (unit  dose  medication,  Lilly) 
in  boxes  of  100.  I"m"1 
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A Comprehensive  Hematinic 


Additional  information  available 
to  the  profession  on  request. 
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Indianapolis,  Indiana  46206 


ments  in  the  law.  The  record  of  cooperation 
warrants  continuing  these  requirements.  The 
absence  of  such  requirements  could  defeat 
the  goal  we  all  share.” 

The  AM  A also  recommended: 

Continuation  of  a provision  giving  the  Sec- 
retary of  Health,  Education  and  Welfare  lati- 
tude as  to  the  use  of  PHS  facilities,  rather 
than  requiring  their  use  as  proposed. 

Against  providing  additional  medical  train- 
ing scholarship  arrangements  in  connection 
with  the  program. 

President  Nixon  signed  into  law  legislation 
providing  for  expanded  research  programs  to 
combat  heart  and  lung  diseases. 

The  National  Heart  and  Lung  Institute  is 
authorized  to  increase  its  expenditures  for 
such  research  to  $1.38  billion  over  the  next 
three  years. 

The  new  law  provides  for  a comprehensive 
program  for  research  into  the  cause  and  the 
prevention  of  all  forms  of  heart,  lung,  and 
blood  diseases;  research  into  basic  biological 
processes;  research  into  techniques,  drugs  and 
devices  used  in  diagnosis  and  treatment; 
establishment  of  programs  for  field  studies 
and  large-scale  testing  and  . . . demonstration 
of  preventive  therapeutic  and  rehabilitative 
approaches,  including  emergency  medical  ser- 
vices for  persons  suffering  from  heart  and 
lung  diseases;  public  and  professional  educa- 
tion relating  to  all  aspects  of  these  diseases. 

The  bill  also  authorizes  the  Heart  and  Lung 
Institute  to  provide  for  the  development  of 
15  new  centers  for  basic  and  clinical  research 
into  the  diseases  of  the  heart,  blood  vessels, 
and  blood,  and  15  new  centers  for  basic  and 
clinical  research  into  lung  diseases. 

The  research  program  for  these  diseases  is 
upgraded  similarly  to  the  expansion  of  cancer 
research  authorized  last  year. 

Establishment  of  a military  medical  school 
is  authorized  under  a recently  enacted  law. 

A companion  program  will  provide  up  to 
5,000  full  federal  scholarships  in  effect  at  one 
time  would-be  physicians  to  go  to  civilian 
medical  schools  if  they  agree  to  serve  in  the 
armed  services  for  five  to  seven  years  after 
graduation.  The  scholarships  would  provide 
the  full  cost  of  tuition  and  fees  and  $100  a 
week  living  allotment. 


The  military  medical  school  is  to  be  called 
the  Uniformed  Services  University  of  the 
Health  Sciences  and  is  to  be  located  within 
25  miles  of  Washington,  D.  C.(  It  will  be  set 
up  to  have  100  graduates  a year. 

Authorization  of  the  military  medical  school 
capped  with  success  a long  fight  of  Rep.  F. 
Edward  Hebert  (D.,  La.),  chairman  of  the 
House  Armed  Services  Committee.  This  year, 
the  House  approved  the  school  but  the  Senate 
only  approved  a study  of  the  proposal.  How- 
ever, Hebert  succeeded  in  getting  the  House- 
Senate  conferees  to  approve  establishment  of 
the  school. 

A report  on  the  conference  on  the  legisla- 
tion said  the  Senate  conferees  “pointed  out 
their  concern  over  the  apparent  lack  of  any 
clear  concensus  in  the  government  and  the 
health  professions  as  to  the  need  and  de- 
sirability of  establishing  such  a university  . . . 
and  questioned  the  overall  philosophy  em- 
bodied in  the  principle  of  establishing  a uni- 
versity of  this  type  entirely  supported  by  fed- 
eral funds.” 

Related  legislation,  which  was  supported  by 
the  American  Medical  Association,  would 
raise  the  pay  of  military  physicians  to  attract 
them  to  the  armed  services.  Ernest  B.  Howard, 
M.D.,  Executive  Vice  President  of  the  AMA, 
wrote  the  House  Armed  Services  Committee: 

“The  American  Medical  Association  sup- 
ports the  principle  of  providing  special  incen- 
tives through  which  the  Armed  Forces  may 
secure  and  retain  qualified  medical  officers 
on  active  duty.  This  approach  is  entirely  con- 
sistent with  the  concept  of  an  all-volunteer 
Armed  Force,  which  would  require  adequate 
manpower  in  the  critical  health  professions. 
We  support  incentives  designed  to  provide 
adequate  medical  manpower  on  a more 
equitable  financial  basis.” 

A report  of  the  National  Cancer  Institute 
indicates  a substantial  betterment  in  patient 
survival  in  some  forms  of  the  disease. 

The  fourth  annual  “End  Results  in  Cancer” 
was  prepared  by  the  Institute-sponsored  End 
Results  Group.  It  summarizes  the  survival 
experience  of  white  patients  diagnosed  with 
cancer  from  1940  through  1969  in  more  than 
100  United  States  hospitals.  Similar  informa- 
tion on  black  Americans  is  currently  being 
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collected  and  analyzed  for  future  publication. 
The  data  cover  52  anatomical  sites  of  cancer, 
treated  by  surgery,  radiation  and  chemo- 
therapy. Varying  survival  rates  up  to  15  years 
are  given  for  each  form  of  cancer. 

The  report  indicates  several  cancer  sites 
for  which  there  is  marked  improvement  in 
patient  survival.  The  three  year  survival  rates 
for  patients  whose  cancers  were  diagnosed 
from  1965-69  show  an  increase  over  the  rates 
of  those  diagnosed  from  1940-49  for  the  fol- 
lowing: 


Types  of  Cancer 

3-Year 

Survival 

1940-49 

3-Year 

Survival 

1965-69 

Bladder 

48% 

62% 

Brain 

28 

37 

Chronic  lymphocytic 
leukemia 

33 

53 

Larynx 

47 

67 

Melanoma  of  the  skin 

49 

74 

Multiple  myeloma 

10 

27 

Prostate 

49 

66 

Thyroid 

67 

86 

Other  findings  in  the  report: 

Other  cancers  for  which  there  have  been 
important  increases  in  patient  survival  since 
the  1940’s  are  childhood  leukemia,  Hodgkin’s 
disease  and  breast  cancer.  The  one  year  sur- 
vival rate  for  children  under  15  with  leukemia 
indicates  continuing  progress  and  provides 
hope  for  further  improvement.  The  rate  has 
increased  from  36  per  cent  in  1955-64  to  59 
per  cent  in  1965-69.  Among  children  with 
acute  lymphocytic  leukemia  diagnosed  in 
1965-69,  the  one  year  survival  rate  was  67 
per  cent.  Due  to  greatly  improved  methods  of 
chemotherapy,  radiation  techniques  and  life 
support  systems,  the  three  year  survival  rate 
for  children  has  increased  from  less  than  6 
per  cent  to  15  per  cent  over  the  past  10  years. 
This  represents  the  results  achieved  in  a 
broad  cross-section  of  hospitals. 

Similar  progress  has  also  been  noted  in  the 
treatment  of  patients  with  Hodgkin’s  disease. 
Twenty  years  ago  only  35  per  cent  of  Hodg- 
kin’s disease  patients  survived  three  years; 
among  patients  diagnosed  in  1965-69,  61 
per  cent  survived  three  years. 

The  outlook  has  also  improved  for  women 


with  breast  cancer.  For  all  stages  of  breast 
cancer,  the  three  year  survival  rate  has  in- 
creased from  63  per  cent  20  years  ago  to  72 
per  cent  in  the  most  recent  time  period.  Of 
patients  with  localized  disease  diagnosed  dur- 
ing 1965-69,  91  per  cent  were  alive  three  years 
after  diagnosis. 

However,  there  has  been  little  or  no  im- 
provement in  life  expectancy  for  patients  with 
lung  cancer  and  cancer  of  the  pancreas.  Lung 
cancer  is  the  most  common  male  cancer  with 
62,000  new  cases  and  56,000  deaths  annually 
among  U.S.  men,  and  incidence  is  still  in- 
creasing. There  has  been  little  change  since 
the  1940’s  in  the  proportion  of  cases  classified 
as  localized  at  diagnosis  — only  18  per  cent  in 
1965-69.  However,  treatment  results  for  local- 
ized forms  of  the  disease  have  improved.  For 
all  lung  cancers,  the  three  year  survival  rate  is 
only  11  per  cent;  for  localized  disease,  the 
three  year  rate  has  increased  from  17  per  cent 
in  the  1940’s  to  39  per  cent  in  1965-69. 

Survival  rates  for  cancer  of  the  pancreas 
have  shown  no  improvement  over  the  past  20 
years.  During  this  time  interval  incidence  has 
risen  from  7 cases  per  100,000  persons  to  9 per 
100,000.  An  estimated  19,000  new  cases  are 
diagnosed  each  year  in  the  United  States. 
Over  90  per  cent  of  these  patients  die  within 
one  year.  The  three  year  survival  rate  of  the 
1940’s,  2 per  cent,  for  all  stages  of  this  disease 
has  not  improved  in  recent  times.  Even  when 
detected  in  the  early  stages,  the  three  year 
survival  rate  is  still  only  4 per  cent. 

Most  cancers  are  diagnosed  after  middle 
age.  Seventy-five  per  cent  of  all  cancers  among 
U.S.  men  and  63  per  cent  of  cancers  in  women 
are  diagnosed  at  age  55  or  over.  Generally, 
the  outlook  for  survival  decreases  with  age. 
For  cancer  patients  15  and  under,  however, 
life  expectancy  is  as  low  as  for  patients  65 
years  of  age  or  older. 

Women  survive  longer  after  cancer  diag- 
nosis than  men.  For  example,  only  31  per  cent 
of  men  with  cancer  survive  five  years  or 
longer  while  42  per  cent  of  women  patients 
live  10  years  or  more.  This  pattern  holds  true 
for  localized  as  well  as  for  all  stages  of  can- 
cer, and  for  each  age  group. 

The  marked  survival  advantage  of  female 
patients  is  due  in  part  to  the  fact  that  for  the 
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Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  hear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine.  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY.  INC.,  RICHMOND,  VIRGINIA  23217 
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major  cancers  in  women  (breast,  colon,  uter- 
ine cervix  and  uterine  corpus)  survival  is 
more  favorable  than  for  those  occurring  most 
frequently  in  men  (lungs,  prostate,  colon  and 
bladder).  In  addition  for  most  cancer  sites 
common  to  men  and  women,  survival  rates 
are  higher  for  women. 

Surgery  is  the  most  used  form  of  treatment. 
During  the  10-year  period  1955-64,  55  per 
cent  of  all  patients  were  treated  by  surgery, 
29  per  cent  by  radiation  and  18  per  cent  by 
chemotherapy.  Although  surgery  has  remained 
the  treatment  of  choice  in  recent  years,  more 
patients  are  receiving  radiotherapy  (34  per 
cent)  and  chemotherapy  (22  per  cent). 

Early  detection,  while  the  cancer  is  local- 
ized or  limited  to  the  organ  of  origin,  offers 
the  best  opportunity  for  control.  There  has 
been  an  encouraging  increase  in  the  propor- 
tion of  cancers  of  the  breast,  prostate,  blad- 
der, and  brain  and  melanoma  of  the  skin 
being  diagnosed  while  localized.  The  per- 
centage of  breast  cancers  localized  at  diag- 
nosis has  increased  from  38  per  cent  to  47 
per  cent  in  the  past  20  years;  for  prostatic 
cancer,  the  percentage  localized  has  increased 
from  49  per  cent  to  63  per  cent  in  the  same 
time  period. 

Women  with  cancers  of  the  cervix  and 
body  of  the  uterus  have  a good  outlook  for 
survival,  particularly  when  their  cancers  are 
diagnosed  while  localized.  The  three  year  sur- 
vival rates  for  women  with  early  disease  are 
82  per  cent  for  cervix  and  88  per  cent  for  the 
body  of  the  uterus.  For  all  stages,  long-term 
survivals  are  also  encouraging,  with  10-year 
survival  rates  of  55  per  cent  for  women  with 
cervical  cancer  and  69  per  cent  for  patients 
with  cancer  of  the  body  of  the  uterus. 
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Opening  doors 
for  the  handicappec 
involves  more 
than  just  being  polito 


It  involves  giving  them  jobs.  By  hiring 
the  handicapped  you  do  yourself  a favor. 
You'll  get  skilled  people  who  will  be  de- 
pendable and  hard  working.  Some  of  the 
best  attendance  records,  in  many  busi- 
nesses, belong  to  handicapped  employees. 
Next  time  you  have  a job  opening,  fill  it 
with  a handicapped  worker.  You'll  help 
yourself  by  helping  someone  else. 

Hire  the  handicapped. 

Ml 

PUBLIC  ADVERTISING  SYSTEM 
A DIVISION  OF  THE  SCHOOL  OF  VISUAL  ARTS 


“The  history  of  science,  and  in 
particular  the  history  of  medicine . . . is . . . 

the  history  of  man's  reactions  to  the 
truth,  the  history  of  the.  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.'’ 

— George  Sarton.  from  “ The  History 

of  Medicine  Versus  the  History  of  A rt  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
prod  ucts  are  usef  u 1. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involving 
concomitant  use  of  two  or  more  drugs 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Department  of 
Pharmacology  Ac  Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  he  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
flosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal' patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  he  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepted 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-anti hypertensives,  al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  anrl 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
rlrugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable’’  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibdity  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  d* 
of  money.  I wish  we  co 
agree  on  a “grandfatl 
clause’’  approach  to  pre  1 
rations  that  have  been  in 
for  a number  of  years  ; 
that  have  an  apparent 
satisfactory  track  record 
For  example,  I t hi 
some  of  the  antibiotic  cc, 
binations  that  were  tal 
off  the  market  by  the  FI 
performed  quite  well.  I 
thinking  particularly 
penicillin  - streptomy 
combinations  that  patie 
— especially  surgical  | 
tients  — were  given  in  (j 
injection.  This  made  I 
less  discomfort  for  the  | 
tient,  less  demand  jl 
nurses’  time,  and  few 
opportunities  for  dosfji 
errors.  To  take  sucl . - 
preparation  off  the  mar 
doesn't  seem  to  be  go. 
medicine,  unless  actual 
age  showed  a great  deal! 
harm  from  the  injectidi 
(rather  than  the  prop 
use)  of  the  combination 
The  point  that  should  it 
emphasized  is  that  th 
are  both  rational  and  ir 
tional  combinations.  I 
real  question  is,  who  shop  - 
determine  which  is  whit 
Obviously,  the  FDA  m 
play  a major  role  in  m. 
ing  this  determination, 
fact,  I don't  think  it  (• 
avoid  taking  the  ultim. 
responsibility,  but  it  show 
enlist  the  help  of  outs  : 
physicians  and  experts 
assessing  the  evidence  £ 
in  making  the  ultimate  <, 
cision. 
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two  medications  are 
effectively  to  treat  a 
n condition,  and  it  is 
ri  that  they  are  com- 
e,  it  clearly  is  useful 
onvenient  to  provide 
in  one  dosage  form, 
aid  make  no  sense,  in 
t would  be  pedantic, 
sist  they  always  be 
ribed  separately.  To 
the  appearance  of 
itrv,  the  “expert”  de- 
the  combination  be- 
it  is  a fixed  dosage 
When  the  “expert” 
9s  the  concept  of  fixed 
e form  he  obscures 
ict  that  single-ingre- 
pharmaceutical  prep- 
jns  are  also  fixed 
9 forms.  By  a singular 
itic  exercise  he  im- 
a pejorative  meaning 
? term  “fixed  dose” 
.vhen  he  uses  it  with 
ct  to  combinations, 
is  ignored  is  the  sim- 
ict  that  only  in  the 
t of  circumstances 
ny  physician  attempt 
rate  an  exact  thera- 
■ response  in  his  pa- 
It  is  quite  possible 
ome  aches  and  pains 
9spond  to  500  mg.  of 
n yet  that  fact  does 
ilitate  against  the  us- 
)se  being  650  mg. 

: other  semantic  ploy 
called  into  play  is  to 
ibe  a combination 
ct  as  rational  or  irra- 

e antibiotic  mixtures, 
iurce  of  much  of  the 
sm  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
8443. 2 million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  udiich 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
fions  and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  GpDialogue 

What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 
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He  won't  resist 
feeling  better  with 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 


liquid  |VI  YL  AIM  TAlABLErs 

aluminum  and  magnesium  hydroxides  with  simethicone 
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rerary 

?morrhoids 


47,  high  school  English 
sr.  A history  of  anorectal 
ind  burning  of  several 
duration.  On  and  off 
[reducing  diets,  the 
:ient  bulk  of  which  has 
voted  a chronic 
nation  problem.  Sub- 
nt  straining  at  stool  has 
>itated  an  acute 
fe  of  internal-external 
rhoids. 


atypical 

proctological 

patient 


to  help 

relieve  the  pain, 
itching, 

burning  associated 
with  this  and 
similar  anorectal 
conditions 


prescribe 


Inusol 


Jt) 

Z hemorrhoidal 
I suppositories 

with  hydrocortisone 
acetate 


Each  suppository  contains  hydrocortisone 
acetate  10  mg.  bismuth  subgallate  2.25%, 
bismuth  resorcin  compound  1.75%,  benzyl 
benzoate  1.2%,  Peruvian  balsam  1.8%,  zinc 
oxide  11.0%,  and  boric  acid  5.0%,  plus  the 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  color- 
ing in  a bland  hydrogenated  vegetable 
oil  base. 

Precaution  Prolonged  or  excessive  use  of 
Anusol-HC  might  produce  systemic  cortico- 
steroid effects.  Symptomatic  relief  should 
not  delay  definitive  diagnosis  or  treatment. 
Dosage  and  Administration  Anusol-HC: 
One  suppository  in  the  morning  and  one  at 
bedtime  for  3 to  6 days  or  until  the  inflam- 
mation subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedtime, 
and  one  immediately  following  each 
evacuation. 


And  for  long-term 

patient  comfort. ..recommend 

Anusol"  hemorrhoidal 
suppositories. 

Each  suppository  contains 
the  ingredients  of 
Anusol-HC  without  the 
hydrocortisone. 


Warner-Chilcott 

Division.  Warner-Lambert  Company 
Morris  Plains,  New  Jersey  07950 

ANGP-23  Rev 


Librium  and 

(chlordiazepoxide  HCI) 

concomitant  use 


Librium  (chlordiazepoxide  HCI)  is  used  as 
adjunctive  antianxiety  therapy  concomitantly 
with  certain  specific  medications  of  other 
classes  of  drugs,  such  as  cardiac  glycosides,  anti- 
hypertensive agents,  diuretics,  anticholin- 
ergics and  antacids. 

Antianxiety  effectiveness:  Demonstrated  in  a 
broad  range  of  psychologic  and  physical  dysfunc- 
tions: indicated  when  reassurance  and  counseling 


are  not  enough  and  until,  in  the  physician’s  1 
judgment,  anxiety  has  been  reduced  to  tolerab! 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 

proper  maintenance  dosage. 

Safety:  An  excellent  clinical  record.  In  gene) 
use,  the  most  common  side  effects  reported  havi 
been  drowsiness,  ataxia  and  confusion,  partic- 
ularly in  the  elderly  and  debilitated. 


in  relief  of  clinically 
significant  anxiety 


Cd  H' 
o O' 


w 


librium 

(chlordiazepoxide  HCI) 
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5-mg,  lO-mg,  25-mg  capsules^  » 
up  to  IOO  mg  daily  in 
severe  anxiety 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
hypersensitivity  to  the  drug. 

Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
CNS  depressants.  As  with  all  CNS-acting 
drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
sions), following  discontinuation  of  the 
drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
drug  in  pregnancy,  lactation,  or  in  women 
of  childbearing  age  requires  that  its  po- 
tential benefits  be  weighed  against  its 
possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
carefully  consider  individual  pharmaco- 
logic effects,  particularly  in  use  of  po- 
tentiating drugs  such  as  MAO  inhibitors 
and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions 
(e.g.,  excitement,  stimulation  and  acute 
rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  rev> 
ble  in  most  instances  by  proper  dosai 
adjustment,  but  are  also  occasionally 
served  at  the  lower  dosage  ranges.  In 
few  instances  syncope  has  been  repo 
Also  encountered  are  isolated  instanc 
skin  eruptions,  edema,  minor  mensjf 
irregularities,  nausea  and  constipatk 
extrapyramidal  symptoms,  increase: 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  redi 
tion;  changes  in  EEG  patterns  (low-vc 
fast  activity)  may  appear  during  and* 
treatment;  blood  dyscrasias  (include 
agranulocytosis),  jaundice  and  hepa 
dysfunction  have  been  reported  occ< 
ally,  making  periodic  blood  countsa 
liver  function  tests  advisable  during 
tracted  therapy. 

Supplied:  Librium®  capsules  contain 
5 mg,  10  mg  or  25  mg  chlordiazepoi 
HCI.  Libritabs® tablets  containing  5 
10  mg  or  25  mg  chlordiazepoxide. 
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tie  negative 
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linicall 

During  anginal  attacks,  patients  may  suffer  intense 
•prehension.  More  frequently  however,  they  experience  a 
•ntinuing  sense  of  less  severe  but  nonetheless  dispropor- 
)nate  anxiety  1 0tC  1972 

Reduction  of  such  clinically  significant  anxiety  is 
lportant,  since  undue  emotional  stress  may  precipitate 
rther  anginal  episodes. 


junctive  Librium  (chlordiazepoxide  HCI)  may  be 
ecially  suitable  for  relief  of  clinically  significant 
iety  and  emotional  tension  in  anginal  patients 
ause  of  its  generally  prompt  therapeutic  effective- 
s and  wide  margin  of  safety.  In  a recent  double-blind 
domized  study,*  Librium  (chlordiazepoxide  HCI) 

; administered  for  relief  of  moderate  anxiety  in  20 
inal  patients  seen  in  office  practice  over  a 20-week 
iod.  Symptoms  of  emotional  distress  related  to 
iety  were  rated  at  base-line,  one  week,  two  weeks 
monthly  thereafter.  Relief  was  obtained  notably 
y in  therapy.  The  clinical  results  demonstrated  that 
rium  offers  the  coronary  patient  an  antianxiety  drug 
t,  in  the  author’s  opinion,  is  both  effective  and  safe. 
;eneral  use,  the  most  common  side  effects  reported 
e been  drowsiness,  ataxia  and  confusion, 
ticularly  in  the  elderly  and  debilitated.  (See 
mary  of  prescribing  information.) 
rium  (chlordiazepoxide  HCI)  is  used  concomitantly 
i certain  specific  medications  of  other  classes  of 
gs,  such  as  cardiac  glycosides,  diuretics  and  antihy- 
tensive  agents,  whenever  anxiety  is  clinically  signifi- 
t.  The  drug  should  be  discontinued  after  anxiety  has 
a reduced  to  appropriate  levels. 

The  positive  power  of 
adjunctive 

Librium' 

(chlordiazepoxide  HCI) 

10-mg,  25  - mg  capsules 
up  to  100  mg  daily 

for  moderate 
to  severe  anxiety 
companying  angina  pectoris 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows : 

Indications:  Relief  of  anxiety  and  tension  occurring  alone  or 
accompanying  various  disease  states. 

Contraindications : Patients  with  known  hypersensitivity  to  the 
drug. 

Warnings:  Caution  patients  about  possible  combined  effects  with 
alcohol  and  other  CNS  depressants.  As  with  all  CNS-acting  drugs, 
caution  patients  against  hazardous  occupations  requiring  com- 
plete mental  alertness  ( e.g .,  operating  machinery,  driving).  Though 
physical  and  psychological  dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in  administering  to  addiction- 
prone  individuals  or  those  who  might  increase  dosage;  withdrawal 
symptoms  (including  convulsions),  following  discontinuation  of 
the  drug  and  similar  to  those  seen  with  barbiturates,  have  been 
reported.  Use  of  any  drug  in  pregnancy,  lactation,  or  in  women  of 
childbearing  age  requires  that  its  potential  benefits  be  weighed 
against  its  possible  hazards. 

Precautions:  In  the  elderly  and  debilitated,  and  in  children  over 
six,  limit  to  smallest  effective  dosage  (initially  10  mg  or  less  per 
day)  to  preclude  ataxia  or  oversedation,  increasing  gradually  as 
needed  and  tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combination  therapy  with 
other  psychotropics  seems  indicated,  carefully  consider  individual 
pharmacologic  effects,  particularly  in  use  of  potentiating  drugs 
such  as  MAO  inhibitors  and  phenothiazines.  Observe  usual  pre- 
cautions in  presence  of  impaired  renal  or  hepatic  function.  Para- 
doxical reactions  (e.g.,  excitement,  stimulation  and  acute  rage) 
have  been  reported  in  psychiatric  patients  and  hyperactive  aggres- 
sive children.  Employ  usual  precautions  in  treatment  of  anxiety 
states  with  evidence  of  impending  depression;  suicidal  tendencies 
may  be  present  and  protective  measures  necessary.  Variable 
effects  on  blood  coagulation  have  been  reported  very  rarely  in 
patients  receiving  the  drug  and  oral  anticoagulants;  causal  rela- 
tionship has  not  been  established  clinically. 

Adverse  Reactions:  Drowsiness,  ataxia  and  confusion  may  occur, 
especially  in  the  elderly  and  debilitated.  These  are  reversible  in 
most  instances  by  proper  dosage  adjustment,  but  are  also  occa- 
sionally observed  at  the  lower  dosage  ranges.  In  a few  instances 
syncope  has  been  reported.  Also  encountered  are  isolated  instances 
of  skin  eruptions,  edema,  minor  menstrual  irregularities,  nausea 
and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido  — all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low- voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic  dysfunction 
have  been  reported  occasionally,  making  periodic  blood  counts 
and  liver  function  tests  advisable  during  protracted  therapy. 
Supplied  : Librium®  Capsules  containing  5 mg,  10  mg  or  25  mg 
chlordiazepoxide  HCI.  Libritabs®  Tablets  containing  5 mg,  10  mg 
or  25  mg  chlordiazepoxide. 

*Levine,  S.:  “Angina  Pectoris  and  Emotional  Overlay,”  Scientific 
Exhibit  presented  at  the  Annual  Meeting  of  the  Maine  Medical 
Association,  Kennebunkport,  Me.,  June  13-15, 1971. 

A copy  of  the  Levine  study  may  be  obtained  from  your 
Roche  representative. 
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Why  send  him 
to  the  islets 
of  Langerhans? 


Since  sulfonylureas  promote  the  release  of 
ilin  which  is  lipogenic  and  helps  transport 
:ose  into  adipose  tissue. . . 

And  since  many  overweight  patients  already 
e normal  or  high  levels  of  endogenous  insulin, 
/ not  consider  DBI-TD? 

It  lowers  blood  sugar  without  stimulating 


insulin  secretion  from  the  pancreas.  And  this 
may  be  important  to  the  dieting  diabetic. 

In  adult-onset,  nonketotic  diabetics  uncontrolled  by  diet  alone . . . 

DBI-TD"  Geigy 

phenformin  HC1 

lowers  blood  sugar  without  raising  blood  insulin. 


phenformin  HC1 

ts  of  25  mg. 

rD«  phenformin  HCI 

1-Disintegration 

lies  of  50  and  100  mg. 

aligns:  Stable  adult  diabetes 

tus;  sulfonylurea  failures, 

try  and  secondary;  adjunct  to 

n therapy  of  unstable  diabetes 

us. 

vindications:  Diabetes  mellitus 
ran  be  regulated  by  diet  alone; 
ile  diabetes  mellitus  that  is 
Tiplicated  and  well  regulated  on 
n;  acute  complications  of 
tes  mellitus  (metabolic  acidosis, 
, infection,  gangrene);  during 
imediately  after  surgery  where 
n is  indispensable;  severe 
tic  disease;  renal  disease  with 
ia;  cardiovascular  collapse 
:k);  after  disease  states 
iated  with  hypoxemia. 


Warnings:  Use  during  pregnancy  is 
to  be  avoided. 

Precautions:  1.  Starvation  Ketosis: 
This  must  be  differentiated  from 
“insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in 
spite  of  relatively  normal  blood  and 
urine  sugar,  may  result  from 
excessive  phenformin  therapy, 
excessive  insulin  reduction,  or 
insufficient  carbohydrate  intake. 
Adjust  insulin  dosage,  lower 
phenformin  dosage,  or  supply 
carbohydrates  to  alleviate  this  state. 
Do  not  give  insulin  without  first 
checking  blond  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not 
recommended  in  the  presence  of 
azotemia  or  in  any  clinical  situation 
that  predisposes  to  sustained 
hypotension  that  could  lead  to  lactic 
acidosis.  To  differentiate  lactic 
acidosis  from  ketoacidosis,  periodic 


determinations  of  ketones  in  the 
blood  and  urine  should  be  made  in 
diabetics  previously  stabilized  on 
phenformin.  or  phenformin  and 
insulin,  who  have  become  unstable. 
If  electrolyte  imbalance  is  suspected, 
periodic  determinations  should  also 
be  made  of  electrolytes,  pH,  and 
the  lactate-pyruvate  ratio.  The  drug 
should  be  withdrawn  and  insulin, 
when  required,  and  other  corrective 
measures  instituted  immediately 
upon  the  appearance  of  any 
metabolic  acidosis. 

3.  Hypoglycemia:  Although 
hypoglycemic  reactions  are  rare 
when  phenformin  is  used  alone, 
every  precaution  should  be  observed 
during  the  dosage  adjustment  period 
particularly  when  insulin  or  a 
sulfonylurea  has  been  given  in 
combination  with  phenformin. 
Adverse  Reactions:  Principally 


gastrointestinal;  unpleasant  metallic 
taste,  continuing  to  anorexia,  nausea 
and,  less  frequently,  vomiting  and 
diarrhea.  Reduce  dosage  at  first  sign 
of  these  symptoms.  In  case  of 
vomiting,  the  drug  should  be 
immediately  withdrawn.  Although 
rare,  urticaria  has  been  reported,  as 
have  gastrointestinal  symptoms  such 
as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 
(B)  98-146-103-D  (6/72) 

For  complete  details,  including 
dosage,  please  see  full  prescribing 
information. 
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MYLANTA 


TABLETS 


aluminum  and  magnesium  hydroxides  with  simethicone 


He  won't  resist 
feelins  better  with 

Mylanta 

Because  the  taste  is  good. 

□ promptly  relieves  hyperacidity 

□ also  relieves  fullness  and  bloating 

□ non-constipating 
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Life  Crises  in  the  Physicians  Practice” 

Symposium  - Sponsored  by  the  WILLIAM  S.  HALL  PSYCHIATRIC  INSTITUTE 


H i Iton  Head  Inn 

Hilton  Head  Island,  South  Carolina 
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AAFP  Credit:  6 hours 
Registration  Deadline:  January  10,  1973 
Adequate  free  time  to  enjoy  surroundings  and  activities 
Lectures  scheduled  mornings,  March  2 & 3,  9:00-12:00  a.m. 
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HAROLD  I.  LIEF,  M.D.,  Professor  of  Psychiatry  and  Director, 
Division  of  Family  Study  - University  of  Pennsylvania. 
'Sexual  Problems  as  seen  in  the  Physician's  Practice' 

JAMES  L.  MATHIS,  M.D.,  Chairman  and  Professor,  Depart- 
ment of  Psychiatry,  Medical  College  of  Virginia. 

' The  Physician  and  Adolescent  Crises' 

ERIC  PFEIFFER.  M.D.,  Associate  Professor  of  Psychiatry, 
Duke  University  Medical  Center. 
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Age' 

GARFIELD  TOURNEY,  M.D.,  Co-Chairman  and  Professor,  Depart- 
ment of  Psychiatry,  Wayne  State  University. 

'Grief  and  Depression:  Problems  of  Object  Loss  as  seen  in  Medical 
Practice' 


Registration  Fee:  $25 

Registration  Deadline:  Jan.  10,  1973 

NAME 
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ADDRESS 

M.D.  GRADUATE  OF: 

YEAR  TYPE  PRACTICE 

(Please  make  checks  payable  to:  Continuing  Education  Fund) 
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“Sorry,  Sire,  but 
‘ DicarbosiV  hasn't 
been  invented  yet." 
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ANTACID 

Write  for  Clinical  Samples 
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319  South  Fourth  Street.  St.  Louis,  Missouri  63102 


What  makes 
a good 
hearing  aid 

GREAT? 

The  man  who  does  the  fitting. 

There  are  a lot  of  good  hearing  aids  on  the 
market,  but  how  well  you  hear  with  any  aid  depends 
to  a great  degree  on  the  ability  of  the  hearing  aid 
dealer  to  properly  “fit”  the  correct  aid  for  your 
individual  hearing  problem. 

The  services  offered  by  your  MAICO  dealer 
reflect  Maico’s  30-year  record  of  integrity  and  experi- 
ence, willingness  to  stand  behind  their  product,  and 
the  care  and  thoroughness  with  which  Maico  selects 
and  trains  dealers  to  serve  the  hard  of  hearing.  Your 
Maico  dealer  is  a good  man  to  know  if  you  have  a 
hearing  problem. 

You  can  rely  on  MAICO— “Most  Respected  Name 
in  Hearing.” 

MAICO  "For  Audiometers  and  Sound  Rooms" 


Young’s  Hearing  Aid  Service 
1607  Brabham  Avenue 
Columbia,  S.  C.  29202 
253-7085 

Young’s  Hearing  Aid  Service 
511  W.  Palmetto  Street 
Florence,  S.  C. 

662-1211 


Young’s  Hearing  Aid  Service 
800  Pendleton  Street 
Greenville,  S.  C. 

2321007 

Melton  Hearing  Aid  Center 
326  King  Street 
Charleston,  S.  C.  29402 
772-1219 


Gantrisin®  (sulfisoxazole)  Roche®  provides 

your  patients  with 

many  important  advantages: 

• high  urinary  levels 

• generally  good  tolerance 

• high  solubility  at  average  urinary  pH 

• rapid  absorption 

• rapid  renal  clearance 

• high  plasma  concentrations 

• economy  (average  cost  of  therapy: 
less  than  6V2  0 per  tablet) 


Before  prescribing,  please  consult  complete  prod 
information,  a summary  of  which  follows: 
Indications:  Nonobstructed  urinary  tract  infec’ 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to 
ceptible  organisms.  Important  Note:  In  vitro  s> 
sitivity  tests  not  always  reliable;  must  be  coordina 
with  bacteriological  and  clinical  response, 
aminobenzoic  acid  to  follow-up  culture  media 
creasing  frequency  of  resistant  organisms  limits  i 
fulness  of  antibacterial  agents,  especially  in  chrc> 
and  recurrent  urinary  infections.  Maximum  safe 
sulfonamide  blood  level,  20  mg/100  ml;  meac 
levels  as  variations  may  occur. 

Contraindications:  Hypersensitivity  to  sulfonam 
infants  less  than  2 months  of  age;  pregnancy  at 
and  during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  established 
not  use  for  group  A beta-hemolytic  streptococca 
fections,  as  sequelae  (rheumatic  fever,  glomeru 
phritis)  are  not  prevented.  Deaths  reported  fr  ’ 
hypersensitivity  reactions,  agranulocytosis,  apla 
anemia  and  other  blood  dyscrasias.  Sore  throat,  fe 
pallor,  purpura  or  jaundice  may  be  early  indica:  i 
of  serious  blood  disorders.  CBC  and  urinalysis 
careful  microscopic  examination  should  be  perfcrr  1 
frequently. 

Precautions:  Use  cautiously  in  patients  with  imps 
renal  or  hepatic  function,  severe  allergy  or  bronc 
asthma.  Hemolysis,  frequently  dose  related,  may 
cur  in  glucose-6-phosphate  dehydrogenase-defic  ij 
patients.  Maintain  adequate  fluid  intake  to  pre. 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranu 
tosis,  aplastic  anemia,  thrombocytopenia,  leukope 
hemolytic  anemia,  purpura,  hypoprothrombinemia 
methemoglobinemia;  Allergic  reactions:  Erythe  j 
multiforme  (Stevens-Johnson  syndrome),  genera 
skin  eruptions,  epidermal  necrolysis,  urticaria,  ser  ] 
sickness,  pruritus,  exfoliative  dermatitis,  anaph. 
toid  reactions,  periorbital  edema,  conjunctival 
scleral  injection,  photosensitization,  arthralgia  an: 
lergic  myocarditis;  Gastrointestinal  reactions:  Nat  !l 
emesis,  abdominal  pains,  hepatitis,  diarrhea, 
rexia,  pancreatitis  and  stomatitis;  C.N.S.  react i 
Headache,  peripheral  neuritis,  mental  depress 
convulsions,  ataxia,  hallucinations,  tinnitus.  ver 
and  insomnia;  Miscellaneous  reactions:  Drug  fe-J 
chills  and  toxic  nephrosis  with  oliguria  and  ar  > 
Periarteritis  nodosa  and  L.E.  phenomenon  have 
curred.  Due  to  certain  chemical  similarities  with  s:  j 
goitrogens,  diuretics  (acetazolamide,  thiazides) 
oral  hypoglycemic  agents,  sulfonamides  have  cai 
rare  instances  of  goiter  production,  diuresis  and  h 
glycemia  as  well  as  thyroid  malignancies  in  rats 
lowing  long-term  administration.  Cross-sensih  j 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole 


' \ Roche  Laboratories 

ROCHE  > Division  of  Hoffmann-La  Roche  r 

, / Nutley.  N.J.  07110 


e,  recurrent  or  cnronic  nonobstructed  cystitis 


THREE  OTHER 
BUILT-IN 
BENEFITS  OF 
GANTRISIN 

sulfisoxazole/Roche 


3. 

High  solubility  at  average  urinary  pH 

Gantrisin's  unusual  solubility  is  the  main  reason  for 
its  relatively  low  toxicity.  In  both  free  and  acetylated  forms, 
it  is  highly  soluble  at  urinary  pH  values  of  5 5 to  6.5,  so 
there  is  no  need  for  prophylactic  alkali  therapy. 

4 

Rapid  absorption 

Gantrisin  reaches  its  sites  of  action  quickly. 
Measurable  levels  of  the  drug  have  been  found  in  blood  and 
urine  within  60  minutes;  in  2 to  3 hours,  therapeutic 
levels  usually  have  been  reached. 

5. 

Rapid  renal  clearance 

Gantrisin's  rapid  excretion  rate  is  another  reason  why 
it  is  generally  well  tolerated.  Over  50%  of  a single  oral  dose 
is  excreted  in  8 hours,  over  90%  in  24  to  48  hours,  so  there 
is  little  risk  of  hematuria  or  crystalluria,  and  anuria  is  rare. 

As  with  all  sulfonamides,  adequate  fluid  intake  must  be 
maintained  Complete  blood  counts  and  urinalyses,  with  careful 
microscopic  examination,  should  be  performed  frequently. 


For  nonobstructed  cystitis  due  to  E.  coli 
and  other  susceptible  organisms 

begin  with 


ther  susceptible  organisms 
iegin  with  fSm 

Gantrisin*  n r 

sulfisoxazole  Roche 

Usual  adult  dosage:  JS\ 

4 to  8 tablets  stat  III8I 

2 to  4 tablets  q.i.d. 


I)BI'  phenformin  HC1 
Tablets  of  25  nig. 

DBI-TD  phenformin  HCI 
Timed-Disintegration 
Capsules  of  50  and  100  mg. 


Indications:  Stable  adult  diabetes  mellitus; 
sulfonylurea  failures,  primary  and  secondary; 
adjunct  to  insulin  therapy  of  unstable  diabetes 
mellitus. 

Contraindications:  Diabetes  mellitus  that  can  be 
regulated  by  diet  alone;  juvenile  diabetes  mellitus 
that  is  uncomplicated  and  well  regulated  on 
insulin;  acute  complications  of  diabetes  mellitus 
(metabolic  acidosis,  coma,  infection,  gangrene); 
during  or  immediately  after  surgery  where  insulin 
is  indispensable;  severe  hepatic  disease;  renal 
disease  with  uremia;  cardiovascular  collapse 
(shock);  after  disease  states  associated  with 


hypoxemia 

Warnings:  Use  during  pregnancy  is  to  be  avoided. 
Precautions:  1.  Starvation  Ketosis:  This  must  be 
differentiated  from  “insulin  lack”  ketosis  and  is 
characterized  by  ketonuria  which,  in  spite  of  rela- 
tively normal  blood  and  urine  sugar,  may  result 
from  excessive  phenformin  therapy,  excessive 
insulin  reduction,  or  insufficient  carbohy- 
drate intake.  Adjust  insulin  dosage,  lower  phen- 
formin dosage,  or  supply  carbohydrates  to 
alleviate  this  state.  Do  not  give  insulin  without 
first  checking  hlood  and  urine  sugar. 

2.  Lactic  Acidosis:  This  drug  is  not  recommended 


Why  go  to  the  islets  I 

Let's  say  you’ve  decided  that  diet  alone  won't  Both  lower  blood  sugar.  But  here’s  why  DBI-TD,  1 

work  in  your  adult-onset,  nonketotic  diabetic.  which  is  not  a sulfonylurea,  may  be 

important  to  the  dieting  diabetic. 

You're  considering  oral  therapy  for  a new 

patient.  DBI-TD  or  a sulfonylurea.  Which?  • Sulfonylureas  promote  release  of  insulin. 

• Insulin  is  lipogenic  and  helps  transport  glucose  j 

into  adipose  tissue. 

• Overweight  patients  frequently  have  normal 

or  high  levels  of  endogenous  insulin. 

• DBI-TD  lowers  blood  sugar  without 

stimulating  insulin  secretion  from 
the  pancreas. 

Usual  dosage:  one  50-mg.  capsule 
with  breakfast  may  be  effective,  or  a 
second  capsule  may  be  given  with 
the  evening  meal.  I 


DBI-TD®  Geigy 

phenformin  HCI 


lowers  blood  sugar 
w ithout  raising  blood  insulin 


ice  of  azotemia  or  in  any  clinical 
t predisposes  to  sustained  hypoten- 
lld  lead  to  lactic  acidosis.  To 
lactic  acidosis  from  ketoacidosis, 
;rminations  of  ketones  in  the  blood 
ould  be  made  in  diabetics  previously 
phenformin,  or  phenformin  and 
have  become  unstable.  If  electrolyte 
suspected,  periodic  determinations 
3e  made  of  electrolytes,  pH,  and  the 
rate  ratio.  The  drug  should  be  with- 
isulin,  when  required,  and  other 
easures  instituted  immediately  upon 


the  appearance  of  any  metabolic  acidosis. 

3.  Hypoglycemia:  Although  hypoglycemic  reac- 
tions are  rare  when  phenformin  is  used  alone, 
every  precaution  should  be  observed  during  the 
dosage  adjustment  period  particularly  when 
insulin  or  a sulfonylurea  has  been  given  in  com- 
bination with  phenformin. 

Adverse  Reactions:  Principally  gastrointestinal; 
unpleasant  metallic  taste,  continuing  to  anorexia, 
nausea  and,  less  frequently,  vomiting  and  diar- 
rhea. Reduce  dosage  at  first  sign  of  these  symp- 
toms. In  case  of  vomiting,  the  drug  should  be 
immediately  withdrawn.  Although  rare,  urticaria 


has  been  reported,  as  have  gastrointestinal  symp- 
toms such  as  anorexia,  nausea  and  vomiting 
following  excessive  alcohol  intake. 

(B)  98-146-103-D  (6/72) 

For  complete  details,  including  dosage,  please  see 
full  prescribing  in  formation. 


GEIGY  Pharmaceuticals 

Division  of  CIBA-GEIGY  Corporation 

Ardsley,  New  York  10502 


Langerhans  ? 


500p 


1000/i 


Before  using  DBI-TD  or  any  oral  hypo- 
glycemic, please  read  the  prescribing 
information  concerning  dosage,  warnings, 
contraindications,  precautions  and  adverse 
reactions. 


Ampicillin,  Carbenicillin,  Oxacillin... 

IMAGINE  YOUR  PRACTICE 
WITHOUT  THEM 


In  1957  Beecham  scientists  discovered  and 
isolated  6-APA,  the  penicillin  nucleus 
that  opened  the  way  to  a new  generation  of 
semi-synthetic  penicillins.  Over  the 
past  1 4 years  more  than  3000  different 
semi-synthetic  penicillins  have  been 
synthesized  and  evaluated  by  our  staff  The 
fruits  of  their  work  are  in  your  hands  today. 
Others  will  be  in  your  hands  tomorrow. 

Need  we  say  more? 


Prescribe  the  discoverer’s  brands: 

Totacillin  (ampicillin  trihydrate) 

Pyopenhisodium  carbenicillin) 

Bactocilli  oxacillin) 

and  more  to  come 


Beecham-Massengill 
Pharmaceuticals  geq 

Div.  of  Beecham  Inc.  Bristol,  Tennessee  37620 


□ Totacillin  (ampicillin  trihydrate)  capsules  equivalent  to  250  mg.  and  500  mg.  ampicillin,  for  oral  suspension 
equivalent  to  125  mg./  5 cc.  and  250  mg./  5 cc.  ampicillin. 

□ Pyopen  (disodium  carbenicillin)  vials  for  injection  equivalent  to  1 gm.  and  5 gm.  of  carbenicillin. 

□ Bactocill  (sodium  oxacillin)  capsules  equivalent  to  250  mg.  and  500  mg.  oxacillin  and  vials  for  injection  equivalent  to 
500  mg.  and  1 gm.  oxacillin. 


Wolf  Laurel  doesn’t  promise  an  18-hole  golf 
course.  Wolf  Laurel  doesn’t  promise  a ski  run.  Wolf  Laurel 
doesn’t  promise  tennis  courts,  water  lines,  roads  and  utilities. 

Wolf  Laurel  doesn’t  promise  these  facilities  be- 
cause it  isn’t  necessary.  All  of  the  above  and  much  more  has 
already  been  built.  Wolf  Laurel  has  an  18-hole  championship 
golf  course  with  the  highest  hole  east  of  the  Rockies  which 
was  recently  featured  in  a national  golf  magazine.  Wolf 
Laurel’s  3-lift  ski-run  has  the  only  natural  bowl  in  the  South. 
Wolf  Laurel  has  approximately  four  miles  of  asphalt  roads, 
over  thirty  miles  of  gravelled  roads,  and  water  lines  and  utili- 
ties available  at  all  homesites. 

Wolf  Laurel  is  a place  many  people  have  already 
decided  to  call  home.  You'll  find  a variety  of  beautiful 
homesites  to  choose  from.  Come  see  for  yourself.  Wolf  Laurel 
is  located  just  30  minutes  north  of  Asheville,  N.  C.  on  U.S. 
Highway  23.  Spend  a day,  a weekend  or  a week.  Stay  at  the 
Wolf  Laurel  Lodge  or  in  one  of  their  10  rustic  cabins.  Dine 
at  the  mountaintop  restaurant  and  lounge  at  4600’.  Bring  the 
entire  family.  Golf,  ski,  play  tennis,  hike,  relax,  just  plain  enjoy 
yourself.  Call  ( 704)  689-4721  for  reservations.  Or  write  Fond- 
ren  Mitchell,  President,  Bald  Mountain  Development  Corp., 
Wolf  Laurel,  Route  3,  Mars  Hill,  N.  C.  Write  to  this  same 
address  for  Wolf  Laurel's  free  brochure.  If  you  just  want  to 
drop  in,  bring  this  ad  which  will  serve  as  your  gate  pass.  Come 
see  what  Wolf  Laurel  doesn’t  promise.  You'll  like  it. 


i/olf  Laurel  is  a different  kind 
of  second  home  resort 

because 

of  what  it  doesn’t  promise. 


What  it  means 
to  live  and  worki 
Tipton  County, 
Tennessee 

Persons  who  are  white  and 
over  40  have  one  chance  in  four 
of  having  solar  keratoses... 
which  may  be  premalignant 

An  epidemiologic  study*  conducted  in  Tipton  County,  Ten- 
nessee, revealed  that  28.5  % of  white  persons  over  40  had  solar 
keratoses;  most  had  multiple  lesions.  Cluster  sampling  projected 
an  estimated  prevalence  of  32.5%  for  white  males  and  19.5% 
for  white  females. 

Though  this  is  an  unusually  high  percentage  of  affected  persons, 
these  lesions  can  occur  in  any  white  population,  wherever  people 
work  or  play  out  of  doors. 

Prevalence  of  solar  keratoses  in  white  persons 
over  40  in  Tipton  County,  Tennessee 


I 1 Persons  without  solar  keratoses  IH  Persons  with  solar  keratoses 


Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  New  Jersey. 


ir,  actinic,  senile  keratoses 

I by  many  names,  the  typical  lesion  is  flat 
;htly  elevated,  brownish  or  reddish  in 
papular,  dry,  adherent,  rough,  sharply 
d;  usually  multiple  lesions,  chiefly  on 
sd  portions  of  the  skin. 

Lience/selectivity  of  response 

sma  in  areas  of  lesions  may  begin  after 
1 days  of  therapy;  height  of  reaction 
in  affected  areas)*  usually  occurs  within 
eeks,  declining  after  discontinuation  of 
>y.  Since  this  response  is  so  predictable, 

5 that  do  not  respond  should  be  biopsied 
: out  the  presence  of  a frank  neoplasm. 

metic  results 

3tic  results  are  highly  favorable.  Inci- 
of  scarring  is  low— important  with  multi- 
ial  lesions.  Efudex  should  be  applied 
are  near  the  eyes,  nose  and  mouth. 

:ream-a  Roche  exclusive 

loche  formulates  the  5%  cream . . . 
l patient  acceptability . . . high  in  clinical 
y,  especially  for  lesions  of  hands  and 
ms. . .economical. 


Before  prescribing,  please  consult  complete  product  informa- 
tion, a summary  of  which  follows: 

Indications:  Multiple  actinic  or  solar  keratoses. 
Contraindications:  Patients  with  known  hypersensitivity  to 
any  of  its  components. 

Warnings:  If  occlusive  dressing  used,  may  increase  inflamma- 
tory reactions  in  adjacent  normal  skin.  Avoid  prolonged 
exposure  to  ultraviolet  rays.  Safe  use  in  pregnancy  not 
established. 

Precautions:  If  applied  with  fingers,  wash  hands  immediately. 
Apply  with  care  near  eyes,  nose  and  mouth.  Lesions  failing 
to  respond  or  recurring  should  be  biopsied. 

Adverse  Reactions:  Local— pain,  pruritus,  hyperpigmentation 
and  burning  at  application  site  most  frequent;  also  dermatitis, 
scarring,  soreness  and  tenderness.  Also  reported— insomnia, 
stomatitis,  suppuration,  scaling,  swelling,  irritability,  medic- 
inal taste,  photosensitivity,  lacrimation,  leukocytosis, 
thrombocytopenia,  toxic  granulation  and  eosinophilia. 

Dosage  and  Administration:  Apply  sufficient  quantity  to  cover 
lesion  twice  daily  with  nonmetal  applicator  or  suitable  glove. 
Usual  duration  of  therapy  is  2 to  4 weeks. 

How  Supplied:  Solution,  10-ml  drop  dispensers— containing 
2%  or  5%  fluorouracil  on  a weight/ weight  basis,  com- 
pounded with  propylene  glycol,  tris(hydroxymethyl)amino- 
methane,  hydroxypropyl  cellulose,  parabens  (methyl  and 
propyl)  and  disodium  edetate. 

Cream,  25-Gm  tubes— containing  5%  fluorouracil  in  a vanish- 
ing cream  base  consisting  of  white  petrolatum,  stearyl 
alcohol,  propylene  glycol,  polysorbate  60  and  parabens 
(methyl  and  propyl). 

an  alternative  to 
conventional  therapy 

Efudex* 

(fluorouracil) 

cream/solution 


Roche  Laboratories 

Division  of  Hoffmann-La  Roche  Inc 

Nutley,  N.J.  07110 


Pinworm 
therapy  is  often  a 
family  affair 


- 

i 


Contraindications:  History  of  hypersensitivity  to  thiabendazole. 
Warnings:  If  hypersensitivity  reactions  occur,  drug  should  be 
discontinued  immediately  and  not  resumed.  Rarely,  erythema 
multiforme  has  been  associated  with  thiabendazole  therapy,-  in 
severe  cases  (Stevens-Johnson  syndrome),  fatalities  have 
occurred.  Because  CNS  side  effects  may  occur  quite  frequently, 
activities  requiring  mental  alertness  should  be  avoided.  Safe  use 
in  pregnancy  or  lactation  has  not  been  established. 

Precautions:  Ideally,  supportive  therapy  is  indicated  for  anemic, 
dehydrated,  or  malnourished  patients  prior  to  initiation  of 
anthelmintic  therapy.  In  presence  of  hepatic  or  renal  dysfunction, 


patients  should  be  carefully  monitored. 

Adverse  Reactions:  Most  frequently  encountered  are  anorexia,; 
nausea,  vomiting,  and  dizziness.  Less  frequently,  diarrhea, 
epigastric  distress,  pruritus,  weariness,  drowsiness,  giddiness- 
and  headache  have  occurred.  Rarely,  tinnitus,  hyperirritability, 
numbness,  abnormal  sensation  in  eyes,  blurring  of  vision, 
xanthopsia;  hypotension,  collapse;  enuresis;  transient  rise  in  • 
cephalin  flocculation  and  SGOT;  perianal  rash,  cholestasis  and 
parenchymal  liver  damage;  hyperglycemia;  transient  leukopen  i 
malodor  of  the  urine,  crystalluria,  hematuria;  appearance  of  Ih1 
Ascaris  in  the  mouth  and  nose.  Hypersensitivity  reactions 


I New 

)osage  Form: 


'hewable 

ablets  500  mg 

iflintezol 

HIABENDAZOLE  i MSD) 


o easy  to  take 
veryone  in  the  family 
an  keep  to  the 
sgimen  you  prescribe 


:tude:  fever,  facial  flush,  chills,  conjunctival  injection, 
?ioedema,  anaphylaxis,  skin  rashes,  erythema  multiforme 
eluding  Stevens-Johnson  syndrome),  and  lymphadenopathy. 
pplied:  Chewable  tablets,  containing  500  mg  thiabendazole, 
boxes  of  36,  strip  packaged,  individually  foil  wrapped; 
spension,  containing  500  mg  thiabendazole  per  5 cc,  in 
ttles  of  120  cc. 


MINTEZ0L®’  (Thiabendazole,  MSD)  has  demonstrated  effectiveness 
against  a broad  spectrum  of  nematode  infections.  Dosages  are 
weight  related.  For  your  convenience,  the  information  in  the 
weight-dose  chart  below  is  included  in  the  full  prescribing 
information  and  in  the  1973  edition  of  PDR. 

The  recommended  maximum  daily  dose  of  Ml NTEZOL  is  3 g 
(6  tablets). 

MINTEZ0L  should  be  given  after  meals  if  possible.  Dietary  restric- 
tion, complementary  medications,  and  cleansing  enemas  are 
not  needed. 

The  usual  dosage  schedule  for  all  conditions  is  two  doses  per  day. 
The  size  of  the  dose  is  determined  by  the  patient’s  weight. 


Weight-dose  chart: 


WEIGHT 

(lb) 

EACH  DOSE 

(g) 

TABLETS 

25 

0.25 

1/2 

50 

0.5 

1 

75 

0.75 

1% 

100 

1.0 

2 

125 

1.25 

21/2 

150 
& over 

1.5 

3 

The  regimen  for  each  indication  follows: 


INDICATION 

REGIMEN 

COMMENTS 

Pinworm 

disease 

Two  doses  per  day 
for  1 day.  Repeat  in 
7 days. 

This  regimen  is 
designed  to  reduce 
the  risk  of  rein- 
fection. 

If  this  is  not  practical,  give 
2 doses  per  day  for  2 
successive  days. 

Threadworm,* 
large  round- 
worm,* 
hookworm,* 
and 

whipworm* 

disease 

Two  doses  per  day 
for  2 successive 
days. 

A single  dose  of  20  mg/lb  or 
50  mg/ kg  may  be  employed 
as  an  alternative  schedule, 
but  a higher  incidence  of  side 
effects  should  be  expected. 

Creeping 

eruption 

Two  doses  per  day 
for  2 successive 
days. 

If  active  lesions  are  still 
present  2 days  after  comple- 
tion of  therapy,  a second 
course  is  recommended. 

Symptoms  of 
trichinosis* 
during  the 
invasive  phase 
of  the  disease 

Two  doses  per  day 
for  2 to  4 successive 
days  according  to 
the  response  of  the 
patient. 

The  optimal  dosage  for  the 
treatment  of  trichinosis  has 
not  been  established. 

‘Clinical  experience  with  thiabendazole  for  treatment  of  each  of  these 
conditions  in  children  weighing  less  than  30  lb  has  been  limited. 


r more  detailed  information,  consult  your  MSD  representa- 
e or  see  full  prescribing  information.  Merck  Sharp  & 
y hme , Division  of  Merck  & Co.,  Inc.,  West  Point,  Pa.  19486 
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. . KINESED®  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 

to  move, 

and  the  Latin  sedatus, 
to  calm) 

KINESED® 

antispasmodic/  sedative/  antiflatulent 

Each  chewable  tablet  contains : 16  mg.  phenobarbital  (winn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuck  walla  ( Sauromalus  obesus ): 

This  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size . . . 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 


Because  you 
practice 

medicine  in  the 
Palmetto  State... 


ou  carry  one  of  the  heaviest 
atient  loads  in  the  country, 
ince  this  may  include 
number  of  patients  with 
istritis  and  duodenitis . . . 
au  should  know 
lore  about  Librax® 


elps  reduce 

ixiety-related  G.I.  symptoms 

patient  may  blame  his  attacks  of  gastritis  or 
adenitis  on  “something  he  ate”  but  contribut- 
; factors  may  be  his  job, 
irital  problems,  financial 
rries  or  some  other  unmen- 
ned  source  of  stress  and 
:essive  anxiety  that 
icerbated  the  condition, 
lether  it  is  “something 
ate”  or  “something  eating  him,”  adjunctive 
•rax  can  help.  Librax  offers  both  the  antianxiety 
ion  of  Librium®  (chlordiazepoxide  HC1),  that  can 
p relieve  excessive  anxiety,  and  the  dependable 
icholinergic  action  of  Quarzan®  (clidinium  Br), 
t can  help  reduce  gastrointestinal  hypermotility 
1 hypersecretion. 


Dre  prescribing,  please  consult  complete  product  information, 
mm  ary  of  which  follows: 

itraindications:  Patients  with  glaucoma;  prostatic  hyper- 
>hy  and  benign  bladder  neck  obstruction;  known  hypersen- 
'ity  to  chlordiazepoxide  hydrochloride  and/or  clidinium 
mide. 

mings:  Caution  patients  about  possible  combined  effects 
i alcohol  and  other  CNS  depressants.  As  with  all  CNS- 
ng  drugs,  caution  patients  against  hazardous  occupations 
liring  complete  mental  alertness  (e.g.,  operating  machinery, 
ing).  Though  physical  and  psychological  dependence  have 
ly  been  reported  on  recommended  doses,  use  caution  in 
•mistering  Librium  (chlordiazepoxide  hydrochloride)  to 
wn  addiction-prone  individuals  or  those  who  might  increase 
ige;  withdrawal  symptoms  (including  convulsions),  following 
ontinuation  of  the  drug  and  similar  to  those  seen  with  bar- 
rates,  have  been  reported.  Use  of  any  drug  in  pregnancy, 
ition,  or  in  women  of  childbearing  age  requires  that  its 
ntial  benefits  be  weighed  against  its  possible  hazards.  As 
i all  anticholinergic  drugs,  an  inhibiting  effect  on  lactation 
occur. 

:autions:  In  elderly  and  debilitated,  limit  dosage  to  smallest 
:tive  amount  to  preclude  development  of  ataxia,  overseda- 
or  confusion  (not  more  than  two  capsules  per  day  initially; 
:ase  gradually  as  needed  and  tolerated).  Though  generally’ 
ecommended,  if  combination  therapy  with  other  psycho- 
ics  seems  indicated,  carefully  consider  individual  pharma- 
gic  effects,  particularly  in  use  of  potentiating  drugs  such  as 
0 inhibitors  and  phenothiazines.  Observe  usual  precautions 
esence  of  impaired  renal  or  hepatic  function.  Paradoxical 
tions  (e.g.,  excitement,  stimulation  and  acute  rage)  have 
reported  in  psychiatric  patients.  Employ  usual  precautions 


Patient-oriented  dosage  — up  to 
8 capsules  daily  in  divided  doses 

For  optimal  response,  dosage  can  be  adjusted  to  suit 
patient  needs— 1 or  2 capsules,  3 or  4 times  a day. 

To  help  relieve 
anxiety-linked 
symptoms  in  gastritis 
and  duodenitis 
'w  adjunctive 

Librax^ 

Each  capsule  contains  5 mg  chlordiazepoxide  HCI 
and  2.5  mg  clidinium  Br. 


in  treatment  of  anxiety  states  with  evidence  of  impending 
depression;  suicidal  tendencies  may  be  present  and  protective 
measures  necessary.  Variable  effects  on  blood  coagulation  have 
been  reported  very  rarely  in  patients  receiving  the  drug  and  oral 
anticoagulants;  causal  relationship  has  not  been  established 
clinically. 

Adverse  Reactions:  No  side  effects  or  manifestations  not  seen 
with  either  compound  alone  have  been  reported  with  Librax. 
When  chlordiazepoxide  hydrochloride  is  used  alone,  drowsiness, 
ataxia  and  confusion  may  occur,  especially  in  the  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by  proper 
dosage  adjustment,  but  are  also  occasionally  observed  at  the 
lower  dosage  ranges.  In  a few  instances  syncope  has  been 
reported.  Also  encountered  are  isolated  instances  of  skin 
eruptions,  edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido-all  infrequent  and  generally  controlled  with 
dosage  reduction;  changes  in  EEG  patterns  (low-voltage  fast 
activity)  may  appear  during  and  after  treatment;  blood 
dyscrasias  (including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally  with  chlordiaz- 
epoxide hydrochloride,  making  periodic  blood  counts  and  liver 
function  tests  advisable  during  protracted  therapy.  Adverse 
effects  reported  with  Librax  are  typical  of  anticholinergic  agents, 
i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesitancy  and 
constipation.  Constipation  has  occurred  most  often  when 
Librax  therapy  is  combined  with  other  spasmolytics  and/or 
low  residue  diets. 

Roche  Laboratories 
Division  of  Hoffmann -La  Roche  Inc. 

Nutley,  New  Jersey  07110 


palmedico 

. . . more  than  just  a name! 


Working  hand  in  hand  with 
medical  research  and  physicians, 
Palmedico  constantly  strives  to 
provide  the  latest  in  pharmaceu- 
ticals to  meet  advancing  needs. 
Careful  formulation  and  superior 
production  are  important  factors 
in  being  . . . more  than  just 
a name. 


• Amphaplex®  1 0 (Cl  1 ) 

Each  Tablet  contains:  Meth- 

amphetamine  Saccharate  - 2.5 
Mg.;  Methamphetamine  Hyd- 
rochloride - 2.5  Mg.;  Ampheta- 
mine Sulfate  - 2.5  Mg.;  Dextro 
Amphetamine  Sulfate  - 2.5  Mg. 

• Palohist® 


Each  Capsule  contains:  Phe- 
nylephrine Hydrochloride  - 25.0 
Mg.;  Chlorpheniramine  Maleate 

- 7.5  Mg.;  Pyrilamine  Maleate 

- 25.0  Mg.;  Methapyrilene  Hy- 
drochloride - 12.5  Mg. 


pcilmedicO'inc. 
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“The  history  of  science,  and  in 
particular  the  history  of  medicine . . .is . . . 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 


Are  combination  drug  product 
useful  in  treatment  involvir 
concomitant  use  of  two  or  more  drug*  1 


Doctor  of  Medicine 


Louis  Lasagna,  M.D. 
Professor  and  Chairman 
Depart  ment  of 
Pharmacology  & Toxicology 
University  of  Rochester 
School  of  Medicine 
and  Dentistry 


Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal" patients. 

'There  is  no  doubt  that 
many  “atypical”  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepfed 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives,  al- 
ways had  fo  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  sav  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors’  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they  are  old  and  estab- 
lished or  new  and  untried. 

In  today’s  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand.  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


r 


tors  and  cost  a greali 
of  money.  I wish  we 
agree  on  a “grand! 
clause”  approach  to  i 
rations  that  have  been  u 
for  a number  of  year  Jn 
that  have  an  apparjtl 
satisfactory  track  rec< 
For  example,  I 
some  of  the  antibiotic 
bi nations  that  were 
of!  the  market  by  the 
performed  quite  well, 
thinking  particular 
penicillin  - strepton 
combinations  that  pa 
— especially  surgica 
tients  — were  given  ii 
injection.  This  mad 
less  discomfort  for  th 
tient,  less  deman 
nurses’  time,  and  live 
opportunities  for  d«  ig 
errors.  To  take  si  h 
preparation  off  the  m ke 
doesn't  seem  to  be  po 
medicine,  unless  actujir 
age  showed  a great  d I o 
harm  from  the  injeijon 
(rather  than  the  p jpe 
use)  of  the  combinati  jL 
The  point  that  shoi  i b< 
emphasized  is  that  er 
are  both  rational  and  pa 
tional  combinations.rht 
real  question  is,  who  s luk 
determine  which  is  w ch 
Obviously,  the  FDA  ju; 
play  a major  role  in  ak 
ing  this  determinatioj  Ii 
fact,  I don't  think  i fiai 
avoid  taking  the  ult  at 
responsibility,  but  it  s iul 
enlist  the  help  of  oifid' 
physicians  and  expeil  ii 
assessing  the  evident jin< 
in  making  the  ultimal  de 


laker  of  Medicine 


. Clarke  Wescoe,  M.D. 
President 

inthrop  Laboratories 


two  medications  are 
1 effectively  to  treat  a 
ain  condition,  and  it  is 
,vn  that  they  are  com- 
ble,  it  clearly  is  useful 
convenient  to  provide 
n in  one  dosage  form, 
ould  make  no  sense,  in 
it  would  be  pedantic, 
nsist  they  always  be 
cribed  separately.  To 
d the  appearance  of 
intrv,  the  “expert”  de- 
> the  combination  be- 
e it  is  a fixed  dosage 
1.  When  the  “expert" 
kes  the  concept  of  fixed 
ige  form  he  obscures 
fact  that  single-ingre- 
t pharmaceutical  prep- 
ions  are  also  fixed 
ge  forms.  Bv  a singular 
antic  exercise  he  im- 
s a pejorative  meaning 
he  term  “fixed  dose” 
when  he  uses  it  with 
lect  to  combinations, 
it  is  ignored  is  the  sim- 
fact  that  only  in  the 
■st  of  circumstances 
any  physician  attempt 
itrate  an  exact  thera- 
ic  response  in  his  pa- 
t.  It  is  quite  possible 
some  aches  and  pains 
respond  to  500  mg.  of 
rin  yet  that  fact  does 
militate  against  the  us- 
dose  being  650  mg. 
he  other  semantic  ploy 
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‘ribe  a combination 
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ike  antibiotic  mixtures, 
source  of  much  of  the 
cism  generated  against 


combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  usebv  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971.  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but”  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold”  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 


Opinion  ^^Dialogue 


What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 
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SOME  THOUGHTS  ON  DARWIN  AND  EVOLUTION 

C.  WARREN  IRVIN,  JR.,  M.  D. 
Columbia,  S.  C. 


“One  hundred  years  ago  Charles  Dar- 
win, in  what  was  undoubtedly  the  great- 
est scientific  book  of  all  time,  presented 
the  evidence  that  he  had  gathered  and 
developed  during  the  previous  twenty 
years  for  the  theory  of  evolution  by 
natural  selection.  His  treatment  was  so 
unprecendented,  so  comprehensive,  and 
so  masterly  as  first  to  stagger  and  then  to 
convince  all  whose  minds  were  mobile 
enough  to  follow  his  arguments  ade- 
quately. Since  that  time,  the  whole 
matter  has  been  subjected  to  the  most 
copious  and  exacting  criticism,  and  to 
ever  more  searching  exploration  and  test- 
ing. The  result  has  been  that  this  revolu- 
tionary view  of  life  now  stands  as  one  of 
the  most  firmly  established  generaliza- 
tions of  science  and  that  far  more  is  now 
understood  about  the  manner  by  which 
evolution  operates  than  was  even  imag- 
ined a century  ago.”1 

This  paragraph  by  one  of  the  world’s  great- 
est geneticists  and  Nobel  prize  winner,  Dr. 
Hermann  J.  Muller,  probably  summarizes  best 
the  feeling  of  many  about  Darwin’s  impor- 
tance to  the  intellectual  development  of  man. 
In  the  present  era  of  “nature  and  nurture” 
some  might  say  Freud,  Jung  and  even  more 
recently  the  Behavorist  movement  established 
by  B.  F.  Skinner  have  changed  the  thinking 


of  man  as  much  as  Darwin.  Marx  and  later 
Lenin  in  the  20th  century  certainly  changed 
the  world,  but  Lenin  particularly  was  an 
implementer  and  not  an  original  thinker. 
Science  has  made  great  strides  since  the  time 
of  Darwin  with  advances  in  chemistry,  biol- 
ogy, radiology,  astronomy,  culminating  in  the 
division  of  the  atom.  But  the  real  changes  of 
man’s  thinking  were  prior  to  Darwin,  namely 
Newton,  Kepler,  Galileo  and  others.  Darwin 
himself  was  the  last  in  this  line  of  greats.  I can 
think  of  no  other  man  since  him  who  has 
changed  western  culture  as  much. 

Darwin  himself  was  brought  up  in  a well-to- 
do  English  family  made  up  of  two  secure 
clans,  the  Darwins  and  the  Wedgewoods,  who 
let  him  have  a very  happy  childhood,  actually 
one  in  which  he  studied  relatively  little,  was 
carefree  and  responded  very  much  to  nature. 
Being  the  son  and  the  grandson  of  physicians 
he  was  exposed  from  the  time  of  his  birth  in 
1809  to  the  culture  that  medicine  was  in  that 
era.  He  tried  medicine  briefly  but  later  turned 
to  the  ministry,  taking  his  B.A.  at  Cambridge 
in  1831.  His  interest  in  nature,  however,  had 
been  a lifelong  one  and  a fortunate  accident 
enabled  him  to  accept  the  invitation  on  the 
H.M.S.  Beagle  to  be  the  naturalist.  This  5-year 
experience  was  the  greatest  in  Darwin’s  life,  I 
am  sure,  and  certainly  something  for  which 
we  all  can  be  thankful.  It  was  here  he  began 
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collecting  specimens  and  information  which 
subsequently  came  to  fruition  in  his  On  the 
Origin  of  the  Species  published  over  20  years 
later  in  1859.  As  the  world  knows,  he  would 
not  have  published  it  then  had  not  that  young 
naturalist,  Alfred  Russell  Wallace  arrived  at 
the  same  conclusion  after  only  a short  period 
of  study.  I can  imagine  the  consternation 
when  Wallace’s  letter  to  Darwin  came. 
Twenty  years  of  work,  still  incomplete  in  his 
doubting  mind,  and  here  someone  comes  to 
the  same  conclusion,  independently,  with  only 
a brief  period  of  study!  It  was  only  with  the 
insistence  of  his  loyal  friends  that  he  was 
persuaded  to  simultaneously  present  his  theory 
to  the  Linnean  Society  in  1858.  In  one  more 
year  he  compiled  his  studies  and  published 
the  first  edition  On  the  Origin  of  the  Species. 
In  all,  as  we  will  note  again,  in  his  lifetime  he 
produced  six  editions,  all  considerably 
changed;  the  fifth  in  1868  being  notable  for 
here  for  the  first  time  he  used  the  phrase 
“survival  of  the  fittest”  and  dropped  the  “on” 
from  the  title. 

In  1871  he  published  The  Descent  of  Man. 
Why  he  finally  decided  to  do  this  is  best 
expressed  by  his  own  words  in  the  introduc- 
tion: 

“It  is  manifest  that  at  least  a large 
number  of  naturalists  must  admit  that 
species  are  the  modified  descendants  of 
other  species;  and  this  especially  holds 
good  with  the  younger  and  rising  natural- 
ists. The  greater  number  accept  the 
agency  of  natural  selection;  though  some 
urge,  whether  with  justice  the  future 
must  decide,  that  I have  greatly  overrated 
its  importance.  Of  the  older  and  honoured 
chiefs  in  natural  science,  many  un- 
fortunately are  still  opposed  to  evolution 
in  ever>r  form. 

“The  sole  object  of  this  work  is  to  con- 
sider, firstly,  whether  man,  like  every 
other  species,  is  descended  from  some 
pre-existing  form;  secondly,  the  manner  of 
his  development:  and  thirdly,  the  value 
of  the  differences  between  the  so-called 
races  of  man.”2 

His  continued  humility  and  honesty  are  por- 
trayed by  another  excerpt  from  the  same 


introduction. 

“This  work  contains  hardly  any  original 
facts  in  regard  to  man;  but  as  the  con- 
clusions at  which  I arrived,  after  drawing 
up  a rough  draft,  appeared  to  me  interest- 
ing, I thought  that  they  might  interest 
others.  It  has  often  and  confidently  been 
asserted,  that  man’s  origin  can  never  be 
known:  but  ignorance  more  frequently 
begets  confidence  than  does  knowledge; 
it  is  those  who  know  little,  and  not  those 
who  know  much,  who  so  positively  assert 
that  this  or  that  problem  will  never  be 
solved  by  science.  The  conclusion  that 
man  is  the  co-descendant  with  other 
species  of  some  ancient,  lower,  and  extinct 
form,  is  not  in  any  degree  new.  Lamarck 
long  ago  came  to  this  conclusion,  which 
has  lately  been  maintained  by  several 
eminent  naturalists  and  philosophers.”3 

A kindly  man,  one  who  felt  deeply  some  of 
the  scurrilous  attacks  made  upon  him  yet 
rarely  responding  in  kind,  he  did  develop  an 
agnostic  outlook  toward  life  which  caused  him 
some  worry'  about  the  women  in  his  family. 
He  did  not  enter  into  the  religious  aspects  of 
the  controversy  but  confined  his  concern  with 
attempting  to  persuade  the  scientist;  thus,  the 
church  apparently  forgave  him.  In  1882  he 
was  buried  in  Westminster  Abbey  near  the 
grave  of  Sir  Isaac  Newton. 

What  was  science  like  before  Darwin?  New- 
ton, Galileo  and  others  have  deviated  the  star- 
gazers to  a “universe  centered”  from  “earth 
centered”  culture.  This  break  with  tradition 
was  no  easy  task  and  even  today  makes  for 
exciting  reading.4 

T.  S.  Kuhn,  in  his  famous  The  Structure  of 
Scientific  Revolution  also  gives  interesting 
accounts  of  this  period  of  scientific  thinking.0 
Thus  we  can  see  that  even  though  the  scien- 
tific cultures  of  inanimate  objects  were  be- 
ginning to  change,  very  little  impact  had  been 
made  on  the  biological  animate  objects  of  the 
world.  Newton’s  physics  and  Galileo’s  mechan- 
ics did  not  alter  the  scientist’s  thinking 
originally  outlined  by  Aristotle  some  2000 
years  ago  on  the  immutability  of  the  species. 
Not  all  of  the  Greek  philosophers  agreed  with 
Aristotle,  just  as  not  all  agreed  in  the  study 
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of  the  stars.  Some  were  not  convinced  of  the 
immutability  of  the  species,  and  Anaximander 
came  the  closest  to  modern  thought  believing 
that  man  arose  from  a fish-like  ancestor. 
Religion  had  been  somewhat  shaken  by  phy- 
sics and  geology,  as  we  all  know,  by  the 
martyrdom  of  Bruno  and  Galileo  but  still  felt 
secure  in  the  ideas  of  creation  as  outlined  by 
the  St.  Augustine  was  an  exception  to 

diis,  interpreted  the  Bible  as  being  symbolic 
in  nature,  did  believe  in  evolution,  but  in  this 
he  was  ignored.  To  be  sure,  and  before  Dar- 
win himself  finally  published  his  works,  there 
were  many  others,  including  one  of  Darwin’s 
ancestors,  Erasmus  Darwin,  who  arrived  at 
somewhat  similar  conclusions.  Lamarck,  the 
greatest  of  the  forerunners  of  Darwin,  and 
one  who  still  has  adherents,  was  the  great 
French  biologist  who  believed  among  other 
things  in  the  inheritance  of  acquired  char- 
acteristics. Interestingly  enough,  Darwin  not 
only  accepted  some  of  Lamarck’s  conclusions, 
including  the  one  mentioned  above  which  he 
was  never  able  to  completely  exclude  from  his 
own  thinking,  but  he  also  always  gave  full 
credit  to  his  predecessors. 

The  great  book  itself,  as  has  already  been 
noted,  was  entitled  On  the  Origin  of  the 
Species  and  went  through  six  editions  during 
Darwin’s  lifetime.  He  made  numerous  changes 
in  these,  and  it  is  reported  that  there  are  7,500 
variants  of  all  kinds  between  the  first  and 
sixth  edition  and  that  the  sixth  is  one-third  as 
long  again  as  the  first.  What  Darwin  said  and 
what  Darwin  is  supposed  to  have  said  are  two 
entirely  different  things.  For  example,  it  was 
not  until  the  fifth  edition  that  Darwin  in- 
cluded the  words  “Survival  of  the  fittest”, 
these  words  having  been  coined  by  the  Amer- 
ican, Herbert  Spencer,  rather  than  by  Darwin 
himself.  The  powerful  thing  about  his  book 
was  that  he  drew  no  moral  conclusions  from 
it,  nor  did  he  attempt  to  inject  ethics  into  it 
or  religion  of  any  sort.  It  is  one  of  the  few 
books  in  which  the  objections  are  carefully 
raised  by  the  author  and  answered  if  possible, 
and  if  not  possible,  catalogued.  The  book 
succeeds  by  the  weight  of  evidence  gathered 
by  him  over  a number  of  years  rather  than  by 
its  theory. 


After  the  book  was  published,  he  did  not 
take  any  sides  in  the  non-scientfic  controversy 
that  arose.  The  church,  as  would  be  expected, 
became  increasingly  vitriolic  about  his  state- 
ment. Coming  almost  immediately  to  his 
defense  was  T.  H.  Huxley,  and  I suppose  one 
could  liken  him  to  Boswell  in  that  he  seemed 
to  spend  a great  deal  of  the  rest  of  his  life 
enlarging  on,  defending,  encouraging  and  aid- 
ing Darwin.  Huxley  was  a powerful  person 
and  masterful  writer,  the  head  of  a long  clan 
of  interesting  people.  He  said,  for  example, 
“The  question  of  questions  for  man- 
kind—the  problem  which  underlies  all 
others,  and  is  more  deeply  interesting 
than  any  other— is  the  ascertainment  of 
the  place  which  Man  occupies  in  nature 
and  of  his  relations  to  the  universe  of 
things.  Whence  our  race  has  come;  what 
are  the  limits  of  our  power  over  nature, 
and  of  nature’s  power  over  us;  to  what 
goal  we  are  tending;  are  the  problems 
which  present  themselves  anew  and  with 
undiminished  interest  to  every  man  bom 
into  the  world.”0 

Not  only  did  he  defend  Darwin  with  the 
scientists  but  he  took  great  delight  in  defend- 
ing him  in  the  religious  circles  as  well.  Sev- 
eral generations  of  Huxleys  have  descended 
and  enjoyed  Darwin.  Sir  Julian,  being  a 
grandson  of  Thomas  Henry  Huxley,  wrote 
extensively  on  evolution  and  gives  one  of  the 
most  lucid  description  of  Darwinism  that  one 
can  find.  But  this  is  in  the  twentieth  century. 
The  Scientific  resistance  to  Darwin  gradually 
disappeared  and  others,  including  Darwin’s 
great  reluctant  friend,  Sir  Charles  Lyell,  in 
spite  of  great  pressure  from  the  church,  finally 
accepted  Darwin’s  theory.  In  America  Agassiz 
is  one  of  the  few  who  up  to  his  death  still 
resisted  Darwinism.  But  even  he,  toward  the 
end  of  his  life,  muted  his  objections  and  began 
to  accept  the  opposite  theory.  Darwinism 
affected  science  in  that  it  got  away  from  the 
fixation  of  nature  to  one  of  a changing  world. 
This  radical  change  from  the  assumption  of 
the  fixed  and  final  to  one  of  flux  and  con- 
tinued development  is  so  much  a part  of  our 
life  today,  that  it  is  difficult  to  understand 
how  much  a “scientific  revolution”  this  was. 
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Darwinism  affected  philosophy  as  well. 
John  Dewey  felt  the  great  imprint  that  Dar- 
winism made  on  man’s  thinking.  lie  said, 

“Old  ideas  give  way  slowly;  for  they 
are  more  than  abstract  logical  forms  and 
categories.  They  are  habits,  predisposi- 
tions, deeply  engrained  attitudes  of  aver- 
sion and  preference.  Moreover,  the  con- 
viction persists— though  history  shows  it 
to  be  a hallucination— that  all  the  ques- 
tions that  the  human  mind  has  asked  are 
questions  that  can  be  answered  in  terms 
of  the  alternatives  that  the  questions 
themselves  present.  But  in  fact  intel- 
lectual progress  usually  occurs  through 
sheer  abandonment  of  questions  together 
with  both  of  the  alternatives  they  assume 
—an  abandonment  that  results  from  their 
decreasing  vitality  and  a change  of  urgent 
interest.  We  do  not  solve  them:  we  get 
over  them.  Old  questions  are  solved  by 
disappearing  evaporating,  while  new 
questions  corresponding  to  the  changed 
attitude  of  endeavor  and  preference  take 
their  place.  Doubtless  the  greatest  dis- 
solvent in  contemporary  thought  of  old 
questions,  the  greatest  precipitant  of  new 
methods,  new  intentions,  new  problems  is 
the  one  effected  by  the  scientific  revolu- 
tion that  found  its  climax  in  the  Origin 
of  Species.”'' 

Our  old  friend,  Thomas  Henry  Huxley,  was 
involved,  as  we  have  previously  noted,  not 
only  in  science  but  in  ethics.  Much  criticism 
had  been  directed  to  Darwin  because  of  the 
statement  of  the  “survival  of  the  fittest.”  He 
pointed  out,  and  continued  to  point  out,  that 
this  is  not  an  ethical  statement  but  even 
though  one  used  “fittest”  as  a synonym  for 
best,  that  in  cosmic  nature  the  fittest  de- 
pended upon  condition  and  had  no  moral  or 
ethical  meaning.  What  one  was  good  for  in 
one  place  at  one  time  might  be  weaker  at 
another.  The  theologians  became  more  en- 
raged with  Darwin  than  anyone  else.  The 
bishop  of  Oxford,  Wilberforce,  was  violent  in 
his  denunciation  of  those  things  he  purported 
Darwin  to  have  thought  or  to  have  said.  Most 
of  this  centered  around  taking  God  out  of 
creation  and  even  the  modem  phrase,  “God 


is  dead  ”,  was  used  on  many  occasions.  One 
can  easily  see  how  Darwin’s  ideas  could  be 
interpreted  in  this  light  and  it  is  interesting 
on  one  occasion  after  Wilberforce  had  made 
a particularly  vitriolic  denunciation  of  the 
absent  and  ill  Darwin  his  alter  ego,  T.  H. 
Huxley  replied  as  follows,  “If  I had  to  choose, 
I would  prefer  to  be  a descendant  of  a humble 
monkey  rather  than  of  a man  who  employs 
his  knowledge  and  eloquence  in  misrepresent- 
ing those  who  are  wearing  out  their  lives  in 
search  for  truth.”  The  protestants  were  not 
alone  in  denunciating  Darwin  and  the  Pope 
was  extremely  pleased  when  Dr.  Constantine 
James  published  a book  on  Darwinism  or  the 
Man  in  which  he  “refuted”  Darwin  scientific- 
ally and  attempted  to  ridicule  the  entire 
thirty-year  work.  Many  sincere  theologians, 
however,  observing  the  slow  but  finally  defi- 
nite change  of  such  deep  feeling  Christians 
as  Sir  Charles  Lyell,  the  most  eminent  geolo- 
gist of  the  day,  began  to  temper  their  objec- 
tions. And  as  Dewey  implied,  the  questions 
seemed  to  get  asked  less  frequently.  Thomas 
Henry  Huxley  finally  summarized  it  all  in 
his  most  famous  phrase  when  he  said, 

“Everybody  has  read  Mr.  Darwin’s  book, 
or  at  least  has  given  an  opinion  upon  its 
merits  or  demerits,  pietists,  whether  lay  or 
ecclesiastic,  decry  it  with  a mild  railing 
which  sounds  so  charitable.  Bigots  de- 
nounce it  with  an  ignorant  invective.  Old 
ladies  of  both  sexes  consider  it  a de- 
cidedly dangerous  book,  and  even  sav- 
ants, who  have  no  better  mud  to  throw, 
quote  antiquated  writers  to  show  that  its 
author  is  no  better  than  an  ape  himself; 
while  every  philosophical  thinker  hails  it 
as  a veritable  Whitworth  gun  in  the 
armory  of  liberalism;  and  all  competent 
naturalists  and  physiologists,  whatever 
their  opinions  as  to  the  idtimate  fate  of 
the  doctrines  put  forth,  acknowedge  that 
the  work  in  which  they  are  embodied  is  a 
solid  contribution  to  knowledge  and  in- 
augurates a new  epoch  in  natural  his- 
tory.”8 

One  would  have  thought  that  this  subject 
was  not  so  important  that  men  would  be  dis- 
missed from  lifelong  positions  because  of  con- 
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flicts  in  beliefs,  yet  here  in  Columbia,  South 
Carolina,  James  Woodrow,  uncle  of  Woodrow 
Wilson,  who  at  the  time  was  Perkins  Professor 
of  Natural  Science  in  connection  with  revela- 
tion in  the  Presbyterian  Theological  Seminary 
was  dismissed  from  his  position  because  he 
interpreted  the  Bible  as  not  teaching  science 
and  thought  that  evolution  could  be  possible. 
We  will  hear  more  of  the  Rev.  Woodrow  later. 

Darwin’s  effect  on  society  was  far  reaching. 
Herbert  Spencer  who  coined  the  phrase  “Sur- 
vival of  the  fittest,”  influenced  American  life 
more  than  one  could  possibly  realize.  Spencer 
applied  evolution  to  society  and  believed  in 
man’s  being  able  to  ignore  the  state:  he  felt 
it  was  wrong,  for  example,  that  the  state  aided 
the  poor.  They  were  unfit,  and  thus  should  be 
eliminated  from  society.  If  they  were  strong 
enough  to  live  and  compete,  they  did  live  and 
compete.  Otherwise  they  should  die.  Much  of 
this  entire  attitude  was  indoctrinated  through- 
out the  entire  social  life  of  the  Western  World 
and  in  particular  America.  Business  was  justi- 
fied in  its  ruthlessness  because  the  fittest  were 
able  to  survive  and  to  produce  what  they 
thought  was  best.  Individualism  was  what  he 
preached.  “You  can’t  make  the  world  all  plan- 
ned and  soft.  The  strongest  and  best  survive. 
That  is  the  law  of  nature  after  all.  Always  has, 
and  always  will  be.”8 

Andrew  Carnegie  wrote  an  article  in  1900 
called  the  Gospel  of  Wealth.  In  it,  along  the 
same  lines,  he  justifies  the  accumulation  of 
capital  and  the  concentration  of  wealth  in  the 
hands  of  the  few  with  the  same  thoughts.  It 
is  an  interesting  article,  one  in  which  he  says 
lots  of  things,  including  advice  on  how  to  raise 
children,  even  though  he  didn’t  have  any.  We 
can  always  say  from  reading  it  that  his  entire 
philosophy  was  based  on  this  attitude  that  a 
strong  man  was  justified  in  almost  any  means 
in  obtaining  wealth  because  of  the  “survival 
of  the  fittest.” 

On  the  other  side  of  the  coin,  there  ap- 
peared in  1902  an  article  on  Mutual  Aid. 
This  article  contradicted  Darwinism  and  told 
of  the  lack  of  “that  bitter  struggle  for  means  of 
existence  among  animals  belonging  to  the 
same  species  which  was  considered  by  most 
Darwinists  ( although  not  always  by  Darwin 


himself)  as  a prominent  characteristic  of  the 
struggle  for  life,  and  the  main  factor  for 
evolution.”10 

The  author  was  most  interested  in  observing 
animals,  just  as  Darwin  had  been,  and  saw 
that  many  of  them  survived  not  through  the 
ruthless  climb  over  and  rejection  of  others,  but 
through  their  mutual  aid,  one  with  another. 
He  could  not  accept,  therefore,  the  law  of 
every  man  against  every  other  man  as  being 
the  law  of  nature  and  wrote  extensively  on  it. 
He  recognized  “Rousseau  had  committed  the 
error  of  excluding  the  beak-and-claw  fight 
from  his  thoughts;  and  Huxley  committed  the 
opposite  error;  but  neither  Rousseau’s  opti- 
mism nor  Huxley’s  pessimism  can  be  accepted 
as  an  impartial  interpretation  of  nature.”11 

This  interesting  man  was  Prince  Peter 
Kropotkin  and  one  might  be  surprised  to 
know  that  he  is  the  father  of  anarchism  and 
well  recognized  for  this  leadership  throughout 
the  world.  Other  Russians  have  contradicted 
Darwinism,  the  most  recent  one  being  Ly- 
senko, with  somewhat  less  successful  results. 
Lysenkoism,  having  been  accepted  by  Stalin 
as  a rejection  of  the  Mendelian  laws  and  other 
genetical  facts,  cost  the  Russian  people  many 
lives  and  much  time  in  the  development  of 
their  agrarian  system  over  the  years.  Although 
it  has  finally  been  repudiated,  even  now  it  is 
a difficult  subject  to  discuss  in  scientific  circles 
in  Russia. 

The  last  rearguard  action  against  Darwinism 
occurred  in  Tennessee  in  1925.  The  Scopes’ 
trial  at  which  those  two  giants,  Clarence  Dar- 
row  and  William  Jennings  Bryan  pitted  them- 
selves against  each  other,  makes  for  a most 
fascinating  reading.  Although  Bryan  won  the 
case,  he  lost  not  only  the  war  but  lost  his 
life.  Three  days  after  the  trial  he  died  from 
what  I believe  was  probably  a myocardial 
infarction  and  I also  expect  was  at  least  par- 
tially brought  on  by  the  stresses  of  Mr.  Dar- 
row’s  piercing  questions. 

What  is  the  present  status  of  Darwinism? 
Having  the  benefit  of  over  100  years  of  scien- 
tific endeavor  it  still  stands  in  its  basic  prin- 
ciples. Darwin,  of  course,  did  not  know  of 
Mendel,  DNA.  RNA,  chromosomes,  genes,  or 
even  mutants,  and  it  was  not  until  1901  that 
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DeVries  brought  this  possibility  to  the  fore- 
front. He  was  not  supported  by  Olduvai  Gorge 
and  Dr.  Leakey’s  findings.  Now  modern  meth- 
ods of  dating  organic  matter  such  as  radio- 
carbon have  confirmed  ( as  well  as  uncon- 
firmed the  Piltdown  man)  the  antiquity  of 
man’s  direct  ancestors.  Present  theory  dates 
the  origin  of  life  to  3.8  billion  years;  fossils 
date  back  to  3.1  and  2.7  billion  years  ago  these 
having  been  discovered  in  South  America.  In 
the  Cambrian  period  which  was  600  million 
years  ago  all  major  groups  of  life  known  today 
except  for  vertebrates  have  been  found.  The 
oldest  vertebrates,  that  is,  jawless  fishes,  have 
been  dated  to  the  Ordovian  period  now  some 
450  million  years  ago.  Land  life  appeared 
some  400  million  years  ago,  reptiles  300  million 
and  mammals  60  million  years  ago  respec- 
tively. The  first  direct  ancestor  of  man  has 
been  found  some  10-15  million  years  ago  in 
what  is  called  the  Miocene  period.  Stone  age 
tool  makers  of  Olduvai  Gorge  are  now  dated 
to  2 million  years  ago  and  for  an  interesting 
account  of  these  people  and  the  nature  of 
man’s  aggressiveness,  Robert  Ardrey’s  African 
Genesis  is  most  worthwhile  reading.17 

Our  own  species  are  now  dated  by  Dr. 
Theodosius  Dobzhansky  as  follows:  Homo- 
sapiens  presapiens  250  thousand  years  ago; 
homosapiens  neanderthalensis  120  thousand 
years  ago,  homosapiens  sapiens  20  thousand 
years  ago.13  Dr.  Dobzhansky  is  ont  of  the 
leading  authorities  on  evolution  and  very 
recently  has  written  a fascinating  article  on 
“Darwin,  Evolution  and  the  Problem  of  Extra- 
terrestrial Life.”14 

One  would  think  with  all  the  evidence  now 
available  that  evolution  among  scientists 
would  be  universally  accepted.  It  apparently 
is  almost  universally  accepted  in  part,  but 
even  today  some  question  the  entire  theory. 
Neo-Larmarkism,  or  the  inheritance  of  ac- 
quired characteristics  was  all  but  abandoned 
after  modem  genetics  appeared.  Yet,  only  this 
year,  one  of  the  most  fascinating  accounts  of 
the  last  Lamarkian— the  tragic  Dr.  Paul  Kam- 
merer— has  appeared.  Arthur  Koestler’s  The 
Case  of  the  Mid-Wife  Toad 15  is  both  con- 
vincing and  delightful  reading. 

Finally,  what  is  the  present  effect  of  Dar- 


win on  religion  and  ethics?  I was  pleased  to 
read  the  great  modern  British  scientist,  P.  B. 
Medawar’s  review  of  Pere  Teilhard’s  The 
Phenomenon  of  Man.  It  was  because  he  was 
able  to  say, 

“Some  reviewers  hereabouts  have  called 
it  the  Book  of  the  Year— one,  the  Book  of 
the  Century.  Yet  the  greater  part  of  it,  I 
shall  show,  is  nonsense,  tricked  out  by  a 
variety  of  tedious  metaphysical  conceits, 
and  its  author  can  be  excused  of  dis- 
honsety  only  on  the  grounds  that  before 
deceiving  others  he  has  taken  great  pains 
to  deceive  himself.  The  Phenomenon  of 
Man  cannot  be  read  without  feeling  of 
suffocation,  a gasping  and  flailing  for 
sense.  There  is  an  argument  in  it,  to  be 
sure— a feeble,  abominably  expressed— and 
this  I shall  expound  in  due  course.16 

It  is  always  good  to  find  that  smarter  people 
than  you  were  also  mystified  by  obscurantist 
mysticism  as  labeled  as  evolutionary  theology. 
The  Catholic  church  was  apparently  mystified 
during  his  lifetime  as  well. 

The  various  thinkings  of  the  present  re- 
ligions and  their  changes  in  concept  are  of 
some  interest  to  us.  At  the  present  time,  the 
Catholic  church  has  taken  what  seems  to  be 
a sensible  attitude  toward  the  subject. 

“The  teaching  of  the  Church  leaves  the 
doctrine  of  evolution  an  open  question,  as 
long  as  it  confines  its  speculation  to  the 
development,  from  other  living  matter 
already  in  existence,  of  the  human  body. 
That  souls  are  immediately  created  by 
God  is  a view  which  the  Catholic  faith 
imposes  on  us.  In  the  present  state  of 
scientific  and  theological  opinion,  this 
question  may  be  legitimately  canvassed 
by  research,  and  by  discussion  between 
experts  on  both  sides.  At  the  same  time, 
the  reasons  for  and  against  either  view 
must  be  weighed  and  adjudged  with  all 
seriousness,  fairness,  and  restraint;  and 
there  must  be  a readiness  on  all  sides  to 
accept  the  arbitrament  of  the  Church,  as 
being  entrusted  by  Christ  with  the  right 
to  interpret  the  Scriptures,  and  the  duty 
of  safeguarding  the  doctrines  of  the  faith. 
There  are  some  who  take  rash  advantage 
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of  this  liberty  of  debate,  by  treating  the 
subject  as  if  the  whole  matter  were 
closed  — as  if  the  discoveries  hitherto 
made,  and  the  arguments  based  on  them, 
were  sufficiently  certain  to  prove,  beyond 
doubt,  the  development  of  the  human 
body  from  other  liver  matter  already  in 
existence.  They  forget,  too,  that  there  are 
certain  references  to  the  subject  in  the 
sources  of  divine  revelation,  which  call 
for  the  greatest  caution  and  prudence 
in  discussing  it.”17 

An  interpretation  by  a local  priest  is  “Lib- 
erty for  discussing  the  evolution  of  the  human 
body  is  granted,  but  one  should  not  presume 
that  evolution  is  completely  certain  or 
proved.” 

In  the  protestant  church  there  is— as  al- 
ways—a greater  division  of  thought.  Some  of 
the  more  fundamentalist  groups  reject  Dar- 
winism in  toto.  My  secretary,  who  is  a mem- 
ber of  that  sincere  group,  “Jehovah’s  Wit- 
nesses,” was  kind  enough  to  give  me  a small 
book  on  the  subject.  It  is  well  done,  and 
attacks  evolution  both  from  the  theory,  but 
also  from  the  belief  that  the  Bible  teaches 
“Man  has  been  on  earth  only  about  6,000 
years."1 2 3 4 5 6 7"  This  becomes,  therefore,  a matter  of 
belief  as  well  as  a matter  of  opinion,  but  ap- 
pears to  be  at  variance  with  the  observed 
present  scientific  facts. 

Rev.  James  Woodrow  seems  to  have  left 
Columbia  and  proceeded  to  Georgia,  where 
in  1888  he  convinced  the  presbytery  of 
Augusta  of  his  beliefs  but  this  was  overthrown 
by  the  Synod  of  Georgia.  Other  Synods  also 
declared  against  evolution  and  this  action  was 


confirmed  and  reconfirmed  by  the  General 
Assemblies  of  the  Presbyterian  Church  of 
1886,  1888,  1889  and  1924.  In  1967  the  Gen- 
eral Assembly  requested  further  study  and 
finally  in  1970  the  assembly  of  that  year 
altered  its  position  to  accept  evolution  and  in 
part  stated  “The  truth  or  falsity  of  the  theory 
of  evolution  is  not  the  question  at  issue  and 
certainly  not  a question  which  lies  within  the 
competence  of  the  Permanent  Theological 
Committee.  The  real  and  only  issue  is  whether 
there  exists  clear  incompatibility  between 
evolution  and  the  Biblical  doctrine  of  Crea- 
tion. Unless  it  is  clearly  necessary  to  uphold  a 
basic  Biblical  doctrine,  the  Church  is  not 
called  upon  and  should  carefully  refrain  from 
either  affirming  or  denying  the  theory  of  evo- 
lution. We  conclude  that  the  true  relation 
between  the  evolutionary  theory  and  the  Bible 
is  that  of  non-contradiction  and  that  the  posi- 
tion stated  by  the  General  Assemblies  of  1886, 
1888,  1889  and  1924  was  in  error  and  no 
longer  represents  the  mind  of  our  Church.  We 
re-affirm  our  belief  in  the  uniqueness  of  man 
as  a creature  whom  God  has  made  in  His  own 
image.”10 

In  conclusion,  one  might  say  that  just  as 
Darwin  believed  over  100  years  ago,  the 
weight  of  evidence  all  points  to  evolution  as 
the  only  reasonable  explantaion  for  the  vari- 
ation of  the  species  found  throughout  the 
world  and  the  accumulated  evidence  so  far 
all  confirms  his  original  findings.  Yet  it  re- 
mains a theory  and  who  knows  in  the  era  of 
acupuncture  what  may  happen.  The  next 
scientific  revolution  may  be  in  the  field  of 
evolution. 
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Long-Term  Results  With  Aorta-to-Coronary 
Artery  Bypass  Vein  Grafts 

M.  ADAM  et  al  (3434  Swiss  Ave,  Dallas  75204)  Ann 
Thorac  Stirg  14:1-9  (July)  1972 

More  than  500  patients  were  treated  with  aorta-to- 
coronary  artery  bypass  vein  grafts.  Follow-up  of  the 
first  350  patients  showed  that  the  group  had  82% 
good  results,  4%  failures,  10%  operative  deaths,  3% 
late  deaths,  and  1%  late  deaths  not  related  to  the 
graft.  The  number  of  late  deaths  has  not  increased 
with  the  passage  of  time  although  a distinct,  moderate 
degradation  in  the  quality  of  results  in  the  living 
patients  is  seen. 

Local  Wound  Environment  and  Epidermal 
Healing 

D.  T.  ROVEE  et  al  (Johnson  and  Johnson  Research, 
New  Brunswick,  NJ  08903)  Arch  Dermatol  106:330- 
334  (Sept)  1972 

Sites  on  the  dorsal  skin  of  six  human  volunteers 
were  tape-stripped  to  remove  the  stratum  corneum. 
This  series  of  wounds  was  left  either  air-exposed,  or 
covered  by  an  occlusive  film.  The  magnitude  and 
duration  of  mitotic  response  were  significantly  greater 
in  the  air-exposed  than  occluded  wounds.  The 
wounded  epidermis  returned  to  the  basline  levels  of 
cell  division  at  seven  to  ten  days  with  occlusion  and 
at  12  to  14  days  with  air  exposure. 


Direct  Measurement  of  Total  Metabolism 
of  Burned  Patient 

G.  B.  BRADHAM  (80  Barre  St.,  Charleston,  SC 
29401)  Arch  Surg  105:410-413  (Sept)  1972 

The  calorimeter  and  its  use  in  assessing  a typical 
binned  patient  shows  that  energy  losses  from  a 
burned  patient  are  beyond  the  usual  means  of 
energy,  water  vaporizational  energy  losses  from 
granulation  tissue  may  be  an  effect  of  metabolism 
rather  than  a cause  of  excessive  energy  loss,  and  pig- 
skin heterografts  are  an  effective  means  of  diminishing 
energy  requirements  of  burned  patients. 

Intravenous  Hyperalimentation: 

Review  of  2 Vi  Years’  Experience 

C.M.  VOGEL  et  al  (216  S Kingshighway,  St.  Louis 

63110)  Arch  Surg  105:414-419  (Sept)  1972 

Seventy-one  patients  varying  in  age  from  11  to  92 
years  received  intravenous  hyperalimentation.  Of  the 
22  patients  who  died,  no  deaths  were  directly  attri- 


buted to  this  procedure.  With  such  treatment  most 
patients  experienced  gain  in  strength  and  weight,  loss 
of  excess  body  water,  improvement  in  wound  healing, 
and  an  improved  sense  of  well-being. 


Improved  Sump  Drain-Irrigation  Device 
of  Simple  Construction 

D.  E.  TRIBBLE  (1400  Barnwell  St  Columbia.  SC 
29201)  Arch  Surg  105:511-513  (Sept)  1972 

A new  sump  drain-irrigation  device  is  described. 
The  drain  owes  its  effectiveness  to  the  physical  prop- 
erties of  a synthetic  plastic  mesh  (nylon  net).  This 
is  rolled  eylindrically  and  ensheathed  by  a penrose 
drain  in  such  a way  as  to  allow  continuous  suction 
through  a centrally  placed  tube.  At  the  same  time  a 
wide  air  inlet  is  provided  through  the  net  which  can 
be  intermittently  cleared  of  debris  by  drip  of  an 
antibiotic  solution.  The  drain  is  recommended  for 
use  in  deeply  placed  abscesses. 


Intravenous  Urea  in  Treatment  of  Bone  Pain 
Crises  of  Sickle  Cell  Disease 

E.  OPIO  and  P.  M.  BARNES  ( Hosp  for  Sick  Chil- 
dren, London)  Lancet  2: 160-161  (July  22)  1972 
In  a double-blind  trial  of  23  episodes  of  bone  pain 
in  19  young  East  African  patients  with  sickle  cell 
disease,  a 16%  solution  of  intravenous  urea  in  10% 
invert  sugar  was  found  to  be  no  more  successful  than 
10%  invert  sugar  alone  in  the  relief  of  symptoms. 
No  side  effects  attributable  to  urea  were  observed. 


Some  Psychologic  Vulnerabilities  of  Physicians 

C.E.VAILLANT  et  al  (Cambridge  Hosp,  Cambridge, 
Mass  02138)  New  Eng  J Med  287:372-375  (Aug 
24)  1972 

Childhood  in  47  physicians  was  compared  with  that 
in  79  socioeconomically  matched  controls.  Physicians, 
especially  those  involved  in  direct  patient  care,  were 
more  likely  than  controls  to  have  relatively  poor 
marriages,  to  use  drugs  and  alcohol  heavily,  and  to 
obtain  psychotherapy.  Although  these  difficulties  are 
often  assumed  to  be  occupational  hazards  of  medicine, 
their  presence  or  absence  appeared  strongly  associated 
with  the  life  adjustment  of  these  men  prior  to  medical 
school.  Only  physicians  with  the  least  stable  child- 
hood and  adolescent  adjustments  appeared  vulnerable 
to  these  occupational  hazards. 
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THE  DIAGNOSIS  AND  TREATMENT  OF 
ORGANOPHOSPHATE  INSECTICIDE  POISONING 


S.  H.  SANDIFER,  M.  D.* 
JULIAN  E.  KEIL,  M.  S.°  AND 
RICHARD  H.  GADSDEN,  Ph. 


INTRODUCTION 

A survey  of  South  Carolina  physicians 
indicated  that  about  600  cases  of  pesticide 
poisoning  occur  each  year  in  the  state.  While 
the  toxic  agents  were  not  identified,  it  is 
reasonable  to  assume  that  most  of  the  poison- 
ings were  due  to  organophosphates  with 
parathion  being  the  most  likely  offender.  With 
a ban  of  DDT  imminent,  an  increase  in  the 
number  of  poisonings  due  to  the  organophos- 
phates may  be  anticipated.  Prompt  diagnosis 
and  treatment  is  essential  to  prevent  death. 
If  treatment  is  successful  complete  recovery 
can  be  anticipated. 

DIAGNOSIS 

A.  History 

Frequently  the  history  of  exposure  to 
pesticides  either  through  the  skin  or  in- 
gestion is  obtained.  Although  parathion  is 
the  most  commonly  used  organophosphate, 
others  in  wide  use  are  shown  in  Table  1. 

B.  Symptoms  and  Signs 
Organophosphates  exert  their  effect  pri- 
marily by  inhibiting  the  enzyme  choli- 
esterase.  This  results  in  the  accumulation 
of  acetylcholine  which  causes  symptoms  of 
excessive  stimulation  of  the  parasympa- 
thetic nervous  system,  central  nervous  sys- 
tem effects  and  effects  on  the  myoneural 
junction.  The  symptoms  listed  in  Table  2 
have  all  been  observed,  but  all  may  not  be 
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present.  The  route  of  exposure  does  not 
necessarily  correlate  with  symptoms  ob- 
served. Pupillary  constriction  is  a most 
valuable  sign  but  is  not  always  present. 
Parathion  is  converted  to  paroxon,  which 
is  the  active  form  of  the  pesticide,  in  the 
human  body.  This  may  result  in  delayed 
onset  of  symptoms  (up  to  8 hours  after  ex- 
posure), especially  after  dermal  exposure. 

C.  Laboratory  Studies 

Treatment  should  not  be  delayed  for  lab- 
oratory confirmation,  but  blood  should  be 
drawn  in  an  EDTA  tube  for  red  blood 
cell  and  plasma  ChE  determination.  The 
stomach  contents  should  be  saved  for  sub- 
sequent analysis  if  the  material  has  been 
swallowed. 

Depression  of  red  cell  ChE  to  values  of  25 
percent  of  normal  plus  a reliable  exposure 
history  make  the  diagnosis  certain. 

Urine  may  be  analyzed  for  PNP  (para 
nitro  phenol),  a metabolite  of  parathion. 
Parathion  is  rarely  recovered  from  the 
blood  but  can  be  identified  in  autopsy 
specimens. 

D.  Treatment 

If  there  has  been  dermal  exposure  the 
clothing  should  be  removed  and  the  pa- 
tient washed  as  soon  as  possible.  If  the 
toxic  material  has  been  ingested,  the 
stomach  should  be  emptied,  preferably 
by  emesis,  or,  if  not  possible,  by  gastric 
lavage.  Ventilation  of  the  patient  should 
be  carried  out.  If  possible,  cyanosis  should 
have  disappeared  before  the  beginning  of 
drug  treatment  to  avoid  ventricular  fibril- 
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Table  1 


Commonly  Used  Organophosphorous  Pesticides 


Azodrin®  DiSyston® 

Guthion® 

Dasinit®  ( Azinphosmethyl) 

DDVP  (Vapona®)  Malathion 

Diazinon  Methyl  Parathion 

( Spectrocide® ) 

Dibrom®  ( Naled ) Mocap® 

Dimethoate  Parathion 

(Cygon®) 

Phorate 

(Thimet®) 

Phosdrin® 
Phosphamidon 
(Dimecron®) 
Ronnel  (Korlan®) 

Systox® 

( Demeton) 

lation;  but  if  this  is  not  possible,  proceed 

common  error  is  to  give  insufficient  atro- 

with  drug  treatment.  There  are  two  drugs 

pine.  Full  atropinization  should  be  main- 

that  may  be  lifesaving;  atropine  sulfate  in 

tained  for  at  least  24  hours  in  milder  cases 

large  dosage  and  PAM  (pralidoxime 

of  poisoning  and  at  least  48  hours  in 

chloride).  Of  the  two,  atropine  is  usually 

severe  cases.  A recent  case  of  a 15  months 

readily  available.  The  problem  is  to  con- 

old  child  in  MUSC  Hospital  required  52 

vince  the  physician  to  give  large  enough 

mg  atropine  over  a five  day  period.  In 

doses  of  atropine.  For  severe  cases  atropine 

adults  more  than  50  mg  has  been  given  in 

sulfate  should  be  given  in  dosage  of  2 - 4 

a 24  hour  period.  While  atropine  blocks 

mg  (1/32  to  1/16  grain)  intravenously 

the  effect  of  the  physiologic  response  to 

every  5-10  minutes  until  full  atropiniza- 

parasympathetic  stimulation,  it  does 

tion  occurs  as  indicated  by  dilated  pupils, 

nothing  to  restore  the  ChE  values  to  nor- 

dry  flushed  skin,  and  a rising  pulse  rate. 

mal.  Frequently,  the  binding  of  ChE  can 

For  children  a dosage  of  0.05  mg/kg 

be  at  least  partially  released  by  the  ad- 

should  be  given  every  5-10  minutes.  The 

ministration  of  a specific  antidote  Prali- 

dosage  of  atropine  may  appear  large,  but 

doxime  Chloride,  usually  referred  to  as 

patients  poisoned  with  a ChE  inhibitor  can 

Protopam  or  2-PAM.  The  dosage  for  adults 

tolerate  these  very  large  doses.  The  most 

is  1 gm  given  slowly,  intravenously,  and 

Table  2 

Symptoms  and  Signs 

Mild  to  Moderate 

Severe 

Anorexia 

Mental  confusion 

Nausea 

Pulmonary  edema 

Vomiting 

Muscular  twitching 

Abdominal  cramps 

Convlusions 

Diarrhea 

Coma 

Weakness 

Excessive  sweating 

Excessive  salivation  and  tearing 

Headache 

Pupillary  constriction 
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repeated  in  one  hour  if  necessary.  The 
dosage  for  children  is  10  - 50  mgAg- 
Little  benefit  can  be  obtained  from  further 
doses  after  the  second  dose.  The  blood 
cholinesterase  values  may  rise  slightly  after 
the  administration  of  PAM,  but  not  to 
normal  values.  Return  to  normal  values 
may  require  several  weeks.  If  convlusions 
interfere  with  respiration,  administer 
sodium  thiopental  (2.5  percent)  solution 
intravenously  with  more  than  the  usual 
care;  poisoning  by  anticholinesterases  sen- 
sitizes the  medullary  centers  to  depression 
by  barbiturates. 


Prognosis 

When  treatment  is  instituted  promptly, 
complete  recovery  can  be  anticipated  un- 
less there  has  been  damage  due  to  hypoxia. 

SUMMARY 

Organophosphate  poisoning  is  a not  un- 
common occurrence  in  South  Carolina.  The 
diagnosis  can  usually  be  made  on  the  basis 
of  history  and  physical  examination.  Lab- 
oratory studies  aid  in  confirmation.  Prompt 
treatment  with  massive  doses  of  atropine 
sulfate  and  Protopam  may  be  lifesaving. 
Complete  recovery  can  be  anticipated. 
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Primary  Fibrositis  and  Its  Treatment 

H.  F.  KLINEFELTER  (550  N Rroadway,  Baltimore 
21205)  Johns  Hopkins  Med  J 130:300-307  (May) 
1972 

Symptoms  of  primary  fibrositis  have  been  greatly 
benefited  in  85%  of  patients  treated  with  phenyl- 
butazone or  oxyphenbutazone.  Long-term  manage- 
ment with  these  drugs  has  proved  safe  and  effective. 


Heart  Attacks:  Possible  Risk  Factor 

L.  H.  PAGE  (8907  Carnegie  Ave,  Cleveland  44106) 
Proc  Nat  Acad  Sci  USA  69:1813-1815  (July)  1972 
Myocardial  infarction  and  death  result  from  nar- 
rowing of  coronary  arteries—a  process  that  may  result 
from  various  causes.  Angiotensin  and  hypertension 
are  suggested  as  among  the  chief  components  of 
such  processes. 


Experience  With  63  Patients  With  Fat 
Embolism 

J.  A.  PAZELL  and  L.  F.  PELTIER  (Univ  of  Kan- 
sas Medical  Center,  Kansas  City)  Surg  Gynecol 
Obstet  135:77-80  (July)  1972 

In  63  patients  with  fat  embolism  the  severity  of 
their  illness  was  directly  related  to  the  degree  and 
duration  of  shock  and  hypovolemia.  Of  the  nine 
patients  who  died,  only  one  patient  was  considered 
to  have  a normal  blood  volume.  Fluid  replacement 
must  be  sufficient  to  restore  normal  blood  value  and 
to  prevent  shock.  Effective  respiratory  support  is 
essential.  Increasing  experience  with  intubation  has 
reduced  the  number  of  tracheostomies.  Corticosteroids 
should  be  given  if  the  Po2  cannot  be  maintained 
above  60  mm  of  Hg  in  spite  of  efficient  respiratory 
support. 
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A 60  year  old  white  man  was  presented  for 
his  second  hospital  admission  in  December, 
1970,  with  generalized  physical  deterioration 
manifested  by  anorexia,  nausea  without  vomit- 
ing, and  marked  muscle  weakness.  In  1962.  he 
had  been  hospitalized  for  six  months  with 
tuberculosis,  and  since  that  time  he  had 
suffered  from  emphysema.  Four  months  prior 
to  admission  he  developed  heart  failure  for 
which  he  was  treated  with  Digoxin  and  Lasix 
with  symptomatic  improvement.  He  was  also 
receiving  Librium  for  anxiety  and  Darvon  65 
compound  for  cervical  arthritis. 

According  to  the  patient’s  family,  he  was  a 
chronic  alcoholic  throughout  his  life.  For  the 
few  months  just  prior  to  his  admission,  he 
drank  a six  pack  of  beer  daily,  potentiating 
this  potation  with  Librium  and  Darvon  com- 
pound. In  addition,  he  dutifully  took  his  pre- 
scribed Lasix  and  Digoxin.  He  ate  and  drank 
little  else  during  this  time.  For  the  last  month 
prior  to  admission  he  was  anorexic,  had 
chronic  intermittent  nausea  without  vomiting, 
and  became  progressively  weaker.  The  sever- 
ity' of  the  patient’s  weakness  the  night  of  ad- 
mission induced  his  family  to  take  him  to  the 
Emergency  Room. 

He  had  numerous  varying  complaints  other 
than  the  above  during  the  months  just  prior 
to  admission.  Three  months  prior  to  this  ad- 


mission he  suddenly  developed  bilateral  inter- 
mittent claudication.  Two  months  previously 
he  developed  subcalcaneal  bursitis  and  plantar 
tendinitis.  Two  weeks  prior  to  his  admission 
he  complained  of  bilateral  costo-vertebral 
angle  tenderness,  and  he  had  intermittent 
febrile  episodes  which  continued.  He  had  no 
other  genitourinary  symptoms.  Ampicillin  was 
prescribed,  but  his  wife  failed  to  fill  the 
prescription.  Nonetheless,  his  flank  tenderness 
cleared.  A visiting  nurse  disclosed  that  when 
she  saw  him  one  week  before  admission,  the 
patient  complained  of  a burning  and  numb 
sensation  over  the  antero-medial  aspects  of 
his  legs.  Also  noted  was  a steady  rise  in  blood 
pressure  from  normal  levels  to  150/110  diming 
the  past  four  months. 

On  physical  examination  the  patient  ap- 
peared weak,  lethargic,  emaciated  and  chroni- 
cally ill.  He  was  moderately  dehydrated.  His 
vital  signs  were  as  follows:  pulse  110  and 
regular,  blood  pressure  150/105,  respiratory 
rate  20  and  unlabored,  temperature  99.6°.  On 
retinal  examination  moderate  arteriolosclero- 
sis.  moderate  nicking  and  one  flame  hemor- 
rhage were  noted.  Examination  of  the  chest 
revealed  an  increase  in  A-P  diameter  with 
diffuse  expiratory  wheezing.  Pulses  were  dim- 
inished in  his  lower  extremities.  Throughout 
the  entire  examination  the  patient  complained 


422 


The  Journal  of  the  South  Carolina  Medical  Association 


CLINICOPATHOLOGICAL  CONFERENCE 


of  muscle  tenderness  and  he  had  a mild 
sensory  loss  over  the  medial  aspect  of  his 
lower  legs. 

A hemogram  showed  a hematocrit  of  45,  a 
leucocyte  count  of  25,600  with  80  segmental 
neutrophils  and  5 stab  forms.  There  were  3 
eosinophils.  The  urinalysis  revealed  a specific 
gravity  of  1.010  with  2 plus  albumin  with  8 
erythrocytes  and  1 to  2 hyaline  casts  per  high 
power  field.  The  blood  urea  nitrogen  was  25 
and  the  creatinine  1.3.  Serum  electrolytes 
showed  the  following  values:  sodium  118, 
potassium  2.5,  chlorides  less  than  70,  CCU 
greater  than  40.  Blood  gases  gave  the  follow- 
ing values:  pH  7.64,  PO,  86;  PCOL.  47.5,  O, 
saturation  97.9,  buffer  base  75.  Electrocardio- 
gram revealed  a right  axis  deviation  with  right 
bundle  branch  block  and  a left  posterior 
inferior  hemi-block.  Electrocardiogram  taken 
2 months  prior  to  admission  revealed  only 
mild  right  ventricular  hypertrophy. 

The  patient  was  treated  with  massive  fluid 
and  electrolyte  supplementation.  Under  this 
regimen,  his  state  of  hydration  improved,  he 
gained  strength  and  generally  felt  better.  On 
the  patient’s  fourth  hospital  day  his  serum 
electrolytes  were:  sodium  132,  potassium  4.5, 
chloride  90,  CCU  22.  pH  was  7.41,  P02  88, 
PCOL>  42.5.  Oxygen  saturation  was  96.2  and 
buffer  base  48.  The  blood  count,  however,  was 
essentially  unchanged  from  admission  and  no 
cause  for  the  leucoeytosis  was  found.  On  that 
fourth  day,  the  patient  complained  of  vague 
abdominal  pain  which  had  no  localization  and 
no  point  of  rebound  tenderness  was  elicited. 
The  patient  was  prescribed  one  65  mg  capsule 
of  Darvon  compound.  Approximately  three 
hours  following  this  medication,  the  patient  de- 
veloped an  erythematous  rash  which  localized 
over  the  sides  of  his  face  with  parotid  swell- 
ing. He  also  developed  constant  diarrhea.  The 
diarrhea  was  controlled  with  Lomotil  5 ml 
orally.  The  day  passed  without  further  in- 
cident. During  rounds  on  the  morning  of  the 
patient’s  fifth  hospital  day,  he  was  noted  to  be 
in  a semiconscious  state,  his  right  eye  was 
markedly  deviated  laterally,  and  there  was  no 
movement  of  it.  His  left  eye  was  in  the  mid- 
line and  also  without  movement.  He  had  a left 


hemiplegia  and  a moderate  degree  of  right 
paralysis.  Over  the  next  two  hours  there  was 
variation  in  the  amount  of  paralysis  on  the 
left  and  the  right  sides.  Plantar  reflexes  were 
equivocal.  Approximately  two  hours  after  dis- 
covery of  these  neurologic  signs,  the  patient 
suffered  cardiac  arrest  and  resuscitative  efforts 
were  unsuccessful. 

Dr.  Bonner:  For  several  years  I have  been 
interested  in  the  application  of  computer  tech- 
nology to  the  clinical  practice  of  medicine.  I 
took  the  information  in  this  protocol  and  put 
it  into  the  computer  and  it  promptly  gave  a 
clear,  unequivocal  reply  that  will  save  a lot  of 
time  today.  The  computer  output  was  as  fol- 
lows: “The  data  is  not  complete.  Dr.  Hen- 
nigar  and  Dr.  Begley  are  pulling  your  leg. 
Please  resubmit  after  correcting  your  data.’’ 
Actually,  in  trying  to  solve  olinicopathological 
cases  we  have  to  get  the  right  data  in  the  right 
order  and  separate  the  valid  bits  of  data  from 
that  which  is  inconsequential.  The  case  in- 
volves a middle-aged  male,  an  alcoholic,  who 
had  tuberculosis  with  residual  emphysema 
eight  years  before  admission.  He  was  ap- 
parently well  until  four  months  before  ad- 
mission when  he  developed  hypertension  fol- 
lowed by  what  was  interpreted  as  congestive 
heart  failure.  Intermittent  claudication  was  an 
important  development  and  then  he  had  an 
assortment  of  such  symptoms  as  anorexia, 
nausea  and  muscular  weakness.  The  three 
latter  symptoms  are  all  possibly  related  to 
drugs,  alcoholism  and  diet  and  may  not  be 
pertinent  to  his  primary  disease.  He  also  had 
flank  pain,  fever,  neuropathy,  subcalcaneal 
bursitis  and  plantar  fasciitis.  The  examination 
confirmed  the  hypertension  and  emphysema 
as  well  as  decreased  pulses  in  his  lower  ex- 
tremities. I think  it  is  important  to  realize  this 
is  a diffuse,  symmetrical  sort  of  neuropathy 
and,  therefore,  probably  nutritionally  induced 
by  alcohol.  Muscular  tenderness  and  weak- 
ness with  dehydration  are  probably  related  to 
his  diet  and  beer  intake.  I think  the  most  sig- 
nificant facts  are  the  recent  development  of 
hypertension  with  eye-ground  changes  indica- 
tive of  a rapidly  advancing  and  severe  hyper- 
tension and  evidence  of  obstruction  in  his  dis- 
tal aorta  or  iliac  arteries.  Specific  laboratory 
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evidence  is  meager.  He  has  metabolic  alkalosis 
which  is  possibly  drug  induced.  The  leuco- 
cytosis  may  be  of  significance  although  a 
dehydrated  patient  may  be  febrile  and  have 
some  leucocytosis.  Proteinuria  and  micro- 
hematuria may  be  very  significant.  Micro- 
hematuria is  a very  important  finding,  but 
does  occur  in  severe  congestive  heart  failure. 
Electrocardiographic  changes  are  certainly 
significant  if  indicative  of  myocardial  damage 
or  myocardial  infarction.  If,  on  the  other 
hand,  his  electrocardiographic  changes  are 
merely  those  of  right  ventricular  strain  due  to 
chronic  pulmonary  disease  or  related  to  some 
nutritional  disease  of  the  myocardium,  then 
they  are  of  no  diagnostic  help.  Dr.  Gazes,  will 
you  demonstrate  and  comment  on  the  cardio- 
grams? 

Dr.  Gazes : The  QRS  complexes  are  widened 
and  show  the  typical  pattern  of  right  bundle 
branch  block.  In  addition,  right  axis  is  present 
with  Q waves  in  leads  II,  III,  AVF  indicating 
a left  posterior  hemibloek.  The  left  bundle  has 
two  branches:  The  left  anterior  superior 
branch  and  the  left  posterior  inferior  branch. 
Since  the  right  bundle  is  blocked  and  the  left 
posterior  inferior  branch  is  blocked,  this  indi- 
cates that  the  patient  is  conducting  primarily 
through  the  left  anterior  superior  branch.  In 
the  event  that  this  anterior  superior  branch 
was  also  blocked,  then  the  patient  would  have 
trifasicular  block  and  third  degree  AV  block. 
This  type  of  right  bundle  branch  block  with 
left  posterior  inferior  hemibloek  is  usually  due 
to  degenerative  changes  in  the  conduction 
system  primarily  as  seen  with  fibrosis.  In  this 
particular  case,  I do  not  feel  that  this  is  due 
to  an  acute  myocardial  infarction  since  there 
are  no  Q waves  present  in  the  anteroseptal 
area.  In  addition,  the  tracings  reveal  ST  seg- 
ment depression  in  Vi  and  V2  which,  in  view 
of  the  right  bundle  branch  block,  can  indicate 
acute  right  ventricular  strain.  This  type  of 
strain  pattern  can  be  associated  with  pulmon- 
ary emboli.  In  summary,  the  tracings  reveal 
right  bundle  branch  block  and  left  posterior 
inferior  hemibloek,  probably  due  to  fibrosis. 
In  view  of  the  S-T  changes,  pulmonary 
emboli  should  also  be  considered. 

Dr.  Bonner:  Dr.  Begley  assures  me  that  the 


chest  x-ray  films  showed  only  residual  evi- 
dence of  scarring  in  the  right  upper  lobe  and 
no  other  abnormalities.  The  course  of  the 
patient  in  the  hospital  was  significant  in  that 
he  improved  after  getting  electrolyte  replace- 
ment and  rehydration  which  demonstrates 
that  his  muscular  weakness  and  general  dis- 
ability were  in  part  related  to  these  factors 
and  not  to  a primary  disease  process.  He  had 
some  fever  throughout.  He  also  developed 
abdominal  pain  and  tenderness  and  toward 
the  end  he  had  this  peculiar  rash,  diarrhea  and 
parotid  swelling  after  taking  a Darvon  cap- 
sule. Perhaps  this  indicates  sensitivity  to  Dar- 
von, but  he  had  been  using  Darvon  for  some 
time  and  had  no  previous  trouble  of  this  sort. 
One  may  certainly  see  parotitis  in  any  de- 
hydrated, chronically  ill  patient.  They  may 
develop  true  suppurative  parotitis,  but  that 
does  not  seem  to  be  the  case  here.  The  last 
event  of  importance  was  the  sudden  central 
nervous  system  damage  with  right  opthalmo- 
plegia  and  left  hemiparalysis  plus  some  weak- 
ness of  his  right  side.  This  is  most  suggestive 
of  midbrain  damage  and  the  most  likely  ex- 
planation is  hemorrhage  into  this  region.  It 
may  have  originated  from  one  of  the  small 
vessels  and  be  related  to  his  hypertension. 
On  the  other  hand,  these  findings  are  typical 
of  herniation  of  the  temporal  lobe  through 
the  tentorium  due  to  intracranial  hypertension 
such  as  might  be  produced  by  a subdural 
hematoma.  There  was  never  any  other  pre- 
vious symptoms  or  signs  indicative  of  cerebral 
disease,  so  I interpret  this  final  episode  as 
midbrain  hemorrhage.  I will  briefly  sum- 
marize the  findings  that  I consider  peripheral 
to  his  paramount  disease.  I do  not  believe 
alcoholism  is  related  to  his  primary  disease. 
It  may  produce  such  manifestations  as  de- 
hydration, and  nutritional  deficits  and  even 
polyneuritis.  Emphysema  may  have  caused 
the  right  heart  strain  and  the  electrocardio- 
graphic changes,  but  I cannot  see  this  prob- 
lem leading  to  his  death.  Bursitis  with  in- 
flammation and  tenderness  of  the  soles  of  the 
feet  is  an  interesting  development  which  is 
most  commonly  seen  in  patients  who  are  de- 
bilitated and  bedridden.  I doubt  that  the  poly- 
neuritis is  important  as  it  is  described  as  being 
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symmetrical  and  diffuse  in  both  legs,  and, 
therefore,  is  probably  not  indicative  of 
ischemic  neuritis.  There  is  no  clue  at  all  that 
tuberculosis  could  account  for  the  entire  pic- 
ture. I considered  disseminated  tuberculosis 
but  the  x-ray  films  show  no  infiltrates.  Tuber- 
culous meningitis  or  tuberculoma  would  not 
develop  in  such  a dramatic  fashion.  Tuber- 
culous peritonitis  is  much  more  common  in 
alcoholics,  but  there  is  no  evidence  for  it.  He 
did  not  have  ascites  and  I have  never  heard 
of  it  producing  obstruction  of  the  aorta  or 
renal  arteries  and  causing  hypertension.  Dr. 
Brackett,  please  give  us  your  thoughts  about 
the  patient’s  fluid  electrolyte  depletion  and 
whether  this  was  in  any  way  connected  to  his 
primary  disease. 

Dr.  Brackett:  The  finding  on  admission  of 
a moderately  severe  hypokalemic,  hypo- 
chloremic alkalosis,  not  well  defined,  simply 
with  a C02  of  greater  than  40,  would  be  most 
consistent  with  the  history  of  Lasix  (Ruro- 
semide)  administration.  One  point  of  interest 
on  the  electrocardiogram  is  the  so-called  “T 
on  P phenomenon.”  I am  not  sure  exactly  what 
produces  it,  but  it  appears  that  there  is  a pro- 
longation of  the  “T-wave”  as  well  as  an 
accentuation  of  the  “U-wave”  in  severe  hypo- 
kalemia. The  appearance  of  “T  on  P phe- 
nomenon” suggests  alkalosis,  but,  unfortu- 
nately, it  isn’t  specific  for  metabolic  alkalosis, 
but  is  also  seen  in  respiratory  alkalosis. 

One  point  of  interest  is  the  degree  of  alkalo- 
sis which  seems  somewhat  more  severe  than 
we  usually  see  with  diuretic  induced  alkalo- 
sis. The  urinary  findings  suggest  that  there  is 
an  underlying  renal  functional  abnormality 
though  this  is  not  clearly  defined,  but  a serum 
creatinine  of  1.3  and  a blood  urea  nitrogen 
of  25  would  be  consistent  with  this  degree  of 
volume  depletion  in  a 60  year  old  man.  Thus, 
it  would  seem  reasonable  to  speculate  that 
secondary  aldosteronism  is  present.  The  find- 
ing of  a blood  pressure  of  150/105  with  pre- 
sumed intravascular  volume  depletion  sug- 
gests that  he  may  have  an  underlying  but  un- 
defined cause  for  hypertension  that  is  un- 
responsive to  volume  depletion.  Most  alkalotic 
patients  who  are  otherwise  normal  would  be 
normotensive  and,  indeed,  may  demonstrate 


postural  hypotension.  I would  suggest  then 
that  he  probably  does  have  secondary  aldo- 
steronism that  would  contribute  to  the  severity 
of  the  metabolic  alkalosis  associated  with 
chronic  Lasix  administration.  In  any  event 
the  correction  of  the  alkalosis  was  appropriate 
although  not  complete  and  by  the  fourth  day 
he  was  certainly  out  of  danger  with  regard 
to  the  acid-base  disturbance. 

My  impression  is  that  he  has  a disease  that 
may  or  may  not  be  related  to  progressive  and 
moderately  rapidly  developing  severe  hyper- 
tension without  severe  functional  impairment 
and  this,  of  course,  always  intrigues  us  for  the 
hope  that  it  may  be  reno-vascular  in  origin. 
By  reno-vascular  in  origin  I mean  that  it 
could  be  at  the  level  of  the  mainstem  renal 
arteries  and  we  have  no  evidence  against  that, 
or  in  the  pre-glomerular  vessels.  Inferentially, 
the  severity  of  alkalosis  as  well  as  hypo- 
kalemia, hypoatremia  and  hypochloremia 
would  be  more  in  keeping  with  secondary 
aldosteronism.  If  it  were  primary  aldosteron- 
ism, one  would  expect  a higher  sodium— 
actually  hyperchloremia  has  been  noted  but 
not  readily  explainable  by  me.  I would  say 
that  the  disease  affecting  this  man’s  kidneys 
could  involve  anything  from  the  periglomeru- 
lar  vessels  to  a vascular  disease  involving  the 
main  renal  arteries.  I see  no  way  to  narrow 
this  down  except  that  the  red  cells  and  casts 
make  you  think  of  something  in  the  glomeruli. 

Dr.  Bonner:  I consider  the  following  find- 
ings to  be  of  consequence  and  to  represent 
reflections  of  his  primary  and  principal  dis- 
ease. The  recent  development  of  hypertension 
is  of  major  import.  Intermittent  claudication 
indicative  of  distal  aortic  disease  or  iliac  artery 
disease  is  highly  significant.  Fever  and  leuco- 
eytosis  are  probably  reflections  of  his  primary 
disease.  The  abdominal  pain  has  not  been 
explained  and  could  be  very  important.  Hema- 
turia is  always  a significant  finding  and  is 
probably  a component  of  his  basic  disease. 

Of  course,  atherosclerosis  is  a very  common 
disease  in  this  age  group  and  could  account 
for  some  of  the  symptomatology  such  as  inter- 
mittent claudication  and  renal  artery  stenosis 
with  hypertension.  Dissecting  aneurysm  is 
another  appealing  idea.  It  could  have  pro- 
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Figure  1.  Small  artery  in  intestinal  wall  show- 
ing fibrinoid  necrosis  and  diffuse  acute  inflam- 
matory reaction.  Hematoxylin  and  Eosin  X 150. 


duced  sudden  occlusion  of  the  carotid  arteries 
and  picked  off  other  major  vessels  such  as 
coronaries,  renals  and  iliacs.  However,  he  had 
no  pain  and  there  was  no  report  of  aortic 
abnormality  on  the  chest  x-ray  film  which  is 
almost  certain  to  be  present  in  a dissecting 
aneurysm  of  the  aorta.  Other  possibilities  are 
the  inflammatory  diseases  of  the  large 
branches  of  the  aorta  such  as  Takayashu  or 
pulseless  disease.  This  usually  affects  younger 
people,  particularly  women,  and  is  confined 
to  the  aortic  arch.  It  does  not  usually  affect 
the  branches  of  the  abdominal  aorta,  so  I 
don’t  think  it's  likely  here.  Temporal  arteritis 
is  a similar  process  that  can  affect  the  larger 
blood  vessels  including  branches  of  the  aortic 
arch,  but  usually  not  elsewhere.  The  man  may 
have  had  a myocardial  infarction  with  mural 
thrombosis  and  be  sending  showers  of  emboli 
to  the  vessels  of  various  organ  systems.  This  is 
why  we  stressed  the  electrocardiographic  ab- 
normalities. The  fact  that  Dr.  Gazes  does  not 
think  the  electrocardiogram  supports  the  diag- 
nosis of  myocardial  infarction  appears  to 
eliminate  the  possibility  of  embolic  phe- 
nomena, at  least  from  cardiac  mural  thrombo- 
sis. Small  vessel  damage  in  various  locations 
could  produce  this  picture  and  the  disease 
which  commonly  is  responsible  for  such  in- 
volvement is  periarteritis  or  polyarteritis 
nodosa.  This  could  certainly  account  for  the 
symptomatology  in  this  man.  He  had  weight 
loss,  weakness,  muscle  tenderness,  persistent 
fever,  hypertension,  hematuria  and  abdominal 


pain.  At  least  50  per  cent  of  patients  with 
polyarteritis  have  hypertension.  Peripheral 
neuropathy  occurs  in  polyarteritis,  but  it  is 
usually  different  from  that  one  described  in 
this  patient.  Abdominal  pain  and  flank  pain 
are  frequent  manifestations  of  polyarteritis. 
The  cerebral  accident  could  be  due  to  the 
polyarteritis  per  se  or  secondary  to  the  hyper- 
tension and  some  degree  of  atherosclerosis.  I 
thought  polyartertitis  was  the  most  likely 
thing;  it  seems  to  explain  the  manifestation 
with  one  major  exception,  that  is  the  decreased 
pulses  in  his  legs.  This  would  indicate  involve- 
ment of  vessels  of  a different  size.  Polyarteritis 
affects  arteries  of  small  and  medium  size  and 
not  those  of  such  size  as  the  iliacs. 

Dr.  Hennigar:  The  final  pathological  diag- 
nosis is:  POLYARTERITIS  NODOSA  WITH 
WIDESPREAD  VASCULAR  INVOLVE- 
MENT INCLUDING  THE  BRAIN.  Dr.  Beg- 
ley will  describe  the  necropsy  findings. 

Dr.  Begley:  At  autopsy  the  patient  was 
emaciated  and  the  facial  rash  and  parotid 
swelling  were  noted.  Upon  opening  the  ab- 
domen and  examining  the  intestine,  areas  of 
ulceration  and  devitalization  were  noted.  A 
section  of  the  liver  through  the  porta  hepatis 
revealed  small  and  medium  sized  arteries 
exhibiting  aneurysm  formation  and  thrombo- 
sis. Examination  of  the  kidneys  revealed  scar- 
ring, areas  of  cortical  infarction  of  varying  age 
and  again  aneurysm  formation  in  small  and 
medium  sized  arteries  with  thrombosis. 

Gross  examination  of  the  brain  revealed 


Figure  2.  Artery  with  organizing  thrombosis 
and  arteritis  with  varied  inflammatory  infiltrate. 
Hematoxylin  and  Eosin  X 175. 
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hemorrhage  in  the  pons  with  involvement  of 
the  cerebral  peduncles.  Also  subarachnoid 
hemorrhage  was  found  involving  the  frontal 
poles  of  the  brain.  Meningeal  and  intrapontine 
blood  vessels  were  involved  by  the  poly- 
arteritis and  this  accounted  for  the  hemor- 
rhage. The  lesions  of  polyarteritis  were  diffuse 
and  of  varying  ages.  In  the  most  acute  stages 
the  vessels  showed  fibrinoid  necrosis  and  an 
infiltrate  primarily  of  polymorphonuclear 
leucocytes.  (Figure  1)  Older  lesions  with 
predominant  plasma  cell  and  lymphocytic  in- 
filtrate with  organizing  thrombosis  were  fre- 
quently observed.  (Figure  2)  Still  older 
lesions  show  aneurysm  formation  and 
thrombosis.  (Figure  3)  Destruction  of  the 
elastic  lamellae  is  strikingly  displayed  with 
the  Verhoeff-van  Gieson  stain.  (Figure  4) 

The  kidney  glomeruli  showed  none  of  the 
changes  frequently  associated  with  poly- 
arteritis save  for  the  infarcted  areas.  The  in- 
farction was  due  to  the  vascular  changes 
which  were  the  most  prominent  findings. 
Aneurysm  formation  and  thrombosis  were 
again  noted.  The  splenic  vessels  showed 
similar  vascular  changes.  Marked  vasculitis 
was  noted  in  the  stomach  with  fibrinoid 
necrosis  and  intimal  hyperplasia.  In  the 
stomach,  pancreas  and  liver  end  stage  vessels 
with  complete  destruction  and  fibrous  ob- 
struction were  noted. 

Dr.  Hennigar:  The  heart  did  not  show  any 
infarction  as  Dr.  Gazes  predicted  although 
coronary  arteries  were  involved  by  the  dis- 


Figure  3.  Old  thrombosed  aneurysm  projecting 
from  artery  that  has  had  a portion  of  its  wall 
destroyed.  Hematoxylin  and  Eosin  X 75. 


Figure  4.  Old  aneurysmal  dilatation  sealed  by 
a fibrous  scar.  Destruction  of  wavy  black  elastic 
lamellae  clearly  shown.  Verhoeff-van  Gieson  X 75. 


ease.  The  lungs  in  this  case  revealed  some 
small  areas  of  centrilobular  emphysema,  but 
no  morphological  changes  which  would  trans- 
late into  functional  emphysema.  No  evidence 
of  Wegener’s  granulomatosis  was  present. 

In  the  development  of  polyarteritis,  it  is 
well  known  that  any  drug  may  act  as  a hapten 
and  bring  about  anaphylactoid  type  hyper- 
sensitivity. The  reaction  can  be  immediate  as 
in  the  Arthus  type  phenomenon  or  a delayed 
type  bringing  about  the  plasma  cell  infiltrate. 
As  to  the  possible  association  between  the  ad- 
ministration of  Darvon  and  the  polyarteritis,  I 
don’t  feel  that  the  clinical  evidence  supports 
incrimination  of  any  drug.  I am  disappointed 
when  I study  a case  of  polyarteritis  and  am 
unable  to  identify  the  antigen,  but  this  is 
usually  the  rule  rather  than  the  exception. 

This  pattern  of  renal  infarction  is  not  un- 
common in  polyarteritis  nodosa.  It  appears 
that  polyarteritis  has  involved  these  kidneys 
long  enough  to  cause  chronic  vascular  lesions 
with  ischemia  and  some  atrophy.  Acute  epi- 
sodes can  continue  to  occur  with  resulting 
hematuria.  I’ve  had  the  opportunity  to  analyze 
40  cases  of  polyarteritis  nodosa  before  the 
advent  of  steroid  therapy  and  in  only  two 
cases  was  there  a lack  of  kidney  involvement. 
I think  it  is  accurate  to  say  that  rarely  do  the 
kidneys  escape  glomerular  or  blood  vessel 
involvement  in  polyarteritis. 

The  nerves  of  the  legs  in  patients  with 
polyarteritis  nodosa  often  show  involvement 
due  to  damage  to  nutrient  arteries  by  the  dis- 
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ease.  Frequently  involvement  of  the  arterial 
tree  of  the  lower  extremities  leads  to  amputa- 
tion. No  evidence  of  involvement  of  the  iliac 
arteries  was  noted  in  this  patient.  Although 
polyarteritis  is  usually  considered  a disease  of 
arteritis  is  usually  considered  a disease  of 
small  and  medium  sized  arteries,  the  larger 
arteries  may  be  involved,  if  not  directly,  then 
as  a reflection  in  the  larger  arteries  of  implica- 
tion of  the  vasa  vasorum. 

Occasionally  even  veins  are  involved.  I 
appreciated  the  mention  of  a chronic  dissect- 
ing aneurysm  as  part  of  the  differential  diag- 
nosis as  such  a process  can  involve  the  renal 
arteries  and  give  rise  to  a hypertensive  situa- 
tion. 

Dr.  Kelly  McKee:  How  often  do  you  have 
pulmonary  involvement  in  polyarteritis? 

Dr.  Pratt-Thomas : I have  not  been  im- 
pressed with  pulmonary  involvement  in  this 
entity  although  it  does  occur,  as  frequently 
as  in  25  per  cent  of  cases,  according  to  some. 
It  is,  of  course,  the  sine  qua  non  of  Wegner’s 
granulomatosis  as  involvement  of  the  pul- 
monary vessels  is  necessary  to  make  this  diag- 
nosis. I would  like  to  ask  Dr.  Hennigar  in  how 
many  of  the  40  cases  he  reviewed  were  the 
aneurysmal  nodules  present  from  whence  this 


entity  received  its  name.  The  aneurysms 
shown  by  Dr.  Begley  are  beautiful,  but  they 
are  present  in  the  minority  of  cases  of  poly- 
arteritis. 

Dr.  Hennigar:  Well,  I don’t  remember  as 
my  review  was  from  the  standpoint  of  kidney 
disease.  I feel  that  if  the  patient  survives  long 
enough,  you  are  more  likely  to  have 
aneurysms. 

Dr.  Gazes : A paper  I’ve  recently  seen  noted 
that  aneurysms  demonstrated  in  the  kidneys 
on  aortogram  were  diagnostic. 

Dr.  Richardson : I think  that  involvement  of 
the  lung  in  polyarteritis  is  a semantic  as  well 
as  a clinical  problem.  It  has  to  do,  at  least  in 
terms  of  internal  medicine,  with  some  English 
clinicians  who  describe  polyarteritis  as  always 
involving  the  lungs.  This  is  partly  a clinical 
observation  based  on  transient  infiltrates  on 
radiological  examinations.  In  addition  some  of 
the  descriptions  fit  what  most  Americans  call 
Wegener’s  Granulomatosis.  We  tend  to  sepa- 
rate the  entities  being  impressed  with  the 
clinical  differences. 

Dr.  Hennigar:  Granted!  Wegener’s  Granu- 
lomatosis and  polyarteritis  have  a common 
morphological  denominator  but  they  have 
striking  differences  clinically. 
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Health  care  delivery  is  still  the  current  catch  phrase  used  in  countless  publications  and  dis- 
cussions, to  characterize  the  system  of  medical  practice  currently  in  use  in  our  great  United  States 
of  America.  The  phrase  is  also  used  as  a spring  board  for  its  foes  to  attack  it,  and  simultaneously 
claim  that  it  has  to  be  changed  radically  in  order  that  everyone  shall  have  an  equal  right  to  a 
blissful  state  of  mental,  physical,  and  social  well  being.  It  is  claimed,  under  our  pluralistic  sys- 
tem in  use  at  present,  that  equal  rights  and  equal  access  for  all  do  not  exist,  and  that  some  type 
of  legislation  enacted  in  Washington  will  bring  about  a miraculous  transformation  that  will  be 
the  solution  to  all  of  our  problems. 

It  is  forgotten  that  in  countries  having  so-called  National  Health  Insurance  and  Socialized 
Medicine,  important  persons  get  prompt  attention  and  superior  care,  but  the  masses  stand  in  line 
and  get  very  impersonalized  care  and  then  only  after  extraordinary  delays  during  which  initially 
uncomplicated  illness  may  become  seriously  complicated  before  medical  assistance  can  be 
obtained.  Even  though  it  is  true  the  persons  of  privilege  in  this  country  have  easier  access  to 
medical  care,  surely  the  others  have  easier  access  than  the  less  privileged  in  other  countries.  In 
Italy  and  Russia,  it  is  reliably  estimated  that  five  percent  or  less  of  the  population  have  access 
to  prompt  and  adequate  medical  care.  In  England,  a high  percentage  of  patients  with  myo- 
cardial infarction  are  treated  at  home,  and  they  do  not  have  even  the  benefits  of  an  electro- 
cardiogram or  enzyme  levels.  Also  in  England,  an  average  patient  is  allotted  an  average  of  three 
minutes  a visit.  The  English  family  practitioner  is  in  danger  of  becoming,  if  not  already,  little 
more  than  a triage  officer,  with  less  and  less  experience  in  treating  the  really  sick,  with  whom 
he  has  no  responsibility  whatsoever  after  they  are  referred  to  a specialist  in  a hospital.  Many 
other  examples  could  be  cited  as  evidence  that  a socialized  medical  system  is  not  as  efficient 
or  economical  as  the  private  enterprise  system. 

The  costs  of  the  national  health  insurance  schemes  under  discussion  in  the  92nd  Congress 
now  are,  or  should  be,  appalling.  The  Nixon  and  the  Kennedy  bills  could  easily  lead  to  bank- 
ruptcy or  an  insuperable  burden  for  present  or  future  gererations.  It  is  difficult  to  comprehend 
why  we  have  let  our  government  spend  so  recklessly  since  the  day  of  the  New  Deal,  to  the 
extent  that  now  the  third  largest  item  in  the  federal  budget  is  the  interest  on  the  national  debt. 
It  has  been  tolerable  to  date  only  because  the  federal  government  can  cause  inflation  to  cover 
its  fiscal  irresponsibility  and  the  vicious  cycle  is  on.  Inflation  is  the  chief  basis  for  the  increasing 
costs  of  medical  care.  Would  wage  and  price  controls  even  be  necessary  if  we  could  be  content 
with  a balanced  budget?  Obviously,  inflation  would  not  be  necessary  if  our  government  would 
cease  and  desist  almost  limitless  borrowing,  except  in  times  of  a true  national  emergency,  in  the 
case  of  war  with  another  country  truly  endangering  the  continued  independence  and  freedom  of 
our  country. 

In  a truly  federalist  system  of  government,  such  as  we  are  supposed  to  have,  state  and 
local  authorities  should  share  in  the  discharge  of  governmental  functions.  At  least  one  of  these 
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can  certainly  be  continued  responsibility  for  the  medical  care  of  the  indigent  sick,  which  is 
certainly  our  greatest  need. 

Surely  this  or  some  other  constructive  alternative  must  exist  to  the  wasteful  bureaucracy 
and  lesser  quality  of  medical  care  under  a government  administered  and  financed  program. 

Edward  F.  Parker,  M.D. 

President 


Editorials 


A Plea  and  a Plan 

First  the  plea— a medical  journal  is  only  as 
good  as  the  scientific  material  it  publishes. 
The  Editor  can  wax  eloquent  in  editorials,  the 
editorial  staff  can  scrub  and  polish  the  lan- 
guage in  the  journal,  but  unless  good  scientific 
articles  are  submitted  for  publication,  the 
journal  will  be  weak.  Your  Journal  of  the 
South  Carolina  Medical  Association  is  chronic- 
ally deficient  in  quality  scientific  articles.  We 
must  have  more  material  to  maintain  a high 
quality  journal.  This  month  we  did  decline 
and  return  two  articles  submitted  for  publica- 
tion, but  this  left  us  with  only  three  suitable 
articles,  much  too  little.  Unless  we  receive 
more  material  for  publication,  the  quality  of 
this  journal  will  certainly  decline. 

We  feel  the  Medical  University  of  South 
Carolina  has  a distinct  obligation  to  support 
this  journal  with  scientific  material  for  at 
least  two  reasons:  ( 1 ) The  physicians  of  South 
Carolina  are  interested  in  what  is  going  on  at 
MUSC.  (2)  The  SCMA  supports  the  MUSC 
in  many  ways  that  should  be  reciprocated. 

The  several  post  graduate  training  programs 
in  South  Carolina,  besides  those  at  MUSC, 
should  have  strong  motivation  to  publish  in 
this  journal.  It  would  be  good  for  the  in- 
dividual authors,  it  would  enhance  the  reputa- 
tion of  the  program  in  the  state  and  in  the 
Southeast,  and  it  would  be  a big  help  for  the 
journal. 

The  various  state  agencies  owe  it  to  the 


physicians  of  the  state  to  publicize  their  activi- 
ties and  findings. 

Private  practitioners  in  the  state  should  be 
( 1 ) devoted  enough  to  their  profession,  ( 2 ) 
curious  enough  about  their  practice,  and  (3) 
loyal  enough  to  their  Association  to  record  and 
report  to  their  colleagues  some  of  their  clinical 
observations. 

If  all  of  these  parties  lived  up  to  their 
responsibilities,  we  should  have  enough 
material  to  produce  an  excellent  scientific 
section.  Otherwise,  our  cause  may  be  lost. 

Now  for  the  plan.  . . 

One  of  the  greatest  medical  needs  in  South 
Carolina  is  for  more  physicians,  particularly 
in  some  of  the  outlying  areas.  In  an  effort  to 
facilitate  this  need,  the  JSCMA  plans  to  pro- 
vide a page  for  “Opportunities”  and  “Positions 
Wanted.”  Anybody,  any  organization,  any 
locality  desiring  a physician  is  invited  to 
describe  the  situation  free  of  charge  in  the 
“Opportunities”  section.  Any  physician  from 
anywhere  considering  locating  in  South  Caro- 
lina is  invited  to  present  him  (or  her)  self  in 
the  “Positions  Wanted”  section,  free  of  charge. 
We  will  be  happy  to  run  these  notices  “blind” 
with  only  a number  for  reply,  if  desired.  Sub- 
mit all  material  to  Editor,  JSCMA,  2709 
Laurel  Street,  Columbia,  S.  C.  29204.  If  we 
can  match  only  one  or  two  physicians  and 
compatible  locations,  it  will  be  well  worth 
the  effort.  Let  the  ads  roll  in! 
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Some  Further  Thoughts  on  Evolution 

Now  that  medicine  is  more  technology  than 
philosophy,  it  may  seem  strange  to  some  for 
The  Journal  to  feature  an  article  on  Evolution. 
However,  we  should  all  recall  that  our  ground- 
roots,  our  medical  origin,  sprang  from  deep 
philosophical  thinkers.  Also,  it  is  worth  recall- 
ing that  Darwin  and  his  chief  protagonist  of 
his  era,  Lamarck,  both  began  their  profes- 
sional careers  in  the  study  of  medicine.  Both, 
fortunately,  soon  recognized  the  limitations  in 
their  study  of  medicine;  Darwin  turning  to 
education  in  the  ministry  and  Lamarck  to 
biological  studies. 

Contrary  to  generally  accepted  thought  of 
today,  at  the  time  of  its  formulation,  Darwin- 
ism was  not  synonymous  with  evolution.  In 
fact,  evolutionary  speculation  goes  back  cer- 
tainly as  far  as  Aristotle,  and  the  great  French 
thinker,  Lamarck,  had  formulated  some  con- 
cepts of  evolution  several  decades  before  Dar- 
win. As  Irvin’s  soaring  paper  points  out,  it 
was  Wallace’s  precognition  of  evolutionary 
principles  that  forced  Darwin  to  present  some- 
what prematurely  (he  thought)  his  theory  to 
the  Linnean  Society  in  1858. 

Although  Darwin  rewrote  his  work  On  the 
Origin  of  the  Species  for  a total  of  six  editions, 
he  did  not  change  his  fundamental  principles: 
(1)  Variation— present  in  all  forms  of  life,  (2) 
Heredity  (which  he  did  not  understand)— the 
stabilizing  force  which  transmits  similar  or- 
ganic form  from  one  generation  to  the  next, 
and  (3)  The  struggle  for  existence— which 


selectively  alters  life  toward  the  best  adapted. 

Scientific,  theological  and  political  contro- 
versy raged  about  Darwin’s  theories.  Yet  as 
further  scientific  studies  elucidated  nature, 
Darwin’s  ideas  became  ever  more  firmly 
established.  A strong  example  of  this  is  Men- 
del’s laws  of  inheritance,  not  recognized  until 
50  years  after  Darwin’s  first  paper,  which  con- 
finned  Darwin’s  and  contradicted  Lamarckian 
ideas. 

In  summary,  we  tend  to  agree  that  Darwin 
was  the  single  most  significant  man  of  the 
modem  era. 


Preventive  Medicine  — Glass  Doors 

Last  week  an  orthopedic  surgeon  was  roar- 
ing out  the  door  of  Richland  Memorial  Hos- 
pital in  Columbia.  Just  as  he  pushed  on  the 
gleaming  new  glass  door  to  step  outside,  the 
glass  shattered,  a heavy  section  of  glass  struck 
the  dorsum  of  his  hand,  severely  lacerating 
the  skin,  but  fortunately  missing  tendons, 
nerves,  and  arteries.  Luckily,  the  hand  was 
saved  and  only  a few  days  of  disability  en- 
sued. There,  but  for  the  grace  of  God,  go  any 
of  us. 

This  frightening  episode  should  emphasize 
an  effort  by  Dr.  O.  B.  Mayer  and  others  to 
implement  a requirement  for  safety  glass  in 
all  precarious  locations.  You  may  receive  a 
questionnaire  about  the  number  of  such 
injuries  you  see  in  your  practice.  It  is  more 
common  than  you  might  realize.  Be  thinking 
about  this  health  hazard  and  help  eliminate  it! 


SUBSCRIPTION  RATE  CHANGE 

Beginning  January  1,  1973,  the  sub- 
scription rate  will  be  $6.00  per  year  in 
the  U.  S.  For  Foreign  subscriptions  the 
rate  will  be  $7.00  per  year.  There  are 
no  special  rates  provided. 
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REPORT  OF  THE  32nd  ANNUAL  OCCUPATIONAL  HEALTH 
CONGRESS  OF  THE  AMERICAN  MEDICAL  ASSOCIATION 
CHICAGO,  SEPTEMBER  10,  11,  AND  12,  1972 


Sunday,  September  10,  began  with  an  in- 
formal luncheon  followed  by  an  informal  dis- 
cussion with  general  presentation  of  topics  of 
interests.  Dr.  Henry  Howe  had  been  a member 
of  the  Presidential  Committee  for  evaluating 
the  workman’s  compensation  acts  throughout 
the  United  States  under  the  physician’s  guide 
to  occupational  safety  and  health  acts  of  1970. 
The  general  conclusions  made  by  the  com- 
mittee were  that  state  laws  were  inadequate 
and  inequitable  as  regards  coverage,  pay- 
ment, rehabilitation,  etc. 

Recommendations  of  this  committee  were: 

( 1 ) There  was  no  advantage  of  a federal 
take-over  as  the  federal  government 
shows  no  greater  ability  to  initiate  or 
handle  this  type  problem  than  do  the 
states. 

(2)  Therefore,  keep  the  same  state  sys- 
tem but  enlarge  upon  it  and  make  it 
more  efficient  by  an  increase  in 
wages  of  those  employed  and  an  in- 
crease in  funds  to  employ  more 
people. 

(3)  Social  security  would  not  be  an 
answer  as  they  can  determine  only 
eligibility  and  have  no  experience 
in  disability,  permanent,  partial,  etc. 
Wage  replacement  is  of  the  utmost 
importance  and  does  not  start  until 
months  after  injury  on  social  security. 
The  feeling  of  the  committee  was 
that  help  was  needed  for  the  worker 
now  at  the  time  of  injury. 

(4)  Private  insurance  seems  to  work  best 
of  the  poor  methods  now  available, 
i.e.  not  to  rely  on  state  funds,  federal 
funds,  or  employer’s  personal  funds. 

(5)  There  has  been  no  incentive  for 
safety,  accident  prevention  or  re- 
habilitation of  the  worker  in  the  cur- 
rent systems.  This  should  be  accom- 
plished. 


(6)  The  state  should  be  given  the  chance 
to  prove  themselves,  one  more  chance 
by  1975.  The  vote  of  the  committee 
was  12  yea  and  3 nay.  The  3 nay 
submitted  a minority  report  stating 
that  they  favored  immediate  enforce- 
ment of  the  standards  of  this  con- 
dition instead  of  waiting  for  three 
years. 

(7)  A 7th  recommendation  was  made 
to  establish  a partial  commission  to 
continue  this  study.  The  present 
commission  terminates  its  being  at 
the  end  of  October  which  will  be 
15  months  after  its  inception.  It  is  felt 
that  particularly  permanent  partial 
disability  should  be  worked,  which  is 
considered  to  be  in  chaos  at  the 
moment.  The  commission’s  total  re- 
port was  not  available  as  all  Dr. 
Howe  had  with  him  were  the  galley 
proofs. 

It  is  felt  by  the  committee  that  Congress 
should  enforce  standards  if  they  were  not 
brought  to  par  in  three  years.  An  example 
would  be  permanent  total  disability  of  aver- 
age weekly  wage  should  receive  two-thirds  of 
this  by  1973  and  100%  by  1975.  This  is  not  to 
be  confused  with  the  worker’s  personal  aver- 
age wage  but  the  average  wage  for  that 
occupation. 

Another  thought  had  by  the  Commission 
was  that  payments  should  be  in  some  fashion 
connected  to  the  cost  of  living  by  some  type 
of  index  which  would  reflect  general  rising 
costs.  Actually,  payments  percentage  wise 
have  slipped  backwards  for  the  past  30  years. 
The  high  point  was  apparently  reached  in 
1940. 

Other  thoughts  that  were  brought  forth 
during  this  session  were  what  does  one  do 
with  the  worker  after  four  years  of  permanent 
disability?  Can  he  be  put  on  welfare?  It  was 
the  feeling  of  the  Commission  that  no  arbi- 


432 


The  Journal  of  the  South  Carolina  Medical  Association 


trary  limits  on  total  time  or  on  rehabilitation 
should  ever  be  put.  It  is  felt  that  workman’s 
compensation  should  be  forced,  not  elective 
on  all  employers  and  all  industrialists.  It  was 
the  general  feeling  of  the  Commission  that  this 
would  be  no  problem  at  all  except  in  the  case 
of  migrants  and  day  workers.  Dr.  Howe  stated 
that  he  felt  that  these  could  be  covered  quite 
easily  and  adequately  by  the  state  deducting 
along  the  same  lines  as  social  security  which 
is  currently  being  done.  A special  board  in 
each  state  could  be  set  up  for  these  type 
people.  It  is  felt  that  no  occupational  group 
should  be  excluded  and  as  an  instance  the 
seven  sawmill  workers  were  pointed  out. 

Poor  coverage  of  all  occupational  disease 
should  not  have  to  be  listed  by  the  legislative 
body  and  added  to  as  events  dictate.  This 
should  be  a broad  group  with  logical  con- 
clusions being  drawn  by  an  outside  board  not 
having  to  deal  with  the  legislative  body. 

As  regards  to  the  medical  rehabilitation,  it 
was  felt  rather  silly  and  asinine  to  have  a limit 
on  the  amount  of  total  medical  rehabilitation 
that  the  patient  should  have.  An  example  was 
given  that  if  a worker  had  an  injured  hand 
and  needed  four  reconstructive  procedures  on 
it,  they  would  be  quite  silly  to  quit  after  three 
because  the  money  was  used  up. 

Application  for  claim  was  discussed  as  to 
whether  it  should  be  at  the  site  of  origin  of 
the  majority  part  of  the  worker’s  work  area  or 
should  the  worker  be  able  to  choose  the  area 
that  he  would  like  to  be  rehabilitated  in.  An 
example  of  this  was  that  of  an  airline’s  worker 
who  would  leave  Charleston,  S.  C.,  Atlanta, 
then  to  Dallas  and  onto  Los  Angeles.  If  this 
worker  received  an  injury  inbound  to  Atlanta, 
it  was  felt  by  the  commission  that  he  should 
have  his  choice  of  any  of  these  places  to  be 
rehabilitated. 

The  major  conclusion  that  was  brought  out 
by  Dr.  Howe  was  that  if  this  was  not  done 
voluntarily  by  1975  on  the  state  levels,  then 
the  Congress  should  make  all  states  conform 
to  the  outline  of  the  1970  Occupational  Safety 
and  Health  Act.  The  committee  did  not  recom- 
mend that  the  federal  government  do  this  but 
this  reporter  felt  that  at  all  points  of  the  dis- 
cussion only  the  side  of  the  labor  was  brought 
out  and  that  in  the  long  run  the  ultimate  goal 


or  result  in  any  action  taken  by  Congress 
would  add  yet  another  phase  of  medicine 
under  complete  and  total  federal  government 
control. 

During  the  afternoon  of  informal  discussion, 
South  Carolina  was  put  on  the  spot  several 
times  as  we  have  the  least  amount  of  com- 
pensation to  our  workers  prior  to  May  of  1972. 
Leading  the  list  of  progressive  states  was 
Alaska,  followed  by  Arizona  and  Hawaii.  Also, 
well  up  on  top  were  Wisconsin,  California, 
and  New  York. 

It  is  felt  that  poor  payments  in  a lump  sum 
was  generally  a bad  idea  unless  an  individual 
wished  to  start  a small  industry  in  his  own 
home.  It  is  also  felt  to  be  realistically  difficult 
to  obtain  as  the  lawyers  generally  control  the 
state  legislative  body. 

One  of  the  most  practical  suggestions  that 
was  brought  forth  was  that  of  establishing  a 
board  for  consultation  with  small  employers 
consisting  of  H.E.W.  and  Labor  and  there 
would  be  no  first  trip  citation  unless  there  was 
imminent  danger  to  the  employees  and/or 
general  public.  It  would  be  good  of  these  com- 
mittees or  boards  to  get  out  some  type  of 
simplified  code  so  that  the  small  employer 
would  have  some  basic  knowledge  of  the  law 
as  currently  it  is  impossible  for  a small  em- 
ployer to  have  good  grasp  of  the  law. 

It  was  brought  out  that  Labor  was  very 
definitely  in  favor  of  the  states  doing  the 
job  of  workman’s  compensation  rather  than 
the  federal  government  because  the  states 
have  had  a great  deal  of  experience  in  it  and 
the  Labor  body  is  as  opposed  to  federal  gov- 
ernment stepping  in  any  fashion  as  are  the 
states  due  to  beaurocracy  and  inefficiency. 

Throughout  the  day’s  presentation  and  in 
the  days  that  followed  this  reporter  got  the 
distinct  impression  that  the  whole  program 
was  being  presented  primarily  from  the  labor 
point  of  view  and  very  little  general  emphasis 
was  placed  on  the  employer. 

The  next  two  days  were  spent  in  presenta- 
tion of  different  points  of  view  of  current 
problems  and  how  they  are  being  handled. 
One  of  the  major  topics  that  was  discussed 
was  the  multi-phase  health  testing  or  MPHT. 
One  of  the  greatest  difficulties  with  MPHT 
was  that  the  late  public  upon  getting  a 
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favorable  report  from  such  testing  was 
thought  to  be  erroneously  convinced  that  they 
were  going  to  be  healthy  forever  and  ever. 
In  the  MPIIT  and  the  TVA  area  it  has  been 
reported  that  those  workers  over  50  years  of 
age  were  given  an  AP  examination  of  the 
abdomen  along  with  routine  PA  chest  and 
that  the  abdomen  revealed  more  pertinent 
abnormal  findings  than  did  the  chest  film. 
This  fell  into  the  category  of  undiagnosed 
gallstones,  renal  stones,  and  aneurysms.  A 
number  of  malignancies  picked  up  in  this 
fashion  also  apparently  exceeded  those  found 
in  the  chest. 

Those  who  reported  on  nuclear  reactors 
stated  repeatedly  that  the  fail-safe  procedures 
made  these  reactors  quite  safe  as  far  as  the 
general  public  was  concerned.  They  were  less 
certain  about  thermal  pollution.  The  general 
impression  was  that  the  best  fishing  could  be 
found  about  the  mouth  of  the  heat  exchange 
outlets. 


Aviation  medicine  was  thought  about  at 
some  length  and  went  over  the  more  urgent 
things  that  being  any  airport  with  a constant 
population  of  greater  than  4,000  could  support 
a physician  and  that  one  should  be  allowed  to 
practice  there,  not  being  employed  by  the  air- 
port but  allowed  to  practice.  The  recom- 
mendation was  made  that  airplanes  be 
brought  closer  to  the  passengers  as  most  of 
the  heart  attacks  occur  on  those  over  50  who 
were  running  with  heavy  luggage  down  long 
concourses  trying  to  make  a schedule. 

Other  topics  were  brought  forth  but  this 
reporter  feels  that  the  jist  of  pertinent  in- 
formation is  outlined  above. 

Respectfully  submitted, 

James  F.  Dusenberry,  Jr.,  M.D. 

Secretary 
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The  South  Carolina  Medical  Association  still  has  on  hand  a number  of  copies  of  Volume 
2 and  Volume  3 of  “A  History  of  Medicine  in  South  Carolina”  by  Joseph  I.  Waring,  M.D. 
Volume  2 covers  the  period  of  1825  to  1900  and  Volume  3 is  from  1900  to  1970.  These  can 
be  purchased  now  by  members  for  $4.50.  Volume  1 (1670-1825)  is  out  of  print.  Order  now 
in  time  for  Christmas. 

ORDER  FORM 

South  Carolina  Medical  Association 

Historical  Committee 

c/o  Joseph  I.  Waring,  M.D. 

80  Rarre  Street 

Charleston,  South  Carolina  29401 
Please  send  me— 

( ) copies  of  A HISTORY  OF  MEDICINE  IN  SOUTH  CAROLINA 

1825-1900  by  Joseph  I.  Waring,  M.D.  — Volume  2— 

$4.50  each  plus  30^  for  postage  and  handling. 
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A paper  by  Dr.  George  E.  Thompson  of 
Inman  gives  a picture  of  rural  obstetrical  prac- 
tice. Of  one  scene  he  says,  “that  the  night  at 
last  draws  to  an  end,  the  wind  forgets  the 
creaking  shutter,  the  chanticleer  screams  his 
challenge  on  the  morning  and  hears  the 
replies  of  his  rivals.  We  look  through  the 
window  on  the  bleak  winter  morn  cheerless 
but  for  the  brightening  light  in  the  east,  but 
as  the  dawn  grows,  the  patient’s  strength 
returns  for  the  final  effort.” 
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Dr.  William  R.  DeLoache,  Greenville 
pediatrician,  joined  the  professional  staff  of 
the  Greenville  Hospital  System  on  a full- 
time basis  on  September  7 as  Director  of 
Newborn  Nurseries.  Dr.  DeLoache  received 
his  M.D.  degree  from  Vanderbilt  University 
School  of  Medicine  and  began  practice  in 
Greenville  in  1949.  Dr.  David  K.  Stokes,  Jr. 
has  been  appointed  Director  of  the  Spartan- 
burg General  Hospital  Family  Practice 
Residency  Program  and  an  associate  pro- 
fessor of  the  Medical  University  of  South 
Carolina.  He  has  been  in  private  practice  in 
Inman  since  1959,  after  receiving  his  degree 
from  the  Medical  University  in  1957  and 
serving  his  internship  at  Spartanburg  Gen- 
eral Hospital.  Dr.  Warren  F.  Holland,  Jr.  a 
specialist  in  Cardiology  and  Internal  Medi- 
cine in  Columbia,  has  been  elected  Chief  of 
the  Clinical  Department  of  Cardiovascular 
Services  at  Providence  Hospital.  Dr.  David 
Tribble,  cardiovascular  surgeon,  was  named 
vice  chief. 

Dr.  Julian  K.  Bleeck  has  been  appointed 
chief  of  psychological  services  at  Crafts-Far- 
row  State  Hospital,  one  of  five  major  facili- 
ties of  the  South  Carolina  Department  of 
Mental  Health.  Prior  to  joining  the  Crafts- 
Farrow  State  Hospital  staff.  Dr.  Bleeck  was 
chief  psychologist  at  the  Vernon  State  Hos- 
pital in  Vernon,  Texas.  Dr.  John  P.  Sutton 
of  Columbia  has  been  invited  by  Providence 
Hospital  to  devote  part  of  his  time  as  direc- 
tor of  cardiovascular  surgery  at  the  hospital. 
Dr.  Sutton  will  continue  to  allocate  the 
majority  of  his  time  to  his  private  practice. 

A Florence  physician,  Dr.  Edwin  McGee, 
was  elected  president  of  the  American  Can- 
cer Society,  South  Carolina  Division,  during 
its  annual  meeting  in  September.  Dr.  Laurie 


Ervin,  Jr.  of  Greenville  was  elected  vice 
president.  Special  honors  were  conferred  on 
Dr.  John  M.  Fleming  of  Spartanburg,  com- 
pleting 25  years  of  service  as  a division 
board  of  directors  member  and  six  years  as 
South  Carolina’s  delegate  to  the  national 
society.  Elected  to  the  Society’s  board  of 
directors  were:  Dr.  Thomas  Rowland,  Jr.,  of 
Columbia,  Dr.  Mac  Davis,  Jr.,  of  Spartan- 
burg, Dr.  Lewis  Terry.  Jr.,  of  Greenville, 
Dr.  Ronald  Gerughty  of  Charleston,  Dr.  L. 
M.  Rosemond  of  Gaffney  and  Dr.  Stanley 
James  of  Union.  Honorary  memberships  were 
voted  for  Dr.  Leland  J.  Brannon  of  Colum- 
bia, Dr.  Jennings  K.  Owens,  Jr.  of  Bennetts- 
ville,  Dr.  George  E.  Meetze  of  Columbia,  and 
Dr.  Richard  L.  Jackson  of  Myrtle  Beach. 

Dr.  William  B.  Gamble,  Charleston  pedi- 
atrician, has  joined  the  State  Board  of 
Health  staff  as  state  epidemiologist.  He  will 
direct  evaluation,  research  and  control  ac- 
tivities related  to  preventable  diseases.  Dr. 
Gamble  is  an  honor  graduate  of  the  Medical 
University  of  South  Carolina  and  the  Uni- 
versity of  North  Carolina  School  of  Public 
Health.  Columbia  Pediatric  Associates,  P.A., 
John  R.  Harvin,  M.D.  and  Charles  A.  James, 
M.D.,  are  pleased  to  announce  the  associa- 
tion of  Michael  R.  Papciak,  M.D.  for  the 
practice  of  pediatrics. 

Nine  South  Carolinians  were  inducted  as 
new  Fellows  of  the  American  College  of 
Surgeons  during  the  annual  five-day  Clinical 
Congress.  They  were : Attilio  A.  Ceraldi  of 
Abbeville;  Fredic  D.  Schuh  and  Gordon  T. 
Wannamaker  of  Charleston;  John  W.  Brown 
of  Columbia ; Victor  E.  Cornett  and  Daggett 
0.  Royals  of  Greenville;  and  Richard  L. 
Conn,  James  F.  Green,  and  William  A. 
Morris  of  Spartanburg. 
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Nationally  prominent  men  of  medicine 
served  as  panelists  during  a symposium  on 
“Practical  Approaches  to  the  Diagnosis  and 
Treatment  of  Diabetes  Mellitus”  at  the  Medi- 
cal University  of  South  Carolina  last  month. 

The  speakers  included  Dr.  Thomas  G.  Skill- 
man,  chief  of  the  Division  of  Endocrinology 
and  Metabolism  at  Ohio  State  University  Col- 
lege of  Medicine;  Dr.  Joseph  C.  Shipp,  chair- 
man of  the  Department  of  Medicine  at  the 
University  of  Nebraska  Medical  Center;  Dr. 
John  K.  Davidson,  director  of  the  Diabetes 
Unit  at  the  Emory  University  School  of  Medi- 
cine; Dr.  Ronald  Arky,  professor  of  medicine 
at  Harvard  Medical  School;  and  Dr.  John  A. 
Colwell,  director  of  the  Division  of  Endo- 
crinology, Metabolism  and  Nutrition  at  both 
the  Medical  University  of  South  Carolina  and 
the  Charleston  VA  Hospital. 

Dr.  John  Arthur  Siegling,  chairman  of  the 
Department  of  Orthopedic  Surgery  at  the 
Medical  University  of  South  Carolina,  pre- 
sented a paper  before  the  Societe  Inter- 
nationale de  Chururgie  Orthopedique  et  de 
Traumatologie  in  Israel. 

The  meeting  of  the  S.I.C.O.T.,  which  is  held 
every  three  years,  ran  from  October  9 through 
13  in  Tel  Aviv.  Dr.  Siegling  has  been  a mem- 
ber of  the  Societe  for  twelve  years  and  is  one 
of  200  orthopedic  surgeons  in  the  United 
States  invited  into  membership. 

The  title  of  Dr.  Siegling’s  paper  is  “Coxa 
Vara,”  concerning  a hip  condition  in  children. 

Approximately  150  medical  librarians  at- 
tended the  22nd  annual  convention  of  the 
Southern  Regional  Group  of  the  Medical 
Library  Association  meeting  in  Charleston  in 
October. 

David  L.  House,  head  of  Bibliographical 
Services,  University  of  Tennessee  Medical 


Units  Library,  Memphis,  Tennessee,  is  chair- 
man of  the  Southern  Regional  Group. 

He  and  William  D.  Huff,  vice  president  for 
Public  Relations  and  Development  at  the 
Medical  University,  delivered  the  opening 
remarks  Friday. 

Dr.  Joseph  I.  Waring,  curator  of  the  Medi- 
cal University’s  Waring  Historical  Library  at 
MUSC,  addressed  a Friday  night  banquet. 

Dr.  Donald  Hendricks,  director  of  the  Uni- 
versity of  Texas  Southwestern  Medical  School 
Library,  Dallas,  Texas,  chaired  a panel  dis- 
cussion on  the  theory  and  philosophy  of  li- 
brary networks  and  networking. 

John  Ische,  director  of  libraries,  Louisiana 
State  University  Medical  Center,  New 
Orleans,  La.,  was  moderator  for  a panel  dis- 
cussion on  practical  ideas  from  a variety  of 
health  science  libraries  in  the  Southern  Re- 
gion. 

Convention  chairman  was  Warren  A. 
Sawyer,  director  of  Medical  University  of 
South  Carolina  Libraries. 


The  Medical  University  of  South  Carolina 
Library  has  been  awarded  a $100,000  project 
grant  by  the  National  Library  of  Medicine. 
The  funds  will  be  used  to  strengthen  the  li- 
brary holdings  of  Richland  Memorial  Hospital, 
Greenville  General  Hospital  and  Spartanburg 
General  Hospital.  These  three  hospitals  have 
joined  with  the  Medical  University  to  form  the 
South  Carolina  Medical  Education  Con- 
sortium. 

According  to  Warren  A.  Sawyer,  Director 
of  Libraries  at  the  Medical  University  and 
Project  Coordinator  for  the  grant,  the  funds 
will  permit  the  Medical  University  to  provide 
the  member  hospitals  with  library  services 
adequate  to  support  the  educational  programs 
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of  the  consortium  and  will  establish  three  bio- 
medical reference  centers  in  the  state. 


The  annual  meeting  of  the  South  Carolina 
Orthopaedic  Association  was  held  September 
16-17  at  Hilton  Head,  S.  C.  Dr.  S.  Edward 
Izard  of  Charleston  was  elected  President- 
Elect  for  1972-73  to  succeed  Dr.  C.  D.  Riddle, 
of  Creenville. 

Awards  presented  at  this  meeting  to  South 
Carolina  orthopaedic  residents  for  research 
papers  went  to  the  following  Medical  Univer- 
sity of  South  Carolina  recipients:  Dr.  Fred  S. 
Williams,  first  prize,  for  his  paper  “Inferior 
Dislocation  of  the  Shoulder”,  carrying  an 
honorarium  of  $100;  and  Dr.  John  L.  Eady, 
third  place,  for  “Excision  of  Elbow  following 
Trauma.”  Receiving  second  prize  was  Dr. 
Veda  Thaker  of  Greenville. 

Guest  speaker  at  the  meeting  was  Dr.  Wil- 
liam Donaldson,  of  Pittsburgh,  Pa.,  who  pre- 
sented a paper  to  the  Association  on  “Current 
Concepts  and  Management  of  Scoliosis.” 

Attending  physicians  from  Charleston  were 
Drs.  John  Arthur  Siegling,  chairman  of  the 
Department  of  Orthopedic  Surgery,  MUSC; 
S.  Edward  Izard;  Edward  L.  Hay  and  Ritchie 
Belser. 


Dr.  Leon  Banov,  a pioneer  in  community 
health,  was  honored  posthumously  as  a Dis- 
tinguished Alumnus  by  the  Medical  Univer- 
sity of  South  Carolina  Alumni  Association. 

His  son,  Dr.  Leon  Banov,  Jr.,  a 1941  gradu- 
ate of  the  Medical  University,  accepted  the 
Award  during  a banquet  Friday,  October  6. 

Also  honored  at  the  banquet  at  the  Colony 
House  was  Dr.  J.  C.  Aull,  who  recently  retired 
as  professor  of  chemistry  after  teaching  at  the 
Medical  University  for  more  than  45  years. 

The  late  Dr.  Banov  received  a degree  in 
pharmacy  in  1907  from  the  Medical  Univer- 
sity and  later  became  an  instructor  in  the 
School  of  Pharmacy.  In  1917  he  graduated 
with  a degree  in  medicine  and  in  1926  became 
professor  of  public  health  and  preventive 
medicine  at  the  medical  college. 

Dr.  Banov  was  named  the  first  director  of 
the  Charleston  County  Health  Department  in 
1920,  retiring  from  the  post  in  1961.  In  1919, 
he  made  Charleston  the  first  city  in  the  world 


to  require  pasteurization  of  milk  products. 

He  was  a delegate  to  the  1930  International 
Congress  in  Germany.  In  1961,  he  received  an 
honorary  doctor  of  laws  degree  from  the  Col- 
lege of  Charleston  and  was  honored  by  having 
the  new  county  health  center  named  for  him. 
He  has  been  honored  on  numerous  occasions 
by  civic  clubs  and  other  organizations.  Dr. 
Banov  died  earlier  this  year. 

Dr.  Aull  retired  in  1970  after  45  years  of 
teaching  medical,  pharmaceutical  and  nursing 
students  at  the  Medical  University.  A native 
of  Pomaria,  S.  C.,  he  came  to  MUSC  in  1924 
as  an  instructor  in  chemistry.  He  had  earned 
a bachelor  of  science  degree  in  agricultural 
chemistry  at  Clemson  University,  attended  the 
University  of  Chicago  and  received  a master 
of  science  degree  from  the  University  of 
Michigan. 

He  holds  an  honorary  doctor  of  science  de- 
gree from  Clemson.  The  long-time  teacher 
authored  and  co-authored  25  publications 
during  his  career.  He  was  awarded  the  Golden 
Apple  Award  in  1961-62,  an  award  presented 
anually  by  the  Student  American  Medical 
Association  for  excellence  in  teaching. 


Dr.  Hiram  C.  Curry,  chairman  of  the  De- 
partment of  Family  Practice  at  the  Medical 
University  of  South  Carolina  is  on  a round- 
the-world  trip  to  participate  in  two  inter- 
national family  practice  medicine  conferences. 

The  first  stop  was  in  Tel  Aviv  at  the  Inter- 
national Workshop  on  Family  Practice  where 
Dr.  Curry  presented  a paper  entitled  “Can 
Family  Practice  Programs  Meet  the  Need?”, 
and  acted  as  moderator  for  a day’s  conference. 
Family  practice  doctors  and  teachers  from 
England,  Australia,  Canada,  Israel  and  the 
United  States  participated.  Dr.  Curry  said  that 
about  seven  participants  were  invited  from 
the  United  States. 

According  to  Dr.  Curry,  Israel  began  years 
ago  in  the  early  1950’s  to  develop  the  concept 
of  medicine  for  practice  on  a family  level,  and 
is  now  one  of  the  leaders  in  this  field.  The 
other  participating  countries  comprise  the 
nations  where  the  principal  developments 
have  taken  place. 

From  Israel,  Dr.  Curry  will  travel  to  Mel- 
bourne, Australia,  for  the  Fifth  World  Confer- 
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ence  on  General  Practice  (not  to  be  confused 
with  “general  practice”  as  known  in  the  U.S.). 
There  Dr.  Curry  will  moderate  a workshop 
on  teacher  training  and  present  a paper  en- 
titled “Teacher  Preparation  for  Family  Prac- 
tice.” He  will  also  address  the  full  conference 
on  “Motivation  for  Self-Education.” 

Dr.  Curry  has  accepted  several  invitations 
to  visit  medical  centers  in  Sydney,  Australia, 
and  Aukland,  New  Zealand,  before  returning 
to  the  United  States. 

The  Medical  University  of  South  Carolina 
has  been  notified  of  major  federal  funding  to 
develop  a statewide  system  of  Area  Health 
Education  Centers. 

Dr.  William  M.  McCord,  president,  an- 
nounced that  some  $9.8  million  has  been 
recommended  over  a five-year  period  by  the 
Bureau  of  Health  Manpower,  National  Insti- 
tutes of  Health,  with  an  initial  award  made 
today  of  $1,152,476. 

Additional  funds  from  a variety  of  sources, 
including  federal,  are  expected  to  boost  the 
financial  input  to  nearly  $20  million  for  the 
total  period. 

The  program,  said  Dr.  McCord,  has  every 
prospect  of  becoming  an  important  national 
model  for  the  future  delivery  of  health  care. 

Four  metropolitan  areas  in  addition  to 
Charleston  are  proposed  for  inclusion  in  the 
project  this  year,  a community  hospital  in 
each  area  to  serve  as  a nucleus  for  the  pro- 
gram. 

They  are:  Columbia,  Richland  Memorial 
Hospital;  Florence,  McLeod  Memorial  Hos- 
pital; Greenville,  the  Greenville  Hospital  Sys- 
tem; and  Spartanburg,  the  Spartanburg  Gen- 
eral Hospital.  Charleston  is  already  an  area 
health  education  center  because  of  the  loca- 
tion here  of  the  Medical  University. 

In  time,  additional  communities  are 
expected  to  enter  into  these  consortium 
arrangements. 

The  program  encompasses  concepts  similar 
to  those  crystallized  in  the  Carnegie  Com- 
mission’s special  report  on  higher  education 
“Higher  Education  and  the  Nation’s  Health”, 
and  proposed  by  the  President  in  his  “Health 
Message”  to  Congress  in  February,  1971. 

Its  ultimate  purpose  is  to  increase  the  num- 
bers and  improve  the  distribution  of  health 


care  personnel,  thus  bringing  quality  health 
services  within  easy  travel  distance  of  all 
South  Carolinians. 

The  South  Carolina  State  Legislature  and 
the  Governor  were  credited  with  an  important 
assist  in  obtaining  the  huge  award.  Dr.  Mc- 
Cord noted  that  the  State  appropriated  $500,- 
000  this  year  to  start  a four-community  hos- 
pital teaching  consortium.  This  became  the 
seed  money  to  match  federal  binding  for  an 
expanded  program  on  a one-to-two  basis,  he 
explained. 

Major  activities  proposed  are: 

—Promotion  of  good  health  practices  and 
prevention  of  illness. 

—Recruitment  of  women,  the  minorities  and 
the  disadvantaged. 

—Undergraduate  education  of  health  pro- 
fessionals on  a rotational  basis. 

—Clinical  training  of  nurses  and  allied 
health  personnel  in  cooperation  with  educa- 
tional institutions. 

—Continuing  postgraduate  and  in-service 
education  for  all  health  personnel. 

Funds  from  other  sources,  including  federal 
monies,  will  be  sought  to  construct  the  neces- 
sary supporting  facilities,  including  area  health 
science  libraries  and  teaching  centers,  and  to 
provide  modern  transportation  and  communi- 
cations linkages  between  each  of  the  centers 
and  the  Medical  University. 

Subsidies  are  proposed  for  minority  and 
disadvantaged  students;  stipends  for  the  train- 
ing of  nurse  practitioners;  and  support  of 
medical  residents  up  to  20  percent  of  their 
total  stipend. 

As  necessary  funding  becomes  available, 
each  core  community  hospital  eventually 
would  have  the  following  components: 

—An  auditorium  for  large  group  presenta- 
tions. 

—Conference  rooms  for  teaching  and 
smaller  meetings. 

—Administrative  and  office  space  for  the 
health  educational  activities. 

—A  modern  area  health  sciences  library 
with  communication  linkages  to  the  Medical 
University  library. 

—An  audiovisual  center. 

—Biocommunications  and  data  processing 
units. 
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FOURTH  ANNUAL  FAMILY  PRACTICE 
REFRESHER  COURSE 
February  19  - 25,  1973 

The  Fourth  Annual  Family  Practice  Re- 
fresher Course  presented  by  the  Division  of 
Continuing  Education  of  the  Medical  Uni- 
versity of  South  Carolina  will  be  held  Feb- 
ruary 19  - 25,  1973,  at  the  Sheraton-Fort  Sum- 
ter Hotel,  Charleston,  South  Carolina. 

The  Faculty  of  the  School  of  Medicine  of 
the  Medical  University  of  South  Carolina  and 
guest  speakers  from  out-of-state  will  present 
a review  of  the  recent  advances  and  applica- 
tions of  current  practice  methods  in  internal 
medicine,  surgery,  pediatrics,  neurology,  psy- 
chiatry, urology  and  otolaryngology.  In  addi- 
tion to  the  lectures,  two  evening  sessions  are 


planned  for  demonstrations  and  tours  of 
Medical  University  Hospital  specialty  units. 

Registration  is  open  now  through  February 
1,  1973.  Enrollment  is  limited  to  75,  and 
tuition  is  $140.00  payable  in  advance  on  or 
before  February  1,  1973.  A block  of  rooms 
has  been  reserved  at  the  Sheraton-Fort  Sum- 
ter Hotel  at  special  convention  rates.  The 
Social  Hour  and  Banquet  on  Wednesday 
evening  is  included  in  this  fee.  Wives  are 
cordially  invited. 

A registration  desk  will  be  open  from  6:. 30 
to  8:30  p.m.  Sunday  evening,  February  18,  in 
the  lobby  of  the  Sheraton-Fort  Sumter  Hotel 
for  the  convenience  of  those  participants  wash- 
ing to  complete  their  registration  at  that  time. 
Final  registration  will  be  at  the  same  place  at 
8:00  a.m.  Monday,  February  19. 


Please  detach  and  return 


REGISTRATION 

FOURTH  ANNUAL  FAMILY  PRACTICE  REFRESHER  COURSE 

February  19  - 25,  1973 

NAME TELEPHONE  NO 

ADDRESS ZIP  CODE 

Enclosed  is  $140.00  tuition  fee  for  Family  Practice  Refresher  Course. 

Please  send  me  hotel  reservation  card. 

I plan  to  attend  Social  Horn  and  Banquet  Wednesday  evening. 

My  wife  will  also  attend  Social  Hour  and  Banquet. 

Please  make  check  payable  to:  Division  of  Continuing  Education,  MUSC  and  mail  to  Dr.  Vince 
Moseley,  Director,  Division  of  Continuing  Education,  Medical  University  of  South  Carolina,  80 
Barre  Street,  Charleston,  S.  C.,  29401. 
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SOUTH  CAROLINA  REGIONAL 
MEDICAL  PROGRAM 


VINCE  MOSELEY,  M.D. 

Coordinator,  South  Carolina 


S.  C.  REGIONAL  MEDICAL  PROGRAM 
AWARDS  $112,100  IN  CONTRACTS 


The  S.  C.  Regional  Medical  Program, 
located  at  the  Medical  University  of  S.  C.,  has 
issued  $112,100  in  contracts  with  a number  of 
agencies,  institutions  and  organizations  in  the 
state  for  the  purpose  of  helping  SCRMP  fulfill 
its  objectives  and  goals. 

In  announcing  the  innovation  of  contractual 
agreements,  Dr.  Vince  Moseley,  SCRMP  co- 
ordinator, said  that  they  are  different  from  the 
traditional  grant  funds  in  that  SCRMP  defines 
the  desired  outcome  of  the  activity  and  then 
agencies  or  institutions  are  given  the  oppor- 
tunity to  bid  on  providing  the  services.  This 
is  in  contrast  to  grant  applications  where  the 
applicant  defines  the  outcome. 

Dr.  Moseley  stated  that  each  contract 
entered  into  by  SCRMP  must  specifically  re- 
spond to  a program  objective  set  by  SCRMP’s 
Regional  Advisory  Group,  an  organization  of 
48  key  S.  C.  health  leaders  and  knowledgeable 
consumers. 

According  to  Dr.  Moseley,  the  primary  pur- 
pose of  the  contracts  is  to  enable  feasibility  or 
pilot  studies  which  assist  in  more  adequately 
defining  areas  of  program  activity.  Each  will 
be  a one-time  activity  of  limited  duration  ( 12 
months  maximum). 

He  said  that  funds  for  contracts  are  derived 
from  monies  available  from  other  program 
components  which  cannot  be  accurately  de- 
termined until  late  in  the  year  (SCRMP’s  fis- 
cal year  ended  August  31 ) . Thus  each  year  the 
amounts  available  for  contracts  and  the  types 
of  activities  supported  will  vary.  The  next  op- 
portunity for  contracts  should  be  in  July  1973. 

In  addition  to  the  15  Contracts,  SCRMP  is 


currently  supporting  30  projects  and  planning 
studies  across  the  state  in  connection  with  its 
efforts  involving  health  manpower  develop- 
ment, primary  health  care  delivery  patterns, 
and  regionalization  of  health  facilities,  man- 
power and  other  resources. 

Contracts  awarded  were  (shown  are  title, 
sponsor,  director’s  name,  brief  summary  and 
amount  of  award ) : 

-TRAINING  FOR  OPERATING  ROOM 
NURSES  — Midlands  Association  of  Operat- 
ing Room  Nurses,  Dr.  Donald  H.  Harwood, 
Columbia,  will  involve  two  statewide,  eight- 
week  operating  room  nurses’  courses  at  Rich- 
land Memorial  Hospital,  Columbia  for  15 
registered  nurses  in  each  class  ($7,000). 

-ADVANCED  EDUCATION  FOR  LI- 
CENSED PRACTICAL  NURSES  - Richland 
School  Distrcit  No.  1,  Claude  E.  Kitchens, 
Columbia,  Richland  School  District  No.  1 
will  survey  educational  needs  of  LPN’s  in  the 
Central  Midlands  District  and  develop  a cur- 
riculum for  an  Advanced  Course.  ($10,000). 

-EMERGENCY  MEDICAL  TECHNI- 
CIAN BASIC  TRAINING  - S.  C.  State  Board 
of  Health,  Dr.  D.  H.  Robinson,  Columbia,  this 
will  provide  teaching  materials  to  enable 
Vocational  Training  Centers  and  Technical 
Education  Centers  to  provide  training  pro- 
grams for  upgrading  emergency  medical  tech- 
nicians, ($8,100). 

-EMERGENCY  MEDICAL  SERVICES 
PROVIDER  CONFERENCE  - Medical  Uni- 
versity of  S.  C.,  Dr.  Lawrence  Hanbeck,  De- 
partment of  Surgery  at  MUSC  to  conduct 
planning  workshops  to  establish  a cooperative 
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statewide  action  plan  for  comprehensive  emer- 
gency medical  service,  ($2,500). 

-STATE  PLAN  FOR  EMERGENCY 
MEDICAL  SERVICES  - S.  C.  State  Board  of 
Health,  Dr.  D.  H.  Robinson,  Columbia,  the 
contractor  will  obtain  the  necessary  informa- 
tion, advisory  assistance  or  planning  support 
and  provide  a plan  for  “Comprehensive  Emer- 
gency Health  Services  in  S.  C.”,  ($10,000). 

-PATIENT  ORIGIN  AND  HOSPITAL 
UTILIZATION  SURVEY  - Research  and 
Development  Foundation  (USC),  Richard  W. 
Furst,  Columbia,  to  conduct  a study  for  a 
“S.  C.  Hospital  Patient  Origin  Survey”  to 
determine  the  possibilities  for  a valid  state- 
wide collection  and  analysis  of  hospital-based 
services,  ($5,950). 

-R.  N.  CERTIFICATION  THROUGH 
CONTINUING  EDUCATION  - S.  C.  Nurses 
Association,  Ruth  A.  Nicholson,  R.N.,  Colum- 
bia, to  conduct  a study  to  formulate  certifica- 
tion of  competency  in  nursing  in  the  presence 
of  new  knowledge  and  changing  patterns  of 
patient  care,  ($10,000). 

-CENTRAL  PEE  DEE  ALLIED  HEALTH 
CAREER  PROGRAMS  — Florence-Darling- 
ton  TEC,  William  K.  Temple,  Florence,  to 
conduct  planning  for  a cooperative  effort  for 
improving  and  increasing  effectiveness  and 
efficiency  of  manpower  training  and  health 
care  in  the  northeast  region  of  S.  C.,  ($10,- 
000). 

-BIOENGINEERING  SYMPOSIUM  ON 
IMPLANT  MATERIALS  — Clemson  Univer- 
sity, Dr.  Samuel  F.  Hulbert,  Clemson,  to 
assess  present  knowledge  concerning  the 
phenomena  occurring  at  the  interface  between 
implant  materials  and  body  tissues  and  deter- 
mine new  approaches,  ($5,000). 


-HOSPITAL  TRUSTEE  EDUCATION 
PROGRAM  — S.  C.  Hospital  Association, 
William  L.  Yates,  Columbia,  to  establish  a 
program  for  Hospital  Trustee  Education, 
($10,000). 

-HOSPITAL  DISCHARGE  PLANNING  - 
S.  C.  Hospital  Association,  William  L.  Yates, 
Columbia,  to  study  and  report  on  the  level  of 
development  of  patient  discharge  planning 
programs  and  activities  in  S.  C.,  ($7,600). 

-RETRAINING  FOR  MEDICAL  LAB- 
ORATORY PERSONNEL  - S.  C.  Society  for 
Medical  Technology,  Susan  M.  Cheatham, 
Columbia,  to  retain  a broad  spectrum  of  per- 
sonnel including  any  and  all  levels  of  in- 
dividuals who  are  currently  involved  in  lab- 
oratory medium,  ($10,000). 

-CANCER  REFERRAL  CENTER  - 
Greenville  Hospital  System,  Jack  A.  Skarupa, 
Greenville,  the  contractor  will  develop  a plan 
for  a cancer  treatment  center  in  Greenville, 
S.  C.  to  serve  the  upper  S.  C.,  ($3,000). 

-YOUTH  EDUCATION  ON  DRUG 
ABUSE  — Medical  University  of  S.  C.,  Francis 
J.  Hodge,  Charleston,  to  develop  a multi- 
directional program  on  Drug  Abuse  for  teen- 
agers at  junior  and  high  school  level,  public 
awareness,  and  teaching  profession,  ($8,271). 

-HEALTH  SCIENCE  LIBRARY  SER- 
VICES — Medical  University  of  S.  C.,  W.  A. 
Sawyer,  Charleston,  represents  expansion  of 
library  services  for  health  personnel  in  S.  C. 
including  a telecopy  linkage  between  MUSC, 
Charleston  and  the  National  Library  of  Med- 
icine, Washington,  D.  C.,  ($4679). 

Charles  R.  Wyrosdick 
Director  of  Communications 
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Nose  clear  all  knight 


For  upper  respiratory  allergies  and  infections  including 
the  common  cold,  Dimetapp  Extentabs®  effectively  relieve 
the  stuffiness,  drip  and  congestion  all  night  and  all  day 
long  on  just  one  Extentab  every  12  hours.  For  most  patients 
drowsiness  or  overstimulation  is  unlikely. 


Dimetapp 

Extentabs 

Dimetane^1  (brompheniramine  maleate),  12  mg  . phenyl- 
ephrine HCI,  15  mg  ; phenylpropanolamine  HCI.  15  mg 


INDICATIONS:  Dimetapp  Extentabs  are 
indicated  for  symptomatic  relief  of  al- 
lergic manifestations  of  upper  respira- 
tory illnesses,  such  as  the  common 
cold,  seasonal  allergies,  sinusitis,  rhi- 
nitis, conjunctivitis  and  otitis.  In  these 
cases  it  quickly  reduces  inflammatory 
edema,  nasal  congestion  and  excessive 
upper  respiratory  secretions,  thereby 
affording  relief  from  nasal  stuffiness 
and  postnasal  drip. 

CONTRAINDICATIONS:  Hypersensitiv- 
ity to  antihistamines  of  the  same  chem- 
ical class.  Dimetapp  Extentabs  are 
contraindicated  during  pregnancy  and 
in  children  under  12  years  of  age.  Be- 
cause of  its  drying  and  thickening 
effect  on  the  lower  respiratory  secre- 
tions, Dimetapp  is  not  recommended  in 
the  treatment  of  bronchial  asthma. 


Also,  Dimetapp  Extentabs  are  contrain- 
dicated in  concurrent  MAO  inhibitor 
therapy. 

WARNINGS:  Use  in  children:  In  infants 
and  children  particularly,  antihistamines 
in  overdosage  may  produce  convul- 
sions and  death. 

PRECAUTIONS:  Administer  with  care 
to  patients  with  cardiac  or  peripheral 
vascular  diseases  or  hypertension.  Un- 
til the  patient’s  response  has  been  de- 
termined, he  should  be  cautioned 
against  engaging  in  operations  requir- 
ing alertness  such  as  driving  an  auto- 
mobile, operating  machinery,  etc.  Pa- 
tients receiving  antihistamines  should 
be  warned  against  possible  additive  ef- 
fects with  CNS  depressants  such  as 
alcohol,  hypnotics,  sedatives,  tranquil- 
izers, etc. 


ADVERSE  REACTIONS:  Adverse  reac- 
tions to  Dimetapp  Extentabs  may  in- 
clude hypersensitivity  reactions  such  as 
rash,  urticaria,  leukopenia,  agranulo- 
cytosis and  thrombocytopenia;  drowsi- 
ness, lassitude,  giddiness,  dryness  of 
the  mucous  membranes,  tightness  of 
the  chest,  thickening  of  bronchial  se- 
cretions, urinary  frequency  and  dysuria, 
palpitation,  hypotension/ hypertension, 
headache,  faintness,  dizziness,  tinnitus, 
incoordination,  visual  disturbances,  my- 
driasis, CNS-depressant  and  (less  of- 
ten) stimulant  effect,  anorexia,  nausea, 
vomiting,  diarrhea,  constipation,  and 
epigastric  distress. 


HOW  SUPPLIED: 
Light  blue  Exten- 
tabs in  bottles  of 
100  and  500. 
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A.  H.  Robins  Company 
Richmond,  Va  23220 
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For  the  patient  with  a terminal  ill- 
ness, PAIN  past,  present,  and  fu- 
ture can  dominate  his  thoughts 
until  it  becomes  almost  an  obses- 
sion. The  more  he  is  aware  of  the 
pain  he  is  now  experiencing,  the 
more  difficult  it  is  to  erase  his  mem- 
ory of  yesterday's  pain,  and  to  allay 
his  fearful  anticipation  of  tomor- 
row’s pain.  Surely  the  last  thing  this 
patient  needs  is  an  analgesic  con- 
taining caffeine  to  stimulate  the 
senses  and  heighten  pain  aware- 
ness. A far  more  logical  choice  is 
Phenaphen  with  Codeine.  The  sen- 
sible formula  provides  Va  grain  of 
phenobarbital  to  take  the  nervous 
"edge"  off,  so  the  rest  of  the  for- 
mula can  help  control  the  pain 
more  effectively.  Don't  you  agree, 
Doctor,  that  psychic  distress  is  an 
important  factor  in  most  of  your 
terminal  and  long-term  convales- 
cent patients? 


the  analgesic  formula  that  calms 
instead  of  caffeinates 


Phenaphen 

with 

Codeine 


Phenaphen  with  Codeine  No.  2,  3,  or  4 con- 
tains: Phenobarbital  ('A  gr.),  16.2  mg.  (warn- 
ing: may  be  habit  forming);  Aspirin  (2  Vi  gr.), 
162.0  mg.;  Phenacetin  (3  gr.),  194.0  mg.; 
Codeine  phosphate,  V*  gr.  (No.  2),  Vi  gr.  (No.  3) 
or  1 gr.  (No.  4)  (warning:  may  be  habit  forming). 

Indications:  Provided  relief  in  severer  grades 
of  pain,  on  low  codeine  dosage,  with  minimal 
possibility  of  side  effects.  Its  use  frequently 
makes  unnecessary  the  use  of  addicting 
narcotics.  Contraindications:  Hypersensitivity 
to  any  of  the  components.  Precautions:  As 
with  ail  phenacetin-containing  products,  ex- 
cessive or  prolonged  use  should  be  avoided 
Side  effects:  Side  effects  are  uncommon  al- 
though nausea,  constipation  and  drowsiness 
may  occur.  Dosage:  Phenaphen  No.  2 and 
No.  3 — 1 or  2 capsules  every  3 to  4 hours  as 
needed;  Phenaphen  No.  4 — 1 capsule  every  3 
to  4 hours  as  needed.  For  further  details  see 
product  literature. 

/Jr.  Phenaphen  with  Codeine  is  now  classi- 
\!L  fied  in  Schedule  III,  Controlled  Sub- 
stances Act  of  1970.  Available  on  written  or 
oral  prescription  and  may  be  refilled  5 times 
within  6 months,  unless  restricted  by  state  law. 


DYNAMICS 

of 

VIOLENCE 

Brief,  brilliant  studies  drawn 
from  a close,  often  painful 
scrutiny  of  human  violence 


Jan  Fawcett’s  superbly  edited 
book  takes  you  on  an  explora- 
tion into  this  age  of  violence. 
Nightmarish  cases  from  con- 
temporary history. . war,  bomb- 
ings, assassination,  mass  murder, 
rape,  arson,  riots. . .are  the  back- 
drops against  which  eminent  psy- 
chiatrists discuss  violence  and 
aggression. 

Immensely  revealing  and  read- 
able, Dynamics  of  Violence  ex- 
amines violent  aggression  in 
terms  of  historical  and  social 
dimensions  in  our  national  his- 
tory, clinical  case  studies  of 
violent  individuals,  and  clinical 
research  investigations. 


Order  your  copy  today!  Send 
your  remittance  to  the  American 
Medical  Association,  535  N. 
Dearborn  St.,  Chicago,  III.  60610. 


SMJ  1 1 / 7 2 

Send  me copy(s)  of  Dynamics  of 

Violence  priced  at  $3  95.  (OP-240  ) My 
payment  of  $ _____  is  enclosed. 


Name 

Address 

City/State/Zip 


A.  H.  Robins  Company,  Richmond,  Virginia 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  rangt 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 

1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1 .2  to  1 .8  grams/ day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycir 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5%  glucose  in  water. 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  no 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 

Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


.v 


’ections  caused  by  susceptible  strains 
pneumococci,  streptococci,  and 
iphylococci,  including  penicillin- 
;istant  strains.  Staphylococcal  strains 
distant  to  Lincocin  (lincomycin 
drochloride,  Upjohn)  have  been 
covered.  Before  initiating  therapy, 
Iture  and  susceptibility  studies  should 
performed.  Lincocin  has  proved 
luable  in  treating  patients  hyper- 
lsitive  to  penicillin  or  cephalosporins, 
ce  Lincocin  does  not  share 
tigenicity  with  these  compounds. 
>wever,  hypersensitivity  reactions 
ve  been  reported,  some  of  these  in 
tients  known  to  be  sensitive  to 
nicillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn 

For  further  prescribing  information,  please  see  following  page. 


i\\  tolerated  at  infusion  site:  Lincocin 
ravenous  infusions  have  not 
)duced  local  irritation  or  phlebitis, 
en  given  as  recommended.  Lincocin 
isually  well  tolerated  in  patients  who 
: hypersensitive  to  other  drugs, 
vertheless,  Lincocin  should  be  used 
itiously  in  patients  with  asthma  or 
nificant  allergies. 

patients  with  impaired  renal  function, 
; recommended  dose  of  Lincocin 
)uld  be  reduced  to  25—30%  of 
: dose  for  patients  with  normal 
Iney  function.  Its  safety  in 
;gnant  patients  and  in  infants 
5 than  one  month  of  age  has 
;been  established. 


icocin  may  be  used  with  other 
imicrobial  agents:  Since  Lincocin 
table  over  a wide  pH  range,  it  is 
table  for  incorporation  in 
ravenous  infusions;  it  also  may  be 


(lincomycin  hydrochloride, Upjohn) 

Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 

Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

*Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


"Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  mondial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /(-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic—  Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatmen,  i 
Skin  and  mucous  membranes—  Skin  rashe  i 
urticaria,  vaginitis,  and  rare  instances  of  e ; 
foliative  and  vesiculobullous  dermatitis  ha'  : 
been  reported.  Liver— Although  no  direct  r 
lationship  to  liver  dysfunction  is  establishe  i 
jaundice  and  abnormal  liver  function  tes  j 
(particularly  serum  transaminase)  have  bee  : 
observed  in  a few  instances.  CardiovascuL  j 
—Instances  of  hypotension  following  pare1 
teral  administration  have  been  reporte'  j 
particularly  after  too  rapid  IV  administr  I 
tion.  Rare  instances  of  cardiopulmonary  a i 
rest  have  been  reported  after  too  rapid  I 
administration.  If  4.0  grams  or  more  admi 
istered  IV,  dilute  in  500  ml  of  fluid  ar, 
administer  no  faster  than  100  ml  per  hou 
Special  senses— Tinnitus  and  vertigo  ha' 
been  reported  occasionally.  Local  reaction 
—Excellent  local  tolerance  demonstrated 
intramuscularly  administered  Lincoc 
(lincomycin  hydrochloride).  Reports  of  pa 
following  injection  have  been  infrequer 
Intravenous  administration  of  Lincocin  i 
250  to  500  ml  of  5%  glucose  in  distill 
water  or  normal  saline  has  produced  ij 
local  irritation  or  phlebitis. 


HOW  SUPPLIED:  250  mg  and  500  n 
Capsules— bottles  of  24  and  100.  Stern 
Solution,  300  mg  per  ml— 2 and  10  ml  vis 
and  2 ml  syringe.  Syrup,  250  mg  per  5 t 
—60  ml  and  pint  bottles. 


For  additional  product  information,  consu 
the  package  insert  or  see  your  Upjoh 
representative. 


MED  B-6-S  (K.ZL-7)  J A7 1-163 


The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


You  name  it,  I’ve  got  it. 
Self-diagnosis  is  not  always 
wise,  this  humorist  found 


“I  like  work;  it  fascinates  me.  I can  sit  and 
look  at  it  for  hours.”  With  the  possible  ex- 
ception of  that  one  remark,  the  gentle  wit  of 
British  novelist  and  playwright  Jerome  K.  Jer- 
ome (1859-1927)  is  today  all  but  forgotten. 
It’s  a pity,  because  he  had  a delightful  way  of 
telling  a story.  Take,  for  example,  the  excerpt 
from  his  Three  Men  in  a Boat  ( 1889)  . . . 

It  is  a most  extraordinary  thing,  but  I never 
read  a patent  medicine  advertisement  without 
being  impelled  to  the  conclusion  that  I am 
suffering  from  the  particular  disease  therein 
dealt  with  in  its  most  virulent  form.  The  diag- 
nosis seems  in  every  case  to  correspond 
exactly  with  all  the  sensations  that  I have 
ever  felt. 

I remember  going  to  the  British  Museum 
one  day  to  read  up  the  treatment  for  some 
slight  ailment  of  which  I had  a touch— hay 
fever,  I fancy  it  was.  I got  down  the  book, 
and  read  all  I came  to  read;  and  then,  in  an 
unthinking  moment,  I idly  turned  the  leaves, 
and  began  to  indolently  study  diseases,  gen- 
erally. I forget  which  was  the  first  distemper 
I plunged  into— some  fearful,  devastating 
scourge,  I know— and,  before  I had  glanced 
half  down  the  list  of  “premonitory  symptoms,” 
it  was  borne  in  upon  me  that  I had  fairly  got 
it. 

I sat  for  a while  frozen  with  horror;  and 
then  in  the  listlessness  of  despair,  I again 
turned  over  the  pages.  I came  to  typhoid 
fever— read  the  symptoms— discovered  that  I 
had  typhoid  fever,  must  have  had  it  for 
months  without  knowing  it— wondered  what 
else  I had  got;  turned  up  St.  Vitus’s  Dance- 
found,  as  I expected,  that  I had  that  too— 
began  to  get  interested  in  my  case,  and  de- 
termined to  sift  it  to  the  bottom,  and  so 
started  alphabetically— read  up  ague,  and 
learnt  that  I was  sickening  for  it,  and  that  the 
acute  stage  woidd  commence  in  about  another 
fortnight.  Bright’s  disease,  I was  relieved  to 
find,  I had  only  in  a modified  form,  and,  so  far 


as  that  was  concerned,  I might  live  for  years. 
Cholera  I had,  with  severe  complications;  and 
diphtheria  I seemed  to  have  been  bom  with. 
I plodded  conscientiously  through  the  twenty- 
six  letters,  and  the  only  malady  I could  con- 
clude I had  not  got  was  housemaid’s  knee. 

I felt  rather  hurt  about  this  at  first;  it 
seemed  somehow  to  be  a sort  of  slight.  Why 
hadn’t  I got  housemaid's  knee?  Why  this 
invidious  reservation?  After  a while,  however, 
less  grasping  feelings  prevailed.  I reflected 
that  I had  every  other  known  malady  in  the 
pharmacology,  and  I grew  less  selfish,  and 
determined  to  do  without  housemaid’s  knee. 
Gout,  in  its  most  malignant  stage,  it  would 
appear,  had  seized  me  without  my  being 
aware  of  it;  and  zymosis  I had  evidently  been 
suffering  from  boyhood.  There  were  no  more 
diseases  after  zymosis,  so  I concluded  there 
was  nothing  else  the  matter  with  me. 

I sat  and  pondered.  I thought  what  an 
interesting  case  I must  be  from  a medical  point 
of  view,  what  an  acquisition  I should  be  to  a 
class!  Students  would  have  no  need  to  “walk 
the  hospitals,”  if  they  had  me.  I was  a hos- 
pital in  myself.  All  they  need  do  would  be  to 
walk  round  me,  and,  after  that,  take  their 
diploma. 

Then  I wondered  how  long  I had  to  live.  I 
tried  to  examine  myself.  I felt  my  pulse.  I 
could  not  at  first  feel  any  pulse  at  all.  Then, 
all  of  a sudden,  it  seemed  to  start  off.  I pulled 
out  my  watch  and  timed  it.  I made  it  a hun- 
dred and  forty-seven  to  the  minute.  I tried  to 
feel  my  heart.  I could  not  feel  my  heart.  It  had 
stopped  beating.  I have  since  been  induced  to 
come  to  the  opinion  that  it  must  have  been 
there  all  the  time,  and  must  have  been  beat- 
ing, but  I cannot  account  for  it.  I patted  my- 
self all  over  my  front,  from  what  I call  my 
waist  to  my  head,  and  I went  a bit  round  each 
side,  and  a little  way  up  the  back.  But  I could 
not  feel  or  hear  anything.  I tried  to  look  at  my 
tongue.  I stuck  it  out  as  far  as  ever  it  would 
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go,  and  I shut  one  eye,  and  tried  to  examine 
it  with  the  other.  I could  see  the  tip,  and  the 
only  thing  that  I could  gain  from  that  was  to 
feel  more  certain  than  before  that  I had  scarlet 
fever. 

I had  walked  into  that  reading-room  a 
happy,  healthy  man.  I crawled  out  a decrepit 
wreck. 

I went  to  my  medical  man.  He  is  an  old 
chum  of  mine,  and  feels  my  pulse,  and  looks  at 
my  tongue,  and  talks  about  the  weather,  all  for 
nothing,  when  I fancy  I’m  ill;  so  I thought  I 
would  do  him  a good  turn  by  going  to  him 
now.  “What  a doctor  wants,”  I said,  “is  prac- 
tice. He  shall  have  me.  He  will  get  more  prac- 
tice out  of  me  than  out  of  seventeen  hundred 
of  your  ordinary,  commonplace  patients,  with 
only  one  or  two  diseases  each.”  So  I went 
straight  up  and  saw  him,  and  he  said: 

“Well,  what’s  the  matter  with  you?” 

I said:  “I  will  not  take  up  your  time,  dear 
boy,  with  telling  you  what  is  the  matter  with 
me.  Life  is  brief,  and  you  might  pass  away 
before  I had  finished.  But  I will  tell  you  what 
is  not  the  matter  with  me.  I have  not  got 
housemaid’s  knee.  Why  I have  not  got  house- 
maid’s knee,  I cannot  tell  you;  but  the  fact 
remains  that  I have  not  got  it.  Everything 
else,  however,  I have  got.” 


And  I told  him  how  I came  to  discover  it 
all. 

Then  he  opened  me  and  looked  down  me, 
and  clutched  hold  of  my  wrist,  and  then  he  hit 
me  over  the  chest  w'hen  I wasn’t  expecting 
it— a cowardly  thing  to  do,  I call  it— and  im- 
mediately afterwards  buffed  me  with  the  side 
of  his  head.  After  that,  he  sat  down  and  wrote 
out  a prescription,  and  folded  it  up  and  gave 
it  me,  and  I put  it  in  my  pocket  and  wnnt  out. 

I did  not  open  it.  I took  it  to  the  nearest 
chemist’s  and  handed  it  in.  The  man  read  it, 
and  then  handed  it  back. 

He  said  he  didn’t  keep  it. 

I said:  “You  are  a chemist?” 

He  said:  “I  am  a chemist.  If  I was  a co- 
operative stores  and  family  hotel  combined,  I 
might  be  able  to  oblige  you.  Being  only  a 
chemist  hampers  me.” 

I read  the  prescription.  It  ran: 

1 lb.  beefsteak,  with 
1 pt.  bitter  beer  every  6 hours. 

1 ten-mile  walk  every  morning. 

1 bed  at  1 1 sharp  every  night. 

And  don’t  stuff  up  your  head  with  things 
you  don’t  understand. 

I followed  the  directions,  with  the  happy 
result— speaking  for  myself— that  my  life  wras 
preserved,  and  is  still  going  on. 


POSTGRADUATE  COURSE  IN 
PEDIATRICS 

The  22nd  Annual  Postgraduate  Course  in 
Pediatrics  of  The  University  of  Texas  Medical 
Branch  will  be  held  in  Galveston,  Texas, 
March  15  and  16,  1973.  The  course  will  em- 
phasize “Problems  of  Office  Pediatrics”  with 
guest  lecturers  Victor  C.  Vaughan,  III,  M.  D. 
and  John  B.  Reinhart,  M.  D. 

This  program  is  acceptable  for  12  pre- 
scribed hours  by  the  American  Academy  of 
General  Practice  and  registration  fee  will  be 
$75.00.  Further  information  will  be  furnished 
by  Lillian  H.  Lockhart,  M.  D.,  Chairman, 
Pediatric  Postgraduate  Committee,  The  Uni- 
versity of  Texas  Medical  Branch,  Galveston, 
Texas  77550. 
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DEATHS 


T.  H.  HOUCK,  SR. 

Dr.  Thaddus  Hawkins  Houck,  82,  of  Flor- 
ence died  on  Tuesday,  August  29  in  a local 
hospital  after  a lengthy  illness.  He  was  a 
graduate  of  the  Medical  University  of  South 
Carolina,  did  special  studies  in  New  York  and 
practiced  in  Timmonsville  for  a number  of 
years  before  beginning  practice  in  Florence  in 
1928.  Dr.  Houck  was  a member  of  the  Flor- 
ence County  Medical  Association  and  a mem- 
ber of  the  staff  of  McLeod  Memorial  Hos- 
pital. 


W.  C.  R.  TURNBULL 

Dr.  William  Charles  Robert  Turnbull,  95, 
of  Graniteville  died  on  Friday,  September  22. 
A retired  general  practitioner,  Dr.  Turnbull 
had  served  in  the  South  Carolina  House  of 
Representatives  from  Aiken  County  and  was 
a member  of  the  Aiken  County  Medical  Asso- 
ciation. 


POSTGRADUATE  COURSE 
ON 

“THE  SMALL  INTESTINE  AND  COLON” 

February  1,  2,  3,  1973 

Third  annual  course  in  Gastroenterology 
presented  by  the  Graduate  Medical  Education 
Department  of  the  Alton  Ochsner  Medical 
Foundation  with  distinguished  faculty  of  visit- 
ing professors,  local  area  guests  and  the  staff 
of  the  Ochsner  Medical  Center. 

Consideration  is  given  this  year  to  disease 
problems  of  the  small  bowel  and  colon  with 
approach  from  the  standpoint  of  newer  de- 
velopments in  the  pathophysiologic  processes 
of  these  conditions. 

Informality  is  the  rule.  Adequate  time  for 
exchange  of  ideas  and  problems  and  care 
examples  enliven  the  curriculum. 

Inquiries  concerning  this  course  should  be 
directed  to: 

William  H.  McFarland,  Administrator 
Alton  Ochsner  Medical  Foundation 
Graduate  Medical  Education  Department 
1514  Jefferson  Highway 
New  Orleans,  Louisiana  70121 
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FROM  THE  AMA 
NEWSLETTER 

PHYSICIANS  WHO  ARE  UNABLE  TO 
SUBSTANTIATE  dates  of  hospital  visits 
may  be  subjected  to  retroactive  denial  of 
Medicare  benefits,  AMA’s  Division  of  Med- 
ical Practice  warns.  Medicare  requires  that 
physicians  be  able  to  provide  documentary 
evidence  of  hospital  visits.  In  recent 
isolated  instances,  physicians  have  been 
directed  to  refund  Medicare  payments 
made  more  than  a year  ago.  In  each  case 
the  physician  had  neglected  to  make  an 
entry  on  the  hospital  record  or  to  take 
other  steps  considered  as  acceptable  proof 
by  the  Social  Security  Administration’s 
Bureau  of  Health  Insurance. 

TO  GUIDE  PHYSICIANS,  the  AMA 
has  developed  an  informational  state- 
ment based  on  Medicare  rules  and  veri- 
fied by  the  Bill.  It  reads,  in  part:  “Phy- 
sicians submitting  claims  for  hospital 
visits  to  Medicare  patients  should  make 
sure  that  there  is  an  entry  on  the  hos- 
pital record  for  each  patient  substan- 
tiating the  date  of  each  visit.  . .A  hos- 
pital rule  that  physicians  are  to  visit 
their  patients  daily  is  not  considered 
sufficient  evidence  that  such  visits  were 
in  fact  made.  Acceptable  evidence  is  the 
physician’s  progress  notes  on  the  hos- 
pital record  for  the  day  of  the  visit,  or 
nurse’s  notes  indicating  that  he  visited 
the  patient  on  that  day.  The  patient’s 
statement  that  a visit  was  made  is 
acceptable  only  if  taken  within  a reason- 
able time  after  the  visit ; entries  in  the 
physician’s  own  office  records  are  not 
considered  as  strong  evidence  as  the 
hospital  record.” 

HEW  WOULD  BE  AUTHORIZED  TO  DIS- 
CLOSE PUBLICLY  the  names  of  physi- 
cians, hospitals  and  other  providers  who 
abuse  the  Medicare  program  under  pro- 
posed regulations  issued  by  HEW.  Public 
disclosure  would  be  applicable  to  those 
providers  deemed  to  have  followed  a pat- 
tern of  providing  excessive  services  and 
also  to  those  federally  convicted  of  sub- 
mitting fraudulent  Medicare  claims.  Some 


Rondomycii 

(methacycline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  ot  the  tetracyclines 
WARNINGS.  Tetracycline  usage  during  tooth  development  (last  halt  ol  pregnancy  to  |l  I 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown)  which  is  fel 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  cou  j.l 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  thi:  b I 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindic  . 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  developrr  •)  ] 
Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  l e I 
developing  fetus  (often  related  to  retardation  of  skeletal  development),  Embryotc  y| 
has  also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  d |)| 
tooth  development.) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A dec  [n 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  ev  Si 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactatmg  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  M 
function,  reduce  usual  total  dosage  and,  if  therapy  is  prolonged,  consider  serum  I 
determinations  of  drug  The  antianabolic  action  of  tetracyclines  may  increase  BUN. 1 e 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  funr  |, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acid  9 
Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  I 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  9 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  eryth | 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  orgam  i 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy 
In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  e:l| 
nation  before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  mo 
Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity;  patienl 
anticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  do  1 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  b| 
renal,  hepatic) 

Treat  all  Group  A beta- hemolytic  streptococcal  infections  for  at  least  10  j 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  I 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  na  ! 
vomiting , diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  mr  J 
overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon),  [i 
tosensitivity  is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN,  apparently  dose  related  (See  WARNINGS) 

Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  pur 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus. 

Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  d ; 
peared  rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia. 

Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown- 
microscopic  discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  st 
are  known  to  occur 

USUAL  DOSAGE:  Adults -600  mg  daily,  divided  into  two  or  four  equally  spaced  d'1 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hOL  I 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is 
traindicated.  Rondomycin1  (methacycline  HCI)  may  be  used  for  treating  both  male:  J 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  301 1 
q i d.  fora  total  of  5.4  grams. 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  g; 
of 1 Rondomycin ’ (methacycline  HCI)  in  equally  divided  doses  over  a period  of  10-15  i| 
should  be  given.  Close  follow-up.  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia:  900  mg  daily  tor  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  tour  equally  spaced  doses. 

Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  ; 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  ii  I 
absorption  and  are  contraindicated  Food  and  some  dairy  products  also  interfere  i> 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  r I 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feejl 
In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decri  d 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  bet -I 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  I 
SUPPLIED:  Rondomycin'  (methacycline  HCI):  150  mg  and  300  mg  capsules;  syrup  j 
taming  75  mg/5  cc  methacycline  HCI 


Before  prescribing , consult  package  circular  or  latest  PDR  information 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 

Rondomycin  300 

[metihacycline  HCI]  Capsules 

Delivers  from  the  very  first  dose: 

lies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


♦Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 


WILLIAM  P.  POYTHRESS  & COMPANY.  INC.,  RICHMOND,  VIRGINIA  23217 

ryALTj/d/ca/ . *^)hz4#7uzceu/ica/&. 


consumer  groups  who  have  been  lobbying 
for  the  public  disclosure  regulations  also 
had  demanded  that  HEW  identify  any 
physician  receiving  more  than  $25,000 
annually  in  Medicare  payments,  but  HEW 
did  not  include  such  a provision  in  its  pro- 


posed regulations.  Medicare  carriers  would 
be  required  to  conduct  “appropriate  pro- 
fessional consultation”  in  those  cases 
where  it  appears  that  excessive  services 
have  been  rendered. 


OPINION  EVIDENCE  OF 
CHIROPRACTOR  HELD  INADMISSIBLE 

It  was  improper  to  permit  a chiropractor  to 
give  an  opinion  as  to  whether  an  automobile 
accident  caused  certain  medical  conditions  in 
a patient  and  as  to  the  permanency  of  the 
patient’s  injuries,  according  to  a North  Caro- 
lina appellate  court. 

After  the  patient  was  injured  in  an  auto- 
mobile accident,  suit  was  brought  against  the 
driver  of  the  other  vehicle.  At  the  trial,  a 
chiropractor  was  qualified  as  an  expert  in  the 
field  of  chiropractic.  He  gave  testimony  that 
the  patient’s  disability  could  have  been  caused 
by  the  automobile  accident. 

He  gave  further  testimony  regarding  the 
narrowing  of  the  patient’s  vertebrae.  This 
testimony  bore  upon  the  issue  of  future  dis- 
ability of  the  patient.  The  jury  returned  a 
verdict  for  the  patient. 

In  setting  aside  that  verdict  and  granting  a 
new  trial,  the  appellate  court  held  that  the 
state  statutes  carefully  define  the  practice  of 
chiropractic.  The  court  noted  that  the  practice 
is  limited  to  a special  field  and  that  court 
testimony  by  chiropractors  is  limited  to  that 
field.  The  court  felt  that,  in  this  case  the 
chiropractor  testified  in  an  area  far  beyond 
that  of  his  expertise.— Allen  v.  Hinson,  183 
S.E.2d  852  (N.C.Ct.  of  App.,  Oct.  20,  1971) 

INFORMED  CONSENT  RULE 
OVERTURNED  IN  CALIFORNIA 

A recent  action  of  the  California  Supreme 
Court,  in  effect,  expunged  a rule  on  informed 
consent  promulgated  by  a California  appellate 
court. 

In  Dow  v.  Permanente  Medical  Group,  90 
Cal.  Rptr.  747  (Cal.  1970),  the  appellate 
court  set  forth  an  unusual  rule  regarding  in- 
formed consent.  The  court  ruled  that  a pa- 
tient, in  order  to  recover  under  the  theory 
that  his  informed  consent  had  not  been  ob- 


tained, must  prove  that  the  physician  willfully, 
and  without  good  medical  reason,  withheld 
material  information. 

Subsequent  to  this  decision,  the  parties 
settled  the  lawsuit.  The  court’s  decision  was 
then  appealed  to  the  California  Supreme 
Court. 

Despite  the  fact  that  the  case  had  been 
settled,  the  California  Supreme  Court  took 
jurisdiction  of  the  appeal.  The  court  then 
dismissed  the  appeal. 

Under  the  rules  of  the  State  of  California, 
this  action  of  the  state  supreme  court  ex- 
punged the  rule  enunciated  by  the  appellate 
court.  The  Dote  decision,  therefore,  cannot 
be  cited  as  authority  in  any  subsequent  law- 
suits. 

Editors  Note:  The  Dow  decision  was  re- 
ported in  THE  CITATION,  Vol.  22,  No.  9, 
p.  129. 

STANDARD  OF  CARE  FOR 
SPECIALISTS 

In  order  to  recover  damages  for  mal- 
practice by  a specialist,  a patient  must  prove 
that  the  specialist  failed  to  meet  the  standard 
of  care  required  of  physicians  in  the  same 
specialty,  the  Arizona  Supreme  Court  ruled. 

In  an  action  for  malpractice,  counsel  for  a 
patient  called  as  a witness  a neurosurgeon 
who  practiced  in  another  state,  intending  to 
show  that  the  physician  being  sued  had  not 
followed  the  standard  of  practice  for  physi- 
cians in  his  specialty.  The  trial  court  ruled 
that  the  neurosurgeon’s  testimony  was  not 
admissible  because  he  was  not  qualified  by 
personal  experience  to  testify  as  to  the  stand- 
ard of  practice  for  the  community. 

The  matter  was  presented  by  special  action 
to  the  state  supreme  court,  where  the  primary 
question  was  whether  the  standard  of  care 
required  for  a medical  specialty  was  to  be 
judged  by  the  standards  for  a particular  local- 
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ity  or  by  general  standards  for  the  specialty. 
The  court  pointed  out  that  in  Arizona  the  rule 
for  physicians  and  surgeons  had  wavered 
between  the  standard  in  the  community  where 
the  physician  being  sued  practiced  and  the 
standard  in  a similar  community. 

The  American  Law  Institute  takes  the  posi- 
tion that  for  general  practitioners  the  standard 
should  be  that  of  similar  communities.  How- 
ever, an  exception  is  recognized  for  physicians 
representing  that  they  possess  greater  skill  in 
the  profession.  The  court  said  a specialist  in 
a branch  of  medicine  comes  under  the  ex- 
ception and  that  he  should  be  judged  by  a 
standard  based  on  the  skill  and  knowledge 
common  to  other  specialists. 

The  court  declined  to  change  the  rule  with 
regard  to  general  practitioners,  holding  that 
the  rule  for  them  should  be  the  same  or  similar 
community  test.  With  regard  to  a specialist, 
however,  the  court  held  that  in  order  for  a 
patient  to  recover  in  a malpractice  case  he 
must  establish  that  a witness  had  knowledge 
and  familiarity  with  the  standard  of  care  and 
treatment  commonly  practiced  by  physicians 
engaged  in  the  same  type  of  specialty  as  the 
physician  being  sued.— Kronke  v.  Danielson, 
Docket  No.  10778  ( Ariz.Sup.Ct.,  July  13, 
1972) 


EXAMINATION  OF  CHIROPRACTORS 

A statute  permitting  physicians,  surgeons, 
osteopaths,  and  podiatrists  applying  for  ad- 
mission to  practice  to  pass  an  examination  in 
the  basic  sciences  administered  by  their  re- 
spective national  boards  in  lieu  of  an  ex- 
amination administered  by  the  state  did  not 
discriminate  against  the  chiropractic  profes- 
sion, which  did  not  have  a national  board, 
the  Colorado  Supreme  Court  ruled. 

The  Colorado  Chiropractic  Association 
brought  action  for  a declaratory  judgment  that 
the  statute  in  question  was  unconstitutional. 
The  trial  court  declared  the  statute  to  be  un- 
constitutional in  that  it  constituted  an  arbi- 
trary discrimination  against  the  chiropractic 
profession  and  violated  the  equal  protection 
clauses  of  the  state  and  national  constitutions. 

On  appeal,  the  higher  court  reversed  the 
lower  court’s  decision,  holding  that  the 
statute  was  not  shown  to  be  unconstitutional 
beyond  a reasonable  doubt.  The  court  based 
its  reversal  on  the  fact  that  no  evidence  was 
presented  to  establish  that  the  National  Chiro- 
practic Examination  was  equivalent  to  the 
basic  science  examination  administered  by 
the  state  or  to  that  conducted  by  the  national 
boards  of  medical,  osteopathic,  and  podiatry 
examiners.— Colorado  Chiropractic  Association 
v.  Iicuser,  494  P.2d  833  ( Colo. Sup. Ct.,  March 
13,  1972) 
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A Blue  Shield  Report 


EACH  PHYSICIAN  TO  RECEIVE  FEE  PROFILE 


je  Shield  in  November  is  sending  to  each  physician  in  South  Carolina  a copy  of  the  profile  of  his  charges, 
inerated  by  computer  from  all  the  charges  listed  by  a doctor  on  all  of  his  Blue  Shield  claims  in  1971 , the 
afile  matches  procedure  codes  with  the  doctor's  usual  charge  for  each  procedure.  Because  a profile  could 
distorted  by  a doctor's  claims  with  erroneous  procedure  codes,  Blue  Shield  workshops  for  physicians' 
lice  assistants  in  October  and  November  are  devoted  to  helping  every  doctor's  office  with  correct  coding. 


NEW  FORM  CUTS  PAPER  VOLUME  TO  ONE-FIFTH 

e new  Blue  Shield  claim  form  for  use  by  physicians,  approved  by  the  Insurance  Committee  of  the 
mncil  of  the  South  Carolina  Medical  Association,  is  much  simplified  from  physicians  service  reports  used 
the  past.  The  new  form  is  easier  for  physicians  to  use  and  enables  Blue  Shield  to  pay  benefits  more 
ickly.  Moreover,  it  will  accommodate  a single  filing  for  as  many  as  five  separate  services  to  a patient, 
rlier  forms  necessitated  five  separate  claim  filings  in  such  cases. 


BLUE  CROSS  TO  PAY  HIGHER  MEDICARE  DEDUCTIBLE  AND  CO  INSURANCE 


i increase  in  Part  A Medicare  deductible  and  co-insurance  has  been  announced  by  the  U.  S.  Department 
Health,  Education  and  Welfare.  For  the  more  than  12,000  South  Carolinians  with  Blue  Cross-65,  Blue 
oss  will  pay  the  higher  charges  to  patients,  without  any  increase  in  the  premium  rate. 


COMMISSIONER  APPROVED  MERGER  OF  PLANS 


uth  Carolina's  Chief  Insurance  Commissioner  John  H.  Lindsay  has  approved  merger  of  Blue  Shield  and 
je  Cross  into  a single  corporation,  finding  after  a public  hearing  that  savings  in  overhead  costs  would 
ult. 


HEALTH  RESPONSIBILITY  PROGRAM  BEGUN  IN  SOUTH  CAROLINA 

je  Cross  in  South  Carolina  has  begun  an  informational  program  titled  "Health  Responsibility"  to  help 
intify  levels  of  usage  of  hospital  services  by  Blue  Cross  and  Blue  Shield  subscribers.  Hospital  staffs  and 
ministrators  will  receive  comparative  analyses  of  utilization  of  services  by  each  hospital  in  the  state, 
:ording  to  diagnosis  and  principal  service.  The  information  will  be  broken  down  by  age  and  sex  of 
tients. 
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The  right  school  makes 
all  the  difference 

At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere 

We  offer: 

A co  educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12 

A challenging  program  that  stimulates  excellence. 
100%  of  students  go  to  college;  14  National  Merit 
Semi-Finalists,  6 commended. 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun! 

Enrichment  and  excellence  — including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities 

Flexibility -with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential 

Complete  athletic  program  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming. 

Woodward  Academy 

For  further  information  write  or  call 
Director  of  Admissions/ P 0 Box  87190  mntWA 
College  Park,  Ga  30337/Tel.  AC  404-761 -8881  Mllllr 
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I ion  therapy  for  anemia 
is  almost  as  old  as  history  itself 


Celsus's  empirical  use  of  iron 

Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens— the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 

For  more  modern  anemia  therapy 

rp  • • ® 

1 rinsicon 

Hematinic  Concentrate 
with  Intrinsic  Factor 

(See  reverse  side  for  prescribing  information.) 


rn  • • ® 

1 rmsicon 

Hematinic  Concentrate 
with  Intrinsic  Factor 


Description:  Each  Pulvule®  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor)  240  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  B12  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


iron,  Elemental  (as  Ferrous  Fumarate)  110  mg. 

Ascorbic  Acid  (Vitamin  C)  75  mg. 

Folic  Acid  0.5  mg. 


Indications:  Trinsicon  is  a muitifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  Byl  with  Intrinsic  Factor- When  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B,2  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  B,2  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  ( Diphyllo - 
bothrium  latum ) infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B12.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,2  deficiency.  In  the  iatter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  BI2,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B12  contained  in  two  Pulvules  Trinsicon  provide  l‘/2  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Fouts  et  at.  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  B12) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  "just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenteraily.”  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Acid- Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  B,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid-vitamin  B12  interrelationship:  (I)  B,2  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  B12  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  Bl2. 

Iron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Ac/d-Vitamin  C plays  a role  in  anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin- B,j-deficiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  B12  may  resuit  in  hematologic  re- 
mission but  neurological  progression. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  B,2.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B12,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow- 
ing the  oral  administration  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 
Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  iherapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro- 
intestinal reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon®  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose®  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 

Innsicon 

Hematinic  Concentrate  with  Intrinsic  Factor 

A Comprehensive  Hematinic 


Additional  information  available 
to  the  profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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prescribe 


Inusol 


Jet 

ill  m hemorrhoidal 
I suppositories 

with  hydrocortisone 
acetate 


Each  suppository  contains  hydrocortisone 
acetate  10  mg,  bismuth  subgallate  2.25%. 
bismuth  resorcin  compound  1.75%,  benzyl 
benzoate  1.2%,  Peruvian  balsam  1.8%,  zinc 
oxide  11.0%.  and  boric  acid  5.0%,  plus  the 
following  inactive  ingredients:  bismuth 
subiodide,  calcium  phosphate,  and  color- 
ing in  a bland  hydrogenated  vegetable 
oil  base. 

Precaution  Prolonged  or  excessive  use  of 
Anusol-HC  might  produce  systemic  cortico- 
steroid effects.  Symptomatic  relief  should 
not  delay  definitive  diagnosis  or  treatment. 
Dosage  and  Administration  Anusol-HC 
One  suppository  in  the  morning  and  one  at 
bedtime  for  3 to  6 days  or  until  the  inflam- 
mation subsides.  Regular  Anusol:  One 
suppository  in  the  morning,  one  at  bedtime, 
and  one  immediately  following  each 
evacuation. 


And  for  long-term 

patient  comfort. ..recommend 

Anusol"  hemorrhoidal 
suppositories. 

Each  suppository  contains 
the  ingredients  of 
Anusol-HC  without  the 
hydrocortisone. 


Warner-Chilcott 

Division,  Warner-Lambert  Company 
Morris  Plains.  New  Jersey  07950 
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Will  his  return  to  work  mean 
the  return  of  undue  psychic  tension? 


When  it’s  mandatory  to  keep  the  post- 
coronary patient  calm,  consider  Valium  (diazepam). 

Although  he’s  promised  to  take  it  easy  back 
on  the  job,  you  know  he’s  going  back  to  the  same 
stressful  circumstances  that  may  have  contributed 
to  his  hospitalization.  If  he  experiences  excessive 
anxiety  and  tension  because  of  overreaction  to 
stress,  your  prescription  for  Valium  can  bring 
relief.  During  the  period  of  readjustment  Valium 
can  quiet  undue  anxiety. 

For  moderate  states  of  psychic  tension,  5-mg 
or  2-mg  Valium  tablets  b.  i.  d.  to  q.  i.  d.  can  usually 
provide  reliable  relief.  For  severe  tension/anxiety 
states,  the  10-mg  tablets  often  produce  desired  results.  w hJ « 

The  most  commonly  reported  side  effects  are  drowsiness,  ataxia  and  fatigue.  S ° l 
Until  individual  response  is  determined,  caution  patient  against  driving  or  operatipgf  \ 
dangerous  machinery. 


Valium  (diazepam) 

For  the  tense  cardiac  patient  who  must  be  kept  calm 
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Before  prescribing,  please  consult 
complete  product  information,  a sum- 
mary of  which  follows: 

Indications:  Tension  and  anxiety 
states;  somatic  complaints  which  are 
concomitants  of  emotional  factors;  psy- 
choneurotic states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depres- 
sive symptoms  or  agitation;  symptomatic 
relief  of  acute  agitation,  tremor,  delirium 
tremens  and  hallucinosis  due  to  acute 
alcohol  withdrawal;  adjunctively  in 
skeletal  muscle  spasm  due  to  reflex 
spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders, 
athetosis,  stiff-man  syndrome,  convulsive 
disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersen- 
sitivity to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open 
angle  glaucoma  who  are  receiving 
appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic 
patients.  Caution  against  hazardous 
occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in 
convulsive  disorders,  possibility  of  in- 
crease in  frequency  and/or  severity  of 
grand  mal  seizures  may  require  increased 
dosage  of  standard  anticonvulsant  medi- 
cation; abrupt  withdrawal  may  be 
associated  with  temporary  increase  in 
frequency  and/or  severity  of  seizures. 


Advise  against  simultaneous  ingestion  of 
alcohol  and  other  CNS  depressants. 
Withdrawal  symptoms  (similar  to  those 
with  barbiturates  and  alcohol)  have 
occurred  following  abrupt  discontinuance 
(convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating). 
Keep  addiction-prone  individuals  under 
careful  surveillance  because  of  their 
predisposition  to  habituation  and  depend- 
ence. In  pregnancy,  lactation  or  women 
of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other 
psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines, 
narcotics,  barbiturates,  MAO  inhibitors 
and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indi- 
cated in  patients  severely  depressed,  or 
with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in 
impaired  renal  or  hepatic  function. 

Limit  dosage  to  smallest  effective 
amount  in  elderly  and  debilitated  to 
preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion, 
diplopia,  hypotension,  changes  in  libido, 
nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation, 
headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor, 
vertigo,  urinary  retention,  blurred  vision. 
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Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  halldcina-  2 
tions,  increased  muscle  spasticity-1  £ 

insomnia,  rage,  sleep  disturbances,  t 

stimulation  have  been  reported;  should  f 
these  occur,  discontinue  drug.  Isolated  j* 
reports  of  neutropenia,  jaundice; 
periodic  blood  counts  and  liver  function 
tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum 
beneficial  effect.  Adults:  Tension,  anxiety 
and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d. 
or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d. 
or  q.i.d.  as  needed;  adjunctively  in 
skeletal  muscle  spasm,  2 to  10  mg  t.i.d. 
or  q.i.d.;  adjunctively  in  convulsive  dis- 
orders, 2 to  10  mg  b.i.d.  to  q.i.d. 

Geriatric  or  debilitated  patients-.  2 to 
2%  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated. 

(See  Precautions.)  Children-.  1 to  2xh  mg 
t.i.d.  or  q.i.d.  initially,  increasing  as 
needed  and  tolerated  (not  for  use  under 
6 months). 

Supplied:  Valium®  (diazepam) 
Tablets,  2 mg,  5 mg  and  10  mg;  bottles 
of  100  and  500.  All  strengths  also 
available  in  Tel-E-Dose  ® packages 
of  1000. 
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One  of  the  familiar  line  of 
(ordran  products 


Additional  information  available 
to  the  profession  on  request 
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Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


Everybody  experiences  psychic  tension. 


and  a few  may  need  counseling 
and  the  psychotropic  action  of  Valium®  (diazepam). 


Before  deciding  to  make  Valium 
zepam)  part  of  your  treatment 
a,  check  on  w hether  or  not  the 
ient  is  presently  taking  drugs 
I,  if  so,  w hat  his  response  has 
n.  Along  with  the  medical  and 
ial  history,  this  information  can 
j you  determine  initial  dosage, 
possibility  of  side  effects  and 
ultimate  prospects  of  success 
ail  ure. 

While  Valium  can  be  a most 
aful  adjunct  to  your  counseling, 
tould  be  prescribed  only  as  long 
xcessive  psychic  tension  per- 
s and  should  be  discontinued 
en  you  decide  it  has  accom- 
hed  its  therapeutic  task.  In 
eral,  when  dosage  guidelines 
followed,  Valium  is  well 
rated  (see  Dosage).  For  con- 
ience  it  is  available  in  2-mg,  5-mg 
l 1 o-mg  tablets. 

Drowsiness,  fatigue  and  ataxia 
e been  the  most  commonly  re- 
ted side  effects. 

Until  response  is  determined, 
ients  receiving  Valium  should 
:autioned  against  engaging  in 
ardous  occupations  requiring 
nplete  mental  alertness,  such 
Iriving  or  operating  machinery. 


ROCHE 


Roche  Laboratories 
► Division  o<  Hoffmann-La  Roche  Inc. 
Nutley,  N J 07110 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Tension  and  anxiety  states;  somatic  com- 
plaints which  are  concomitants  of  emotional  factors;  psycho- 
I \0e~UTptic\$^ates  manifested  by  tension,  anxiety,  apprehension, 
fatigue,  depressive  symptoms  or  agitation;  symptomatic  relief 
dr  acute  agitation,  tremor,  delirium  tremens  ana  hallucinosis 
5 dtHUo  acute  alcohol  withdrawal;  adjunctively  in  skeletal 

muslle  spasm  due  to  reflex  spasm  to  local  pathology,  spasticity 
caused  by  upper  motor  neuron  disorders,  athetosis,  stiff-man 
syndrome,  convulsive  disorders  (not  for  sole  therapy). 

Contraindicated:  Known  hypersensitivity  to  the  drug. 
Children  under  6 months  of  age.  Acute  narrow  angle  glau- 
coma; may  be  used  in  patients  with  open  angle  glaucoma  who 
are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patients.  Caution 
against  hazardous  occupations  requiring  complete  mental 
alertness.  When  used  adjunctively  in  convulsive  disorders, 
possibility  of  increase  in  frequency  and/or  severity  of  grand 
mal  seizures  may  require  increased  dosage  of  standard  anti- 
convulsant medication;  abrupt  withdrawal  may  be  associated 
with  temporary  increase  in  frequency  and/or  severity  of 
seizures.  Advise  against  simultaneous  ingestion  of  alcohol  and 
other  CNS  depressants.  Withdrawal  symptoms  (similar  to 
those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and 
muscle  cramps,  vomiting  and  sweating).  Keep  addiction-prone 
individuals  under  careful  surveillance  because  of  their  pre- 
disposition to  habituation  and  dependence.  In  pregnancy, 
lactation  or  women  of  childbearing  age,  weigh  potential 
benefit  against  possible  hazard. 

Precautions:  If  combined  with  other  psychotropics  or 
anticonvulsants,  consider  carefully  pharmacology  of  agents 
employed;  drugs  such  as  phenothiazines,  narcotics,  barbi- 
turates, MAO  inhibitors  and  other  antidepressants  may  poten- 
tiate its  action.  Usual  precautions  indicated  in  patients 
severely  depressed,  or  with  latent  depression,  or  with  suicidal 
tendencies.  Observe  usual  precautions  in  impaired  renal  or 
hepatic  function.  Limit  dosage  to  smallest  effective  amount  in 
elderly  and  debilitated  to  preclude  ataxia  or  oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia,  hypoten- 
sion, changes  in  libido,  nausea,  fatigue,  depression,  dysarthria, 
jaundice,  skin  rash,  ataxia,  constipation,  headache,  incon- 
tinence, changes  in  salivation,  slurred  speech,  tremor,  vertigo, 
urinary  retention,  blurred  vision.  Paradoxical  reactions  such 
as  acute  hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimula- 
tion have  been  reported;  should  these  occur,  discontinue  drug. 
Isolated  reports  of  neutropenia,  jaundice;  periodic  blood 
counts  ana  liver  function  tests  advisable  during  long-term 
therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect. 
Adults:  Tension,  anxiety  and  psychoneurotic  states,  2 to  10  mg 
b.i.d.  to  q.i.d.;  alcoholism,  10  mg  t.i.d.  or  q.i.d.  in  first  24  hours, 
then  5 mg  t.i.d.  or  q.i.d.  as  needed;  adjunctively  in  skeletal 
muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunctively  in 
convulsive  disorders,  2 to  10  mg  b.i.d.  to  q.i.d.  Geriatric  or 
debilitated  patients:  2 to  2 V2  mg,  1 or  2 times  daily  initially, 
increasing  as  needed  and  tolerated.  (See  Precautions.)  Children: 

1 to  2V2  mg  t.i.d.  or  q.i.d.  initially,  increasing  as  needed  and 
tolerated  (not  for  use  under  6 months). 

Supplied:  Valium®  (diazepam)  Tablets,  2 mg,  5 mg  and 
10  mg;  bottles  of  100  and  500.  All  strengths  also  available  in 
Tel-L-Dose®  packages  of  1000. 


Valium 

(diazepam) 

To  help  you  manage  excessive  psychic  tension 
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lould  old  depressives  be  forgot? 


atric  depressive, 
ible  to  concentrate  he  tends 
ittle  interest  in  the  affairs 
lim.  His  reactions  are  slow 
yed.  He  speaks  very  little. 


One  way  of  relieving  depres- 
sion in  the  geriatric  patient  is  with 
Tofranil. 


Please  read  the  prescribing  information  for  details 
of  usage  (lower  dosages  are  recommended  for  elderly 


lipramine  hydrochloride  USP 

ations:  The  concomitant  use  of  this  agent 
nine  oxidase  inhibiting  (M.A.O.l. ) com- 
mtraindieated.  Hyperpyretic  crises  or 
ulsive  seizures  may  occur.  Potentiation  of 
cts  can  be  serious  or  even  fatal.  An  interval 
1 days  after  M.A.O.l.  therapy  has  been 
d should  be  allowed  before  this  drug  may 
;ed.  Initial  dosage  should  be  low,  increases 
radual.  and  the  patient's  progress  should 
observed.  The  drug  is  also  contraindicated 
he  acute  recovery  period  after  myocardial 
bl  in  patients  with  known  hypersen- 
he  drug.  Cross-sensitivity  to  other  dibenz- 
lpounds  should  be  kept  in  mind, 
igs:  Usage  in  Pregnancy:  Safe  use  of 
during  pregnancy  and  lactation  has  not 
ished;  therefore,  in  administering  the  drug 
patients,  nursing  mothers,  or  women  of 
% potential,  the  potential  benefits  must  be 
ainst  the  possible  hazards.  Animal  repro- 
dies have  yielded  inconclusive  results, 
been  clinical  reports  of  congenital  mal- 
ssociated  with  the  use  of  this  drug,  but  a 
ionship  has  not  been  confirmed, 
tie  caution  should  be  used  w'hen  this  drug 

Aith  cardiovascular  disease  because  of  the 
y of  conduction  defects,  arrhythmias, 
ial  infarction,  strokes  and  tachycardia; 

Aith  increased  intraocular  pressure,  history 
y retention,  or  history  of  narrow-angle 
r because  of  the  drug's  anticholinergic 
s; 

Toid  patients  or  those  on  thyroid  medica- 
use  of  the  possibility  of  cardiovascular 

with  a history  of  seizure  disorder  because 
; has  been  shown  to  lower  the  seizure 

1; 

receiving  guanethidine  or  similar  agents 
pramine  may  block  the  pharmacologic 
these  drugs. 

in  Children:  Pending  evaluation  of  results 
il  trials  in  children,  the  drug  is  not  recom- 
use in  patients  under  twelve  years  of  age. 
he  drug  may  impair  the  mental  and/or 


physical  abilities  required  for  the  performance  of 
potentially  hazardous  tasks,  such  as  operating  an 
automobile  or  machinery,  the  patient  should  be 
cautioned  accordingly. 

Precautions:  Because  of  the  possibility  of  suicide 
in  seriously  depressed  patients,  careful  supervision 
during  the  early  phase  of  treatment  is  necessary  and 
hospitalization  may  be  required.  Prescriptions  should 
be  written  for  the  smallest  amount  feasible. 

Hvpomanic  or  manic  episodes  may  occur,  partic- 
ularly in  patients  with  cyclic  disorders.  Such  reactions 
may  necessitate  discontinuation  of  the  drug.  If  needed, 
imipramine  may  be  resumed  in  lower  dosage  when 
these  episodes  are  relieved.  Administration  of  a tran- 
quilizer may  be  useful  in  controlling  such  episodes. 

Prior  to  elective  surgery,  imipramine  should  be 
discontinued  for  as  long  as  the  clinical  situation  will 
allow. 

An  activation  of  the  psychosis  may  occasionally 
be  observed  in  schizophrenic  patients  and  may  re- 
quire reduction  of  dosage  and  the  addition  of  a 
phenothiazine. 

In  occasional  susceptible  patients  or  in  those 
receiving  anticholinergic  drugs  (including  anti- 
parkinsonism agents)  in  addition,  the  atropine-like 
effects  may  become  more  pronounced  (e.g.  paralytic 
ileus).  Close  supervision  and  careful  adjustment  of 
dosage  is  required  when  this  drug  is  administered 
concomitantly  with  anticholinergic  or  sympathomi- 
metic drugs. 

Patients  should  be  warned  that  the  concomitant 
use  of  alcoholic  beverages  may  be  associated  with 
exaggerated  effects. 

Both  elevation  and  lowering  of  blood  sugar  levels 
have  been  reported. 

Concurrent  administration  of  imipramine  with 
electroshock  therapy  may  increase  the  hazards;  such 
treatment  should  be  limited  to  those  patients  for  w hom 
it  is  essential. 

Adverse  Reactions:  Cardiovascular  Hypoten- 
sion. hypertension,  tachycardia,  palpitation,  myo- 
cardial infarction,  arrhv  thmias.  heart  block,  stroke, 
falls. 

Psychiatric:  Confusional  states  (especially  in  the 
elderly)  with  hallucinations,  disorientation,  delu- 
sions; anxiety,  restlessness,  agitation;  insomnia  and 
nightmares;  hvpomania;  exacerbation  of  psychosis. 

Neurological:  Numbness,  tingling,  paresthesias 


of  extremities;  incoordination,  ataxia,  tremors; 
peripheral  neuropathy;  extrapyramidal  symptoms; 
seizures,  alterations  in  EEG  patterns;  tinnitus. 

Anticholinergic:  Dry  mouth,  and,  rarely,  asso- 
ciated sublingual  adenitis;  blurred  vision,  disturbance: 
of  accommodation,  mydriasis;  constipation,  paralytic 
ileus;  urinary  retention,  delayed  micturition,  dilation 
of  the  urinary  tract. 

Allergic:  Skin  rash,  petechiae.  urticaria,  itching, 
photosensitization  (avoid  excessive  exposure  to  sun- 
light); edema  (general  or  of  face  and  tongue),  drug 
fever,  cross-sensitivitv  with  desipramine. 

Hematologic:  Bone  marrow  depression  in- 
cluding agranulocytosis;  eosinophilia:  purpura; 
thrombocytopenia.  Leukocyte  and  differential  counts 
should  be  performed  in  any  patient  who  develops  feve 
and  sore  throat  during  therapy:  the  drug  should  be 
discontinued  if  there  is  evidence  of  pathological 
neutrophil  depression. 

Gastrointestinal:  Nausea  and  vomiting,  anorexia 
epigastric  distress,  diarrhea;  peculiar  taste,  stomatitis 
abdominal  cramps,  black  tongue. 

Endocrine:  Gynecomastia  in  the  male;  breast 
enlargement  and  galactorrhea  in  the  female:  in- 
creased or  decreased  libido,  impotence;  testicular 
swelling;  elevation  or  depression  of  blood  sugar 
levels. 

Other:  Jaundice  (simulating obstructive):  alterec 
liver  function;  weight  gain  or  loss;  perspiration;  flush 
ing;  urinary  frequency;  drowsiness,  dizziness,  weak- 
ness and  fatigue;  headache;  parotid  swelling;  alopecia 

Withdrawal  Symptoms  Though  not  indicative 
of  addiction,  abrupt  cessation  of  treatment  after  pro- 
longed therapy  may  produce  nausea,  headache  ar.d 
malaise. 

How  Supplied : Round  tablets  of  25  and  50  mg  ; 
triangular  tablets  of  10  mg.  for  geriatric  and  ado- 
lescent use;  and  ampuls,  each  containing  25  mg.  in 
2 cc.  for  I. M.  administration.  (B)98-146-850-H  (7/71 

For  complete  details,  including  dosage,  please  refer 
to  the  full  prescribing  information. 


GEIGY  Pharmaceuticals 

Division  of  C1BA-GEIGY  Corporation 

Ardsley.  New  York  10502 


TO  8575 


When  you  select  this  familiar  antibiotic  for 
IV  infusion  you  have  available  a broad  dosage  range 
that  hospitalized  patients  may  need. 


Intravenous  Lincocin  (lincomycin 
hydrochloride,  Upjohn),  with  its  1.2  to 
8 grams/ day  dosage  range,  covers  many 
serious  and  even  life-threatening 
infections.  Lincocin  is  effective  in 
infections  due  to  susceptible  strains  of 
streptococci,  pneumococci,  and 
staphylococci.  Lincocin  IV  therefore 
can  be  as  useful  in  your  hospitalized 
patients  as  its  IM  use  has  proved  to  be  in 
your  office  patients.  As  with  all 
antibiotics,  in  vitro  susceptibility  studies 
should  be  performed. 


1.2  to  8 grams/ day  IV  dosage  range: 

Most  hospitalized  patients  with 
uncomplicated  pneumonias  respond 
satisfactorily  to  1.2  to  1.8  grams/day  of 
Lincocin  IV.  These  doses  may  have  to 
be  increased  for  more  serious  infections. 


; 


i ; 


In  life-threatening  situations  as  much 
as  8 grams/ day  has  been  administered 
intravenously  to  adults. 

In  usual  IV  doses,  Lincocin  (lincomycin 
hydrochloride,  Upjohn)  should  be 
diluted  in  250  ml  or  more  of  normal 
saline  solution  or  5 % glucose  in  water.  Is 
But  when  4 grams  or  more  per  day  is 
given,  Lincocin  should  be  diluted  in  not  1 
less  than  500  ml  of  either  solution, 
and  the  rate  of  administration  should 
not  exceed  100  ml/hour.  Too  rapid 
intravenous  administration  of  doses 
exceeding  4 grams  may  result  in 
hypotension  or,  in  rare  instances, 
cardiopulmonary  arrest. 
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Effective  gram-positive  antibiotic: 

Lincocin  IV  is  effective  in  respiratory 
tract,  skin  and  soft-tissue,  and  bone 


ections  caused  by  susceptible  strains 
pneumococci,  streptococci,  and 
phylococci,  including  penicillin- 
istant  strains.  Staphylococcal  strains 
istant  to  Lincocin  (lincomycin 
irochloride,  Upjohn)  have  been 
overed.  Before  initiating  therapy, 
ture  and  susceptibility  studies  should 
performed.  Lincocin  has  proved 
uable  in  treating  patients  hyper- 
isitive  to  penicillin  or  cephalosporins, 
ce  Lincocin  does  not  share 
igenicity  with  these  compounds, 
wever,  hypersensitivity  reactions 
/e  been  reported,  some  of  these  in 
ients  known  to  be  sensitive  to 
licillin. 


administered  concomitantly  with  other 
antimicrobial  agents  when  indicated. 
However,  Lincocin  should  not  be  used 
with  erythromycin,  as  in  vitro  antagonism 
has  been  reported. 

Lincocin' 

Sterile  Solution  (300  mg  per  ml) 

(lincomycin  hydrochloride, Upjohn) 

For  further  prescribing  information,  please  see  following  page. 


ill  tolerated  at  infusion  site:  Lincocin 
ravenous  infusions  have  not 
>duced  local  irritation  or  phlebitis, 
m given  as  recommended.  Lincocin 
sually  well  tolerated  in  patients  who 
hypersensitive  to  other  drugs, 
vertheless,  Lincocin  should  be  used 
itiously  in  patients  with  asthma  or 
lificant  allergies. 


patients  with  impaired  renal  function, 
recommended  dose  of  Lincocin 
•uld  be  reduced  to  25—30%  of 
dose  for  patients  with  normal 
ney  function.  Its  safety  in 
gnant  patients  and  in  infants 
; than  one  month  of  age  has 
been  established. 


icocin  may  be  used  with  other 
imicrobial  agents:  Since  Lincocin 
:able  over  a wide  pH  range,  it  is 
:able  for  incorporation  in 
avenous  infusions;  it  also  may  be 


Up  to  8 grams  per  day  by  IV  infusion  for 
hospitalized  patients  with  life-threatening  infections. 
Lincocin  is  effective  in  infections  due  to 
susceptible  strains  of  streptococci,  pneumococci, 
and  staphylococci.  As  with  all  antibiotics, 
in  vitro  susceptibility  studies  should  be  performed. 


Each  Lincomycin 

preparation  hydrochloride 

contains:  monohydrate 

equivalent  to 
lincomycin  base 

250  mg  Pediatric  Capsule 250  mg 

500  mg  Capsule  500  mg 

^Sterile  Solution  per  1 ml 300  mg 

Syrup  per  5 ml  250  mg 


^Contains  also:  Benzyl  Alcohol  9 mg;  and, 
Water  for  Injection — q.s. 

Lincocin  (lincomycin  hydrochloride)  is  in- 
dicated in  infections  due  to  susceptible  strains 
of  staphylococci,  pneumococci,  and  strepto- 
cocci. In  vitro  susceptibility  studies  should 
be  performed.  Cross  resistance  has  not  been 
demonstrated  with  penicillin,  ampicillin, 
cephalosporins,  chloramphenicol  or  the  tet- 
racyclines. Some  cross  resistance  with  eryth- 
romycin has  been  reported.  Studies  indicate 
that  Lincocin  does  not  share  antigenicity 
with  penicillin  compounds. 

CONTRAINDICATIONS:  History  of  prior 
hypersensitivity  to  lincomycin  or  clindamy- 
cin. Not  indicated  in  the  treatment  of  viral 
or  minor  bacterial  infections. 

WARNINGS:  CASES  OF  SEVERE  AND 
PERSISTENT  DIARRHEA  HAVE  BEEN 
REPORTED  AND  HAVE  AT  TIMES 
NECESSITATED  DISCONTINUANCE 
OF  THE  DRUG.  THIS  DIARRHEA  HAS 
BEEN  OCCASIONALLY  ASSOCIATED 
WITH  BLOOD  AND  MUCUS  IN  THE 
STOOLS  AND  HAS  AT  TIMES  RE- 
SULTED IN  AN  ACUTE  COLITIS.  THIS 
SIDE  EFFECT  USUALLY  HAS  BEEN 
ASSOCIATED  WITH  THE  ORAL  DOS- 
AGE FORM  BUT  OCCASION  ALLY  HAS 


BEEN  REPORTED  FOLLOWING  PA- 
RENTERAL THERAPY.  A careful  inquiry 
should  be  made  concerning  previous  sensi- 
tivities to  drugs  or  other  allergens.  Safety 
for  use  in  pregnancy  has  not  been  estab- 
lished and  Lincocin  (lincomycin  hydrochlo- 
ride) is  not  indicated  in  the  newborn.  Reduce 
dose  25  to  30%  in  patients  with  severe  im- 
pairment of  renal  function. 

PRECAUTIONS:  Like  any  drug,  Lincocin 
should  be  used  with  caution  in  patients 
having  a history  of  asthma  or  significant 
allergies.  Overgrowth  of  nonsusceptible  or- 
ganisms, particularly  yeasts,  may  occur  and 
require  appropriate  measures.  Patients  with 
pre-existing  monilial  infections  requiring 
Lincocin  therapy  should  be  given  concomi- 
tant antimoniHal  treatment.  During  pro- 
longed Lincocin  therapy,  periodic  liver 
function  studies  and  blood  counts  should  be 
performed.  Not  recommended  (inadequate 
data)  in  patients  with  pre-existing  liver  dis- 
ease unless  special  clinical  circumstances  in- 
dicate. Continue  treatment  of  /3-hemolytic 
streptococci  infections  for  10  days  to 
diminish  likelihood  of  rheumatic  fever  or 
glomerulonephritis. 

ADVERSE  REACTIONS:  Gastrointestinal 
—Glossitis,  stomatitis,  nausea,  vomiting.  Per- 
sistent diarrhea,  enterocolitis,  and  pruritus 
ani.  Hemopoietic— Neutropenia,  leukopenia, 
agranulocytosis,  and  thrombocytopenic  pur- 
pura have  been  reported.  Hypersensitivity 
reactions—  Hypersensitivity  reactions  such 
as  angioneurotic  edema,  serum  sickness,  and 
anaphylaxis  have  been  reported,  sometimes 
in  patients  sensitive  to  penicillin.  If  allergic 
reaction  occurs,  discontinue  drug.  Have 
epinephrine,  corticosteroids,  and  antihista- 


mines available  for  emergency  treatment 
Skin  and  mucous  membranes— Skin  rashe: 
urticaria,  vaginitis,  and  rare  instances  of  ex 
foliative  and  vesiculobullous  dermatitis  hav 
been  reported.  Liver— Although  no  direct  re 
lationship  to  liver  dysfunction  is  establishec 
jaundice  and  abnormal  liver  function  test 
(particularly  serum  transaminase)  have  bee 
observed  in  a few  instances.  Cardiovascula 
—Instances  of  hypotension  following  parec 
teral  administration  have  been  reported 
particularly  after  too  rapid  IV  administra 
tion.  Rare  instances  of  cardiopulmonary  at 
rest  have  been  reported  after  too  rapid  P 
administration.  If  4.0  grams  or  more  admit 
istered  IV,  dilute  in  500  ml  of  fluid  an' 
administer  no  faster  than  100  ml  per  hour 
Special  senses— Tinnitus  and  vertigo  hav 
been  reported  occasionally.  Local  reaction 
—Excellent  local  tolerance  demonstrated  t 
intramuscularly  administered  Lincoci 
(lincomycin  hydrochloride).  Reports  of  pai 
following  injection  have  been  infrequent 
Intravenous  administration  of  Lincocin  i 
250  to  500  ml  of  5%  glucose  in  distillfc 
water  or  normal  saline  has  produced  r 
local  irritation  or  phlebitis. 

HOW  SUPPLIED:  250  mg  and  500  m 
Capsules— bottles  of  24  and  100.  Steril 
Solution,  300  mg  per  ml— 2 and  10  ml  vial 
and  2 ml  syringe.  Syrup,  250  mg  per  5 m 
—60  ml  and  pint  bottles. 

For  additional  product  information,  consul 
the  package  insert  or  see  your  Upjoh ; 
representative. 

MED  B-6-S  (k.ZL-7)  JA7 1-163! 

The  Upjohn  Company 
Kalamazoo,  Michigan  49001 


Survival 
of  the  fittest 


Remarkably  well  tolerated. 
Highly  predictable. 

Prompt,  smooth,  gentle  action. 
Saves  your  patients  money 


Butisol 

(SODIUM  BUTABARBITAL) 


SODIUM" 


Tablets  15  mg.,  30  mg. 

Elixir  30  mg./5  cc.  (alcohol  7%) 


Indications:  Useful  as  a daytime  sedative  when  mild  sedation  is  required. 

Contraindications:  Porphyria  or  sensitivity  to  barbiturates  Warning:  May  be  habit  forming 
Precautions:  Exercise  caution  in  moderate  to  severe  hepatic  disease  Elderly  or  debilitated  patients 
may  react  with  marked  excitement  or  depression  Adverse  Reactions:  Drowsiness  at  daytime 
sedative  dose  levels,  skin  rashes,  hangover  and  systemic  disturbances  are  seldom  seen 
Usual  Adult  Dosage:  For  daytime  sedation,  15  mg  to  30  mg  t i d or  q i d 
Also  available:  BUTICAPS*  [Capsules  BUTISOL  SODIUM  (sodium  butabarbital) ] 15  mg  , 30  mg., 

McNeil  Laboratories.  Inc  , Fort  Washington,  Pa  19034 

1 McNEII ) 


What  makes 
a good 
hearing  aid 

GREAT? 


The  man  who  does  the  fitting. 


There  are  a lot  of  good  hearing  aids  on  the 
market,  but  how  well  you  hear  with  any  aid  depends 
to  a great  degree  on  the  ability  of  the  hearing  aid 
dealer  to  properly  “fit”  the  correct  aid  for  your 
individual  hearing  problem. 

The  services  offered  by  your  MAICO  dealer 
reflect  Maico’s  30-year  record  of  integrity  and  experi- 
ence, willingness  to  stand  behind  their  product,  and 
the  care  and  thoroughness  with  which  Maico  selects 
and  trains  dealers  to  serve  the  hard  of  hearing.  Your 
Maico  dealer  is  a good  man  to  know  if  you  have  a 
hearing  problem. 

You  can  rely  on  MAICO— “Most  Respected  Name 


in  Hearing. 

55!  MAICO 


"For  Audiometers  and  Sound  Rooms” 


Young's  Hearing  Aid  Service 
1607  Brabham  Avenue 
Columbia,  S.  C.  29202 
263-7085 

Young's  Hearing  Aid  Service 
511  W.  Palmetto  Street 
Florence,  S.  C. 

662-1211 


Young’s  Hearing  Aid  Service 
800  Pendleton  Street 
Greenville,  S.  C. 

232-1007 

Melton  Hearing  Aid  Center 
326  King  Street 
Charleston,  S.  C.  29402 
772-1219 


The  right  school  makes 
all  the  difference 

At  WOODWARD  ACADEMY  your  child  can 
find  meaningful  direction  in  a challenging 
learning  atmosphere 

We  offer: 

A co-educational,  college  prep  boarding  school 
program  for  boys  and  girls,  Grades  7-12. 

A challenging  program  that  stimulates  excellence 
100%  of  students  go  to  college;  14  National  Merit 
Semi-Finalists,  6 commended 

The  unique  experience  of  the  boarding  school 
where  the  student  cultivates  independence,  indivi- 
dual responsibility,  new  and  interesting  friends, 
maturity,  and  lots  of  fun! 

Enrichment  and  excellence -including  advanced 
placement  studies,  computer  training,  closed 
circuit  TV  system,  planetarium,  skilled  faculty 
committed  to  help  the  student,  and  modern 
facilities. 

Flexibility -with  a Reading  Disability  Program 
for  students  handicapped  with  Dyslexia  but  who 
have  college  potential 

Complete  athletic  program:  soccer,  tennis,  track, 
basketball,  gymnastics.  Woodward  is  the  1970-71 
State  Champion  in  Football,  Wrestling,  and 
Swimming 

Woodward  Academy 

For  further  information  write  or  call: 

Director  of  Admissions/ P 0 Box  87190 
College  Park.Ga  30337  / Tel  AC  404-761-8881 


Gantrisin^  (sulfisoxazole)  Roche*4  provides 

your  patients  with 

many  important  advantages: 

. high  urinary  levels 

. generally  good  tolerance 

. high  solubility  at  average  urinary  pH 

• rapid  absorption 

. rapid  renal  clearance 

• high  plasma  concentrations 

• economy 


Before  prescribing,  please  consult  complete  product 
information,  a summary  of  which  follows: 

Indications:  Nonobstructed  urinary  tract  infection: 
(mainly  cystitis,  pyelitis,  pyelonephritis)  due  to  sus 
ceptible  organisms.  Important  Note:  In  vitro  sen 
sitivity  tests  not  always  reliable;  must  be  coordinate: 
with  bacteriological  and  clinical  response.  Adc 
aminobenzoic  acid  to  follow-up  culture  media.  In 
creasing  frequency  of  resistant  organisms  limits  use 
fulness  of  antibacterial  agents,  especially  in  chronit 
and  recurrent  urinary  infections.  Maximum  safe  tota 
sulfonamide  blood  level,  20  mg/100  ml;  measure 
levels  as  variations  may  occur. 

Contraindications:  Hypersensitivity  to  sulfonamides 
infants  less  than  2 months  of  age;  pregnancy  at  tern: 
and  during  the  nursing  period. 

Warnings:  Safety  in  pregnancy  not  established.  Dc 
not  use  for  group  A beta-hemolytic  streptococcal  in 
fections,  as  sequelae  (rheumatic  fever,  glomerulone 
phritis)  are  not  prevented.  Deaths  reported  fron; 
hypersensitivity  reactions,  agranulocytosis,  aplast 
anemia  and  other  blood  dyscrasias.  Sore  throat,  fever 
pallor,  purpura  or  jaundice  may  be  early  indication:: 
of  serious  blood  disorders.  CBC  and  urinalysis  with, 
careful  microscopic  examination  should  be  performs; 
frequently. 

Precautions:  Use  cautiously  in  patients  with  impaire: 
renal  or  hepatic  function,  severe  allergy  or  bronchia’! 
asthma.  Hemolysis,  frequently  dose-related,  may  cc  : 
cur  in  glucose-6-phosphate  dehydrogenase-deficier 
patients.  Maintain  adequate  fluid  intake  to  prever  ! 
crystalluria  and  stone  formation. 

Adverse  Reactions:  Blood  dyscrasias:  Agranuloc-.  j 
tosis,  aplastic  anemia,  thrombocytopenia,  leukopenia'; 
hemolytic  anemia,  purpura,  hypoprothrombinemia  ancj 
methemoglobinemia;  Allergic  reactions:  Erythema 
multiforme  (Stevens-Johnson  syndrome),  generalize; j 
skin  eruptions,  epidermal  necrolysis,  urticaria,  serir ; 
sickness,  pruritus,  exfoliative  dermatitis,  anaphylac  j 
toid  reactions,  periorbital  edema,  conjunctival  arc; 
scleral  injection,  photosensitization,  arthralgia  and  a 
lergic  myocarditis;  Gastrointestinal  reactions:  Nausea! 
emesis,  abdominal  pains,  hepatitis,  diarrhea,  anoijj 
rexia,  pancreatitis  and  stomatitis;  C.N.S.  reactions  \ 
Headache,  peripheral  neuritis,  mental  depression! 
convulsions,  ataxia,  hallucinations,  tinnitus,  vertioc; 
and  insomnia;  Miscellaneous  reactions:  Drug  feveyj 
chills  and  toxic  nephrosis  with  oliguria  and  anuri® 
Periarteritis  nodosa  and  L.E.  phenomenon  have  oc 
curred.  Due  to  certain  chemical  similarities  with  sort.' 
goitrogens,  diuretics  (acetazolamide,  thiazides)  arc.: 
oral  hypoglycemic  agents,  sulfonamides  have  cause: 
rare  instances  of  goiter  production,  diuresis  and  hype* j 
glycemia  as  well  as  thyroid  malignancies  in  rats  fo 
lowing  long-term  administration.  Cross-sensitivi; 
with  these  agents  may  exist. 

Supplied:  Tablets  containing  0.5  Gm  sulfisoxazole. 


X Roche  Laboratories 
ROCHE  > Division  of  Hoffmann-La  Roche  Ire 
/ Nutley.  N J.  07110 


n acute,  recurrent  or  chronic  nonobstructed  cystitis 


TWO  MORE 

BENEFITS  OF 
GANTRISIN 

sulfisoxazole/Roche 

ANDABQNUS 


6. 

High  plasma  concentrations 

For  most  urinary  tract  infections,  therapeutic  plasma  levels  (5  to 
10  mg  per  cent)  are  usually  reached  in  2 to  3 hours  and 
can  be  maintained  on  a dosage  of  4 to  8 Gm/day. 
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Economy 

Average  daily  cost  of  therapy  only  about  780 
(3  tablets  q.i.d.) 


bonus 

The  Roche  commitment  to  sulfonamide  research 

Thirty  years  of  research  in  sulfonamide  development  and 
technology  provide  you  with  a drug  which  is  the 
standard  in  its  field. 


For  nonobstructed  cystitis 
begin  with 

Gantrisin 

sulfisoxazole/Roche 

Usual  adult  dosage: 

4 to  8 tablets  stat 
2 to  4 tablets  q.i.d. 


Here  is  the  only 

private  psychiatric  hospital 

in  the  Savannah  Coastal  Empire. 


It's  Broad  Oaks  Hospital.  It's  new. 

A modern  72-bed  facility  offering  the  greatest  concern  for  each  person's  comfort, 
care,  privacy  and  self-esteem.  The  only  private  hospital  of  its  kind  in  the  coastal 
region  of  South  Carolina,  Georgia  and  Northeast  Florida. 

Broad  Oaks  provides  individual  therapy  programs,  tailored  to  fit  the  specific 
needs  of  each  person,  and  specialized  treatment  programs  for  the  problems  associated 
with  drug  and  alcohol  abuse. 

You'll  also  find  a full  range  of  medical  services  at  Broad  Oaks.  Clinical  labora- 
tories. A radiology  department. 

The  staff  and  management  are  experienced  professionals.  On  duty,  around-the- 
clock.  Specially  trained  in  psychiatric  care.  Qualified  to  offer  invaluable  service  to 
the  physicians  and  patients  of  Broad  Oaks  Hospital. 


The  members  of  the  Broad  Oaks  medical  staff: 


HENRY  A.  BRANDT,  M.D. 
220  East  Hal!  Street 
Savannah,  Ga. 

Phone  912-232-1155 

A,  H.  CENTER,  M.D. 

10  Medical  Arts  Center 
Savannah,  Ga. 

Phone  912-355-1455 


FRANK  M.  JOHNSTON,  M.D. 
Medical  Director 
5002  Waters  Ave. 

Savannah,  Ga. 

Phone  912-352-7515 

ARNOLD  J.  TILL1NGER,  M.D. 
5102  Paulsen  Street 
Paulsen  Square 
Savannah,  Ga. 

Phone  912-352-2921 


BENJAMIN  C.  WILLS,  M.D. 
835  E.  65th  St. 

Savannah,  Ga. 

Phone  912-354-5122 

WILLIAM  W.  WOLFE,  M.D. 
5102  Paulsen  Street 
Paulsen  Square 
Savannah,  Ga. 

Phone  912-352-2921 


For  more  information,  call  or  write: 

Robert  G.  Lingenfelser,  Administrator,  Broad  Oaks  Hospital 
5002  Waters  Avenue,  Savannah,  Georgia  31404,  (912)  354-3911 
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A development  of  1 Charter  Medical  Corporation,  Macon,  Georgia 


“The  history  of  science,  and  in 
particular  the  history  of  medicine  ...is... 

the  history  of  man’s  reactions  to  the 
truth,  the  history  of  the  gradual  revelation 
of  truth,  the  history  of  the  gradual 
liberation  of  our  minds  from  darkness 
and  prejudice.” 

— George  Sarton,  from  “The  History 

of  Medicine  Versus  the  History  of  Art  ” 


Are  combination  drug 
products  useful  in  treatment 
involving  concomitant  use 
of  two  or  more  drugs? 


Results  of  a questionnaire  to 
7,000  physicians: 

62.9% 

Believe  combination  drug 
products  are  useful. 


13.8% 

Do  not  believe  combination  drug 
products  are  useful. 
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Obviously,  many  drugs 
are  given  concomitantly. 
Whether  it  makes  sense  to 
combine  medications  in  one 
preparation,  be  it  capsule, 
tablet,  or  liquid,  is  a ques- 
tion that  can  be  answered 
only  by  examining  the  ad- 
vantages and  disadvantages 
in  the  individual  case. 

Among  the  advantages 
is,  first  of  all,  convenience. 
The  more  medications  that 
are  taken  concurrently  and 
the  more  complicated  the 
directions,  the  less  likely 
the  patient  is  to  take  medi- 
cations accurately.  From 
the  standpoint  of  conven- 
ience and  accuracy,  and 
economy  as  well,  you  can 
make  an  important  case  for 
putting  medications  to- 
gether in  one  preparation,  as 
long  as  they  are  compatible. 

By  the  same  token,  when 
you  prescribe  a properly 
tested  and  rational  com- 
bination, you  should  have 
less  worry  about  pharma- 
ceutical or  pharmacological 
compatibility  — and  about 
reasonable  dosage  ratios  as 
well.  Compatibility  of  the 
formulation  should  be  dem- 
onstrated in  the  laboratory 
and  clinic  before  the  prod- 
uct is  available  for  pre- 
scription—which  is  more 
than  can  usually  be  said  for 


the  physician’s  own  spon- 
taneous creations.  And,  the 
dosage  ratios  employed  in 
rational  precompounded 
combinations  are  designed 
to  meet  the  needs  of  sub- 
stantial numbers  of  “typi- 
cal” patients. 

There  is  no  doubt  that 
many  “atypical”  patients 
are  to  be  found,  and  for 
them  the  prefabricated 
combination  must  be  re- 
jected. But  that  hardly 
argues  for  eliminating  ra- 
tional combinations  from 
the  market.  Think,  for  ex- 
ample, of  the  problems  that 
would  arise  if  the  compo- 
nents of  widely  accepfed 
combinations,  like  the  oral 
contraceptives  and  the  diu- 
retic-antihypertensives. al- 
ways had  to  be  prescribed, 
purchased  and  ingested 
separately. 

One  disadvantage  that 
comes  to  mind  is  some  doc- 
tors’ unawareness  of  the 
ingredients  a given  combin- 
ation contains.  For  ex- 
ample, a doctor  might  know 
that  a patient  is  allergic  to 
aspirin  but  forget  that  a 
certain  analgesic  mixture, 
which  he  knows  only  by  its 
trade  name,  contains  aspi- 
rin. His  prescription,  then, 
causes  considerable  dis- 
comfort, to  say  the  least. 
This  problem  is  a function 
of  physician  education, 
rather  than  of  combination 
therapy  as  such.  Improving 
doctors'  knowledge  about 
all  medicaments  they  pre- 
scribe is  a problem  that  de- 
serves tackling  on  its  own. 

Another  accusation  lev- 
eled at  combination  drugs 
is  that  they  encourage 
sloppiness  of  diagnosis  and 
treatment.  In  many  cases, 
however,  a combination 
may  prove  to  be  the  most 
effective  choice.  A good  ex- 


ample of  the  usefulness  of 
combinations  appears  in  a 
recent  article  in  the  Jour- 
nal of  Chronic  Diseases  on 
the  efficacy  and  side  effects 
of  an  antihypertensive  con- 
taining three  ingredients, 
in  which  the  track  records 
of  the  combination  drug 
and  the  individual  ingredi- 
ents were  compared.  Inter- 
estingly enough,  whether 
the  drugs  were  given  indi- 
vidually or  together,  inci- 
dence and  severity  of  side 
effects  were  the  same.  But 
blood  pressure  control  was 
invariably  better  when  the 
drugs  were  taken  in  one 
combination  tablet  than 
when  they  were  taken  sep- 
arately (in  “titratable”  dos- 
age) or  in  two  or  three 
different  tablets. 

Deciding  which  combina- 
tions constitute  rational 
therapy  obviously  leads  to 
a discussion  of  who  is  to 
determine  which  should  be 
used  and  which  should  not. 
Realistically,  I think  com- 
binations should  be  evalu- 
ated somewhat  differently 
if  they;  are  jMd  and  estab- 
lished or  new  and  untried. 

In  today's  regulatory 
atmosphere,  there  is  no 
possibility  of  a new  com- 
bination being  put  on  the 
market  without  a substan- 
tial amount  of  acceptable 
evidence  in  the  form  of 
controlled  trials  that  show 
it  to  be  safe  and  efficacious. 
On  the  other  hand,  I be- 
lieve a different  set  of 
standards  should  apply  to 
combination  preparations 
that  have  been  around  for 
a long  time.  In  other  words, 
physician  acceptance  over 
a long  period  should  be 
given  some  weight  as  evi- 
dence of  the  efficacy  and 
safety  of  these  drugs. 

The  FDA,  however,  does 
not  seem  to  share  this  at- 
titude. It  often  requires, 
for  these  older  products, 
controlled  trials  that  will 
monopolize  the  time  of  al- 
ready overtired  investiga- 


tors and  cost  a greal  < 
of  money.  I wish  we  cr 
agree  on  a “grandfa! 
clause”  approach  to  prr 
rations  that  have  been  in 
for  a number  of  years 
that  have  an  apparer 
satisfactory  track  recon 
For  example,  I th 
some  of  the  antibiotic  c< 
binations  that  were  ta 
off  the  market  by  the  F 
performed  quite  well.  I 
thinking  particularly 
penicillin  - streptomv 
combinations  that  pat  it 
— especially  surgical 
tients  — were  given  in 
injection.  This  made 
less  discomfort  for  the 
tient,  less  demand 
nurses’  time,  and  fe'| 
opportunities  for  dos.j  nai 


errors.  To  take  sue 
preparation  off  the  mar 
doesn't  seem  to  be  gj 
medicine,  unless  actual 
age  showed  a great  dea 
harm  from  the  i njecti  is 
(rather  than  the  pro  I 
use)  of  the  combination; 

The  point  that  shoulcii 
emphasized  is  that  th;j 
are  both  rational  and  ii 
tional  combinations.  1 
real  question  is,  who  sho 
determine  which  is  whi 
Obviously,  the  FDA  m 
play  a major  role  in  m 
ing  this  determination, 
fact,  I don’t  think  it  < 
avoid  taking  the  ultim  ' 
responsibility,  but  it  shot 
enlist  the  help  of  outsit . 
physicians  and  experts  T| 
assessing  the  evidence  r,  1 
in  making  the  ultimate 


vertise  merit 


One  of  a 


tinker  of  Medicine 


.Clarke  W'escoe,  M.D. 
President 
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combinations  generally. 
Obviously,  no  one  should 
be  exposed  willy-nilly  to 
the  potential  side  effects  of 
two  or  three  antibiotics 
when  only  one  is  needed. 
At  the  same  time  there  are 
cases  where  it  is  prudent 
to  prescribe  more  than  one. 
The  clinician  is  the  judge 
in  these  circumstances,  as 
he  should  be. 

There  is  no  clear  defini- 
tion of  the  word  rational. 
Most  persons,  I suppose, 
would  find  it  synonymous 
with  reasonable,  but  in 
many  circumstances  it 
may  best  be  defined  as  the 
opinion  of  those  in  power 
at  the  moment. 

Other  factors  govern  com- 
bination therapy,  not  the 
least  of  which  has  been  its 
broad  use  by  practicing  phy- 
sicians anxious  to  achieve 
convenience  in  prescribing, 
to  reduce  medication  error, 
and  to  save  money  for  their 
patients.  Combinations 
clearly  have  met  the  test 
on  all  three  counts. 

I have  been  impressed  by 
studies  showing  that  the 
rate  of  error  climbs  mark- 
edly with  the  number  of 
medications  to  be  taken, 
even  with  sophisticated  pa- 
tients. When  medically 
justified,  therefore,  this  fac- 
tor alone  supports  the  logic 
of  combination  therapy. 

The  cost  argument  for 
combinations  appears  to  be 
irrefutable.  In  1971,  R.  A. 
Gosselin  studied  the  71 
combination  products  (ex- 
cluding oral  contraceptives) 
among  the  200  most  pre- 
scribed drugs.  The  study 
found  that  if  all  71  products 
were  discontinued,  and  if 
each  ingredient  in  these 
combinations  were  pre- 
scribed separately,  the 
price  of  medicines  to  pa- 
tients would  jump  by 
$443.2  million  on  a national 
basis!  At  a time  when  the 
cost  of  medical  care  is  un- 
der so  much  fire,  it  would 
be  nonsensical  to  boost 
costs  without  clearly  irre- 


futable medical  reasons. 

The  part  played  by  gov- 
ernment on  this  question, 
of  course,  is  fundamental. 
The  FDA  should  play  a 
role  in  determining  which 
combinations  are  reason- 
able. That  role,  as  defined 
by  law  and  regulation,  is  to 
ensure  that  any  medication 
on  the  market  is  safe  and 
effective  in  line  with  its 
label  claims.  Certainly  com- 
binations are  entitled  to  as 
much  consideration  as  sin- 
gle entities  — neither  more 
nor  less.  So  long  as  the  ad- 
dition of  one  drug  to  an- 
other does  not  make  either 
less  safe,  or  less  effective, 
so  long  as  they  are  com- 
patible in  a formulation, 
we  have  a reasonable  prod- 
uct. It  makes  no  sense  to 
recommend  the  use  of  two 
products  for  certain  condi- 
tions and  to  deny  their  be- 
ing combined  in  a single 
form.  An  unhappy  side  ef- 
fect of  the  problem  con- 
cerns the  efficacy  panel  dis- 
cussions of  many  products 
submitted  for  review.  The 
term  “effective,  but"  has 
been  freely  interpreted  to 
mean  “ineffective”  in  toto, 
regardless  of  the  merit  of 
the  individual  drugs.  This 
interpretation  has  placed 
numerous  useful  combina- 
tion products  in  needless 
jeopardy. 

In  reading  the  actual  re- 
ports of  the  review  panels, 
it  seems  clear  that  some  of 
the  ratings  were  based  less 
on  scientific  research  and 
clinical  observation  than  on 
the  “informed”  opinions  of 
the  panelists.  These  “in- 
formed” opinions  were  ac- 
cepted at  face  value,  while 


the  “informed”  opinions  of 
others  who  had  used  the 
products  were  rejected.  All 
of  this  put  combination 
products  into  a sort  of 
scientific  never-never  land. 

It  should  be  kept  in  mind 
by  all,  government  as  well 
as  others  involved  in  our 
health  care  system,  that 
advances  in  therapy  are 
seldom  made  in  leaps  and 
bounds  but  rather  by  small 
painstaking  steps— and  that 
some  of  these  steps  have  re- 
sulted from  research  in 
combination  drugs  as  well 
as  with  single  entities. 
Given  the  near-infinite  bio- 
logic variation  in  patient 
response,  this  is  hardly  sur- 
prising  to  clinicians.  It 
should  not  be  to  regulatory 
agencies  either. 

In  the  end,  the  practicing 
physician  is  in  the  best 
position  to  decide  if  a par- 
ticular combination  makes 
sense.  Such  a decision 
should  not  be  made  exclu- 
sively by  those  whose  re- 
sponsibility for  continuing 
clinical  care  is  limited. 
Clinicians  are  the  best 
judges  of  efficacy  because 
the  ultimate  proof  of  any 
product’s  effectiveness  is 
acceptance  by  physicians 
who  have  observed  its  ac- 
tions in  patients  over  time. 
The  corollary  statement 
may  be  made  about  over- 
the-counter  medicines, 
which  would  not  long  sur- 
vive if  they  failed  to  afford 
the  relief  the  user  antici- 
pates. That  the  antihista- 
mine in  a “cold"  remedy 
may  not  always  be  neces- 
sary is  no  reason  to  proscribe 
the  combination  generally. 
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What  is  your  opinion,  doctor? 

We  would  welcome  your  comments. 


The  Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W.,  Washington,  D.C.  20005 
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llosone  Liquid  250 
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(equivalent  to  250  mg.  of  base  per  5-ml.  teaspoonful) 
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to  the  profession  on  request. 
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TREATMENT  OF  POISONOUS  SNAKEBITE 

GILBERT  B.  BRADHAM,  M.D.* 
Charleston,  South  Carolina 


Since  both  the  means  and  the  effect  of 
envenomation  by  poisonous  snakes  have  re- 
cevied  attention  for  the  length  of  time  which 
man  has  been  existent,  it  is  remarkable  that 
the  treatment  is  so  diverse.  Despite  the  exist- 
ence of  a considerable  body  of  literature  con- 
cerned with  the  treatment  of  snakebite,  only 
a few  succinct  articles  divorce  drama  and 
folklore  and  focus  on  exacting  treatment. 

The  purpose  of  this  paper  is  to  point  out 
those  methods  of  snakebite  treatment  that 
have  proven  to  be  most  efficacious. 

Incidence  of  Poisonous  Snake  Envenomation 
Approximately  7,000  people  are  treated  for 
snakebite  each  year  in  the  United  States. 
Approximately  15  people  die  each  year  in  the 
United  States  from  snakebite.1 

Poisonous  Snakes  in  the  United  States 
There  are  essentially  18  poisonous  snakes 
native  to  the  United  States.  Seventeen  are  pit 
vipers,  15  of  which  are  rattlesnakes;  two,  the 
copperhead  and  the  cottonmouth,  are  moc- 
casins. The  remaining  poisonous  snake  is  the 
coral  snake,  an  elapid. 

Identification 

Of  the  18  poisonous  snakes  native  to  the 
United  States,  17  may  be  positively  identified 
by  the  presence  of  a pit,  a heat  sensing  struc- 
ture located  bilaterally  approximately  half  the 
distance  between  the  eye  and  the  nostril.  All 
pit  vipers  possess  fangs  capable  of  retraction 
against  the  roof  of  the  mouth.  The  pits  and 


“From  the  Department  of  Surgery,  Medical  Univer- 
sity of  South  Carolina,  Charleston,  South  Carolina 
29401. 


the  fangs  should  be  examined  with  caution. 
The  biting  reflex  of  a freshly  killed  pit  viper 
may  persist  for  as  long  as  45  minutes. 

The  size  and  arrangement  of  shields  on  the 
top  and  the  side  of  the  head  and  the  shape 
of  the  pupil  are  not  wholly  dependable  as  a 
means  of  positive  identification.  The  presence 
of  a rattle  positively  identifies  the  rattlesnake; 
its  absence  may  be  indicative  only  of  trauma 
or  immaturity. 

The  tail  of  a snake  begins  at  the  anal  plate. 
Ventrally,  beyond  this  point,  there  exists  either 
a double  or  a single  row  of  plates  or  “scutes.” 
Although  certain  nonpoisonous  snakes  may 
have  a single  row  of  subcaudal  scutes,  all  of 
the  American  pit  vipers  have  this  character- 
istic. All  of  the  pit  vipers  also  have  vertical 
elliptical  pupils,  but  this  characteristic  is  not 
limited  to  the  pit  viper. 

Color  and  markings  are  often  different 
and  are  dependent  upon  species,  age,  environ- 
ment and  the  observer’s  perception.  The 
presence  of  a rattle,  fangs,  the  pit,  the  solitary 
row  of  subcaudal  scutes  and  the  elliptical 
pupil  are  reliable  criteria  by  which  to  judge 
the  pit  viper. 

The  coral  snake  in  the  United  States  is  a 
tricolored  snake  of  red,  black  and  either 
yellow  or  white  rings.  If  the  red  rings  are 
bordered  by  yellow  or  white,  the  snake  is  a 
coral  snake.  If  the  red  is  bordered  by  black, 
the  snake  is  not  poisonous.  The  mnemonic, 
“red-black,  friendly  jack,  red-yellow,  kill-a- 
fellow”,  is  valuable.  If  the  colored  bands 
encircle  the  body,  the  snake  may  be  a coral 
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snake.  If  they  do  not,  the  snake  is  of  some 
other  variety.  If  the  nose  of  the  snake  is  black, 
the  snake  may  be  a coral  snake.  If  the  nose  is 
some  other  color,  the  snake  is  of  another 
variety.  Coral  snakes  have  round  pupils,  and 
the  subcaudal  scutes  are  in  a double  row. 

The  coral  snake  has  a black  nose,  has  en- 
circling rings  of  three  colors,  the  red  being 
bordered  by  either  yellow  or  white  and  has 
round  pupils.  The  fangs  of  coral  snakes  appear 
as  elongated  front  teeth,  not  nearly  as  distinct 
as  the  fangs  of  pit  vipers.  Significant  enveno- 
mation  by  the  coral  snake  is  potentially  lethal. 
Venom  of  Snakes  Native  to  the  United  States 

Snake  venom  is  an  exceedingly  complex 
poison.  It  may  contain  neurotoxin  (of  which 
at  least  19  are  distinctly  separable)  and 
enzymes,  including  hyaluronidase,  phospho- 
lipases, acid  and  alkaline  phosphatases,  pepti- 
dases, acetylcholine-esterase,  specific  proteases 
and  various  hydrolases.  There  are  direct  and 
indirect  hemolytic  factors  which  depress 
cardiovascular  function  directly.  The  bio- 
chemistry of  snake  venoms  has  been  treated 
thoroughly  by  Jimenez-Porras2  who  lists  413 
specific  references. 

The  physician  should  realize  that  snake 
venom  is  a heterogenous  admixture  of  rela- 
tively low  molecular  weight  substances  which 
may  produce  myoneural  dysfunction,  proteoly- 
sis, allergy,  vasodilation  or  vasoconstriction, 
myocardial  depression,  thrombosis  or  anti- 
coagulation, red  cell  lysis,  increased  capillary 
permeability,  fluid  electrolyte  imbalance  and 
fear. 

Simultaneously,  snake  venom  erodes  the 
normal  function  of  cardiovascular  system,  the 
blood  system,  the  nervous  and  respiratory 
systems.  Autopharmacological  response  to 
snake  venom  may  result  in  release  of  lyso- 
leeithine,  histamine,  bradykinin  and  adeno- 
sine. 

Proteinases  are  common  components  of 
snake  venoms.  These  are  the  substances  which 
effect  the  predominance  of  local  and  regional 
tissue  destructions.  They  may  disintegrate 
fibrinogen  and  thereby  effect  anticoagulation 
or  lead  to  formation  of  thrombin  from  pro- 
thrombin and  have  the  reverse  effect. 

Hyaluronidase  by  its  action  on  connective 


tissue  promotes  edema  and  allows  the  re- 
mainder of  the  venom  to  enter  adjacent  tis- 
sues. 

Cholinesterase  interfers  with  normal  neural 
function  at  cholinergic  synapses  and  at  the 
myoneural  junctions. 

Phospholipases  may  be  largely  responsible 
for  red  cell  destruction  and  indirectly  effect 
renal  function. 

Snake  venoms  vary  in  their  content  of 
specific  biochemical  substances.  This  variabil- 
ity is  not  only  characteristic  of  different 
species  but  may  exist  in  the  same  species 
under  different  conditions.  The  one  generally 
applicable  to  North  American  snakes  is  that 
the  coral  snake  venom  predominates  in  its 
neurotoxic  effects. 

Envenomation 

Being  bitten  by  a poisonous  snake  does  not 
mean  that  envenomation  is  serious.  From  a 
purely  probabilistic  point,  one  has  a 99.8 
per  cent  chance  of  living  if  he  is  bitten  by 
the  “average”  poisonous  snake  in  this  country. 
Approximately  50  per  cent  of  persons  bitten 
by  a poisonous  snake  will  not  require  treat- 
ment. The  factors  which  do  correlate  with 
envenomation  have  been  studied. 

Ninety-six  per  cent  of  snakebites  occur  on 
the  extremities,  the  majority  of  these  being 
on  the  legs.  Envenomation  occurs  by  injection 
via  the  fangs,  only.  Snakes  do  not  exhaust 
their  venom  wtih  one  bite  and  several  bites 
are  to  be  assumed  more  significant  than  one. 
The  distance  between  fang  marks  is  a good 
general  indication  of  the  size  of  the  snake. 
The  larger  snakes  are  generally  more  danger- 
ous, although  this  quality  is  by  no  means 
absolute.  The  time  during  which  envenoma- 
tion is  occurring  generally  correlates  with 
quantity  of  venom  injected.  Envenomation 
into  muscle  is  more  serious  than  subcutaneous 
injection. 

It  becomes  apparent  that  envenomation  is 
a variable  affair,  not  positively  or  indubitably 
dependent  upon  any  set  of  criteria.  Poisonous 
snake  envenomation  becomes  a clinical  prob- 
lem. 

Signs  and  Symptoms  of  Poisonous  Snakebite 

Most  persons  realize  they  have  been  bitten 
by  a snake  and  initial  symptoms  are  often 
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confused  by  the  general  lay  opinion  of  certain 
death.  Most  report  that  the  initial  bite  causes 
an  acute  sharp  pain,  much  like  a bee  sting. 
Local  pain  is  fairly  immediate.  Initial  systemic 
symptoms  are  often  hard  to  separate  from 
those  characteristic  of  acute  psychic  trauma. 
Dizziness,  nausea,  apprehension  and  excessive 
sweating  can  be  ascribed  to  fear  or  to  initial 
systemic  effects  of  venom.  Within  an  hour, 
local  pain  is  frequently  severe.  Edema, 
ecehymosis  and  actual  bleeding  at  the  in- 
jection site  are  apparent  within  one  hour. 
Over  the  next  three  to  four  hours,  regional 
swelling,  presence  of  edema,  progressive  ec- 
chymosis  and  regional  cyanosis  are  apparent. 
By  this  time,  generalized  purpura,  hematuria, 
melena,  hematemesis,  epistaxis,  hemoptysis 
and  conjunctival  hemorrhage  may  become 
apparent  in  severe  cases.  Pulmonary  edema 
may  become  manifest.  The  patient  may  com- 
plain of  severe  thoracic  distress,  describing 
symptoms  in  much  the  same  manner  as  does 
the  patient  with  a severe  myocardial  infarc- 
tion. The  patient  appears  extremely  appre- 
hensive and  acutely  ill.  Pulse  rate  is  increased 
and  pulse  volume  is  decreased.  Blood  pressure 
may  be  low.  Respiratory  rate  is  elevated. 
Slight  fever  is  apparent.  The  urine  may  con- 
tain red  blood  cells  and  free  hemoglobin.  The 
plasma  may  contain  free  hemoglobin.  Leuco- 
cyte count  is  elevated.  Platelets  may  be 
severely  depressed.  Fibrinogen  may  be  low. 
Prothrombin  time  may  be  low.  Although 
venom  may  depress  cardiac  contractile  force, 
this  is  not  generally  the  case.  Hypotension 
initially  is  more  probably  due  to  a decrease  in 
active  circulating  blood  volume  rather  than  a 
decrease  in  total  blood  volumes  (splanchnic 
and  pulmonary  venular  pooling). 

The  course  of  potential  recovery  is  largely 
determined  in  the  first  hours  after  envenoma- 
tion.  Irreversible  structural  changes  in  vital 
systems  determine  the  major  course  of  the 
patient  after  this  time. 

First  Aid  Treatment  of  Snakebite 

The  immediate  treatment  of  the  victim  of 
a poisonous  snake  is  much  more  firmly  based 
upon  scientifically  accumulated  fact  than  is 
generally  realized. 

The  prime  consideration  of  treatment  in  the 


field  is  immediate  suction.  Suction  applied 
only  to  the  fang  marks  is  effective  in  re- 
moving venom.  It  is  improved  by  small  in- 
cisions of  the  fang  marks.  These  incisions 
should  be  approximately  % to  *4  inches  and 
may  be  vertical,  horizontal  or  cruciate.  The 
incisions  should  be  confined  to  the  skin  only 
and  should  not  penetrate  the  fascia  or  into  the 
muscle.  They  should  not  extend  beyond  the 
radius  of  the  suction  device.  Immedicate  suc- 
tion is  the  most  important  single  method  of 
snakebite  treatment. 

A tourniquet  tight  enough  to  impede  ven- 
ous flow  will  facilitate  the  removal  of  venom. 
It  is  important  that  incisions  be  made  and 
tourniquets  applied  with  caution  since  im- 
proper methods  may  do  more  harm  than  snake 
venom  on  occasion. 

Suction  should  be  applied  immediately  and 
continued  for  30  minutes.  Suction  by  mouth 
is  less  than  ideal  but  is  recommended  if  no 
other  means  are  available.  The  extremity 
should  be  splinted  if  possible,  again  assuring 
that  undue  constriction  is  avoided.  The  pa- 
tient should  be  transported  rather  than  re- 
quired to  walk.  Properly  executed  suction, 
using  proper  incisions  and  a proper  tourni- 
quet can  remove  up  to  90  per  cent  of  the 
venom  within  a 30  minute  period. 

First  aid  beyond  30  minutes,  if  causing  a 
delay  toward  further  definitive  treatment,  may 
be  deleterious. 

Alcohol  ingestion,  packing  the  extremity  in 
ice,  and  the  use  of  arterial  tourniquets  are  ill 
advised.  Acutely  intoxicated  patients  tolerate 
hypotension  poorly.  Hypothermic  extremities 
are  more  subject  to  the  effects  of  ischemia, 
and  the  release  of  arterial  tourniquets  may 
occasion  sudden  death. 

Initial  Definitive  Treatment  of  Snakebite 

With  the  knowledge  that  snake  venom  can 
affect  the  nervous,  respiratory,  blood,  cardio- 
vascular and  renal  systems  smiultaneously,  or 
render  a portion  of  an  extremity  damaged, 
useless  or  absent,  thorough  preparation  is 
mandatory. 

A person  bitten  by  a poisonous  snake 
should  be  hospitalized  if  only  for  a 24  hour 
observation  period.  Since  it  is  likely  that  the 
process  of  hospitalization  will  consume  a valu- 
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able  quantity  of  time,  certain  initial  measures 
are  recommended. 

Immediate  suction  should  be  applied  in  the 
manner  already  described  if  this  measure 
has  not  been  taken.  Vital  signs  should  be 
recorded  and  a brief  description  of  pertinent 
medical,  historical  and  physical  data  should 
be  dictated  or  written.  Particular  attention 
should  be  focused  upon  the  history  of  the 
injury,  the  patient’s  past  allergic  history  and 
previous  serious  health  problems.  Skin  testing 
for  sensitivity  to  horse  serum  should  be  im- 
mediately done.  Intravenous  access  should  be 
assured.  If  indicated  by  signs  of  severe  en- 
venomation,  a urinary  catheter  and  a naso- 
gastric decompressive  tube  should  be  inserted. 
Urine  should  be  grossly  examined  for  the 
presence  of  blood  or  hemoglobin  and  sent  for 
urinalysis.  A complete  blood  count,  hemato- 
crit, match  and  crossmatch  for  the  bank  blood 
should  be  done.  The  blood  bank  should  be 
notified  of  the  possibility  of  requiring  fresh 
whole  blood  and  of  plasma  and  coagulation 
factors.  An  examination  of  platelet  count,  pro- 
thrombin activity,  partial  thromboplastin,  and 
fibrinogen  is  appropriate.  Serum  electrolyte 
values  are  required.  Preparation  for  a possible 
tracheostomy  should  be  complete. 

Definitive  Treatment  of  Snakebite 
After  the  patient  has  been  observed  for 
approximately  30  minutes  to  one  hour,  a de- 
cision can  be  made  toward  definite  medical 
and  surgical  treatment. 

It  is  helpful  to  grade  the  severity  of  the 
envenomation: 

Grade  0 — Bite  of  a known  venomous  snake 
without  symptoms  or  signs  other  than  fang 
marks. 

Grade  I — Minimal.  Fang  marks  with  mini- 
mal swelling,  moderate  local  pain  and  no 
systemic  signs  or  symptoms. 

Grade  II  — Moderate.  Progressive  swelling 
and  pain,  edema,  petechiae  and  ecchymoses. 
Weakness,  nausea  and  vomiting.  Bloody 
ooze  from  fang  marks. 

Grade  III  — Severe.  Rapid  progression  of 
signs  and  symptoms  of  Grade  II  with  gen- 
eralized systemic  signs. 

Grade  IV  — Very  Severe.  Sudden  severe 
local  pain,  rapid  progressive  edema  and 


regional  pain,  ecchymoses  of  entire  body, 
blebs  and  spontaneous  rupture  of  skin  of 
bitten  portion.  Signs  of  impending  gangrene 
of  bitten  extremity,  severe  prostration, 
shock,  cardiopulmonary  crises,  pulmonary 
edema,  massive  hemorrhage  from  multiple 
body  orifices,  convulsions,  paresthesias, 
blindness. 

Coral  snake  envenomation  produces  little 
to  no  pain  or  local  swelling.  It  can  produce 
euphoria  or  drowsiness,  marked  salivation, 
temors,  convulsions,  fixed  contracted  pupils, 
bulbar  paralysis. 

If  the  patient  has  been  bitten  by  a coral 
snake,  the  patient  should  be  treated  with 
antivenin  specific  for  coral  snake.  This  is 
obtainable  from  the  National  Communicable 
Disease  Center,  1600  N.E.  Clifton  Road, 
Atlanta,  Georgia  30357;  Telephone  (404)  633- 
3311  or  (404)  633-2176. 

If  the  patient  is  bite  Grade  0 or  Grade  I,  he 
needs  no  more  treatment  than  tetanus  prophy- 
laxis, cleansing  of  the  wound  and  assurance. 
Grade  II  bites  should  be  treated  cautiously. 
Grade  III  and  Grade  IV  bites  should  be 
treated  immediately,  vigorously  and  with  no 
equivocation.  Treatment  is  best  administered 
by  one  physician  knowledgeable  of  the  actions 
of  venom,  experienced  in  surgical  procedure 
and  life  support  systems.  The  physician  should 
also  have  the  support  of  hematological  and 
other  medical  colleagues. 

Treatment  of  severe  venomous  snakebite 
consists  of  antivenin,  antibiotics,  antitetanus 
prophylaxis,  cortisone,  and  fasciotomy.  The 
key  is  successful  treatment  is  antivenin. 

Polyvalent  antivenin  is  marketed  by  Wyeth 
Laboratories,  Inc.  of  Marietta,  Pennsylvania. 
It  is  a refined  and  concentrated  preparation 
of  serum  globulins  obtained  by  fractionating 
blood  from  healthy  horses  that  have  been 
immunized  with  venoms  of  pit  vipers.  The 
antivenin  is  protective  against  the  venoms  of 
the  pit  vipers  native  to  this  country.  It  is 
lyophilized  and  must  be  reconstituted  with  a 
diluent.  Since  the  antivenin  is  a product  of 
horse  serum,  allergy  inclusive  of  anaphylaxis 
is  a potential  danger.  The  physician  must 
judge  the  value  of  the  antivenin  to  each  in- 
dividual patient  in  contrast  to  its  potential 
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allergic  effects.  Skin  testing  is  mandatory. 
Desensitization  is  possible  using  graded 
serially  diluted  doses. 

The  route  of  administration  of  antivenin 
should  be  intravenous.  Intravenous  injection 
has  proven  to  be  more  effective  than  injections 
at  the  bite  or  into  the  soft  tissues  about  or 
proximal  to  the  bite. 

The  dose  of  antivenin  is  an  exercise  in  clini- 
cal judgment  and  titration.  The  best  rule  is  to 
use  the  amount  of  antivenin  which  inhibits 
the  progression  of  tissue  necrosis  and  edema. 
Grade  II  envenomation  may  require  2 to  4 
vials;  Grade  IV  may  require  20  vials. 

Shock  is  treated  with  plasma  or  plasma  sub- 
stitutes and  balanced  electrolyte  solutions. 
Cortisone  is  given  and  is  effective  as  treat- 
ment of  systemic  symptoms.  A dosage  sched- 
ule of  1 gm  per  day  of  hydrocortisone  in 
divided  doses  in  the  adult  with  rapid  tapering 
of  doses  after  48  hours  is  good  generalization. 

Respiratory  failure  or  inadequate  tissue  per- 
fusion is  treated  with  appropriate  mechanical 
respiratory  support  inclusive  of  supplemental 
oxygen.  Tracheostomy  should  be  considered 
and  preparation  made  for  its  immediate  use. 
It  should  be  used  if  respiratory  support  is 
prolonged  or  if  progressive  allergic  manifesta- 
tions become  apparent. 

Antibiotics  should  be  used  in  all  serious 
snakebite  instances.  The  wound  is  immedi- 
ately contaminated  by  the  snake  and  often 
secondarily  so  by  the  person  who  performs 
local  treatment.  A broad  spectrum  antibiotic 
is  sensible.  The  patient  should  receive  anti- 
tetanus prophylaxis. 

Serious  snakebite  from  pit  vipers  is  in- 
tensely painful.  Moderate  doses  of  morphine 
are  appropriate. 

Fasciotomy  has  become  accepted  as  a 
reasonable  and  effective  means  of  treatment 
of  serious  snakebite.  After  initial  treatment, 
an  incision  is  made  at  the  site  of  the  bite.  If 
underlying  muscle  has  been  envenomated,  a 
bleeding,  tense,  edematous  mass  bulges 
through  the  exploratory  fasciotomy.  In  such 
instances,  particularly  where  distal  ischemia 
is  becoming  apparent,  longitudinal  fasciotomy 
may  save  muscle  mass  or  the  distal  portion  of 
the  extremity  by  relieving  pressure  necrosis. 


The  longitudinal  surgical  wounds  may  be 
closed  and  grafted  within  one  week. 

Finally,  the  subject  of  possible  disseminated 
intravascular  coagulation  (DIC)  should  be 
given  cognizance.  Bachmann3  has  presented 
an  excellent  summary  of  the  pathophysiology 
and  treatment  of  DIC.  The  occurrence  of  DIC 
with  snakebite  has  not  been  generally  appreci- 
ated, but  is  probably  a major  cause  of  morbid- 
ity and  death.  It  is  recognized  by  profuse 
purpura  and  frank  hemorrhage.  Laboratory 
evidence  is  manifest  by  lowered  prothrombin 
activity,  decreased  platelet  count,  depressed 
fibrinogen  and  prolonged  clotting  time. 

The  treatment  of  DIC  resides  in  the  use  of 
heparin  and  restoration  of  procoagulants. 
Heparin  interferes  with  the  abnormal  coagula- 
tion process  caused  by  the  snake  venom  and 
stabilizes  the  quantity  of  available  procoagu- 
lants. Additional  procoagulants  may  be  needed 
and  may  be  administered  immediately  prior  to 
heparinization  or  at  the  same  time. 

We  have  used  factors  II,  V,  VIII,  IX  and 
XII  realizing  that  these  factors  are  gained 
from  pooled  plasma  and  contain  a significant 
risk  of  hepatitis.  Fibrinogen  and  platelets  are 
appropriate  as  is  the  use  of  fresh  whole  blood 
to  restore  circulating  blood  volume.  This 
rather  awesome  complication  of  severe  en- 
venomation should  receive  the  attention  of  a 
competent  hematologist.  It  should  be  recog- 
nized at  the  stage  of  initial  bleeding  and  early 
laboratory  investigation.  For,  once  well  de- 
veloped, bleeding  may  prove  more  lethal  than 
other  more  expected  signs  of  poisonous  snake 
envenomation. 

Summary 

The  pit  vipers  of  North  America  and  the 
coral  snake  are  identified.  Their  poisons  are 
recognized  as  capable  of  inflicting  serious 
multi-system  injury. 

The  treatment  of  these  injuries  consists  of 
incision,  suction,  antivenin,  antibiotics,  anti- 
tetanus prophylaxis,  hydrocortisone,  fasciot- 
omy, and  the  judgment  of  the  use  of  each  or 
all  in  each  individual  case.  Disseminated  intra- 
vascular coagulation  should  be  recognized  as 
a possibility,  investigated  early  by  laboratory 
examination  and  treated  promptly  if  it  be- 
comes manifest. 
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No  other  forms  of  treatment  are  recom- 
mended as  routine. 
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Hand-Foot-and-Mouth  Disease — 

It’s  more  Common  Than  You  Think 

J.  P.  TINDALL  and  J.  L.  CALLAWAY  (Duke  Univ 
Medical  Center,  Durham,  NC  27710)  Am  J Dis  Child 
124:372-375  (Sept)  1972 

The  oral-hand-foot  syndrome  caused  principally  by 
coxsackievirus  A16  and  known  as  hand-foot-and-mouth 
disease  has  become  a common  summer-fall  complaint. 
The  appearance  and  distribution  of  lesions  in  the  full 
syndrome  are  highly  characteristic  and  readily  diag- 
nosable  to  those  physicians  familiar  with  the  disease. 
The  infection  rarely  causes  severe  or  lingering  dis- 
ease. Symptomatic  treatment,  particularly  of  the  oral 
lesions,  is  often  helpful  in  alleviating  the  associated 
discomfort. 

Relief  of  Pain  by  Percutaneous  Cervical 
Cordotomy 

R.  MUKE  ( Universitatsklinik,  Hamburg,  West  Ger- 
many) Dtsch  Med  Wochenschr  97:1169-1171  (Aug 
11)  1972 

Percutaneous  cervical  cordotomy  was  used  in  32 
patients,  most  of  whom  were  suffering  from  cancer. 
Pain  relief  was  achieved  in  30.  This  method,  com- 
pared with  open  cordotomy,  is  better  tolerated  by 


the  patient,  it  provides  selective  and  certain  relief  of 
pain,  carries  few  complications,  and  requires  a shorter 
hospital  stay. 


Absorptive  Capacity  of  Jejunum 
of  Obese  and  Lean  Subjects 

C.  BILLICH  et  al  (820  S Damen  Ave,  Chicago 
60612)  Arch  Intern  Med  130:377-380  (Sept)  1972 
The  jejunum  in  eight  obese  (mean  weight  139  kg 
[306  lb  8 oz] ) and  four  lean  subjects  (mean  71  kg 
[156  lb  8 oz]  ) was  perfused  with  isotonic  glucose- 
sodium  chloride  solutions  containing  a nonabsorbable 
marker  polyethylene  glycol  and,  in  four  subjects, 
also  folic  acid,  before  and  after  a five-day  total  caloric 
fast.  Absorption  of  glucose,  water,  sodium,  chlorine 
and  folic  acid  and  secretion  of  urea  and  potassium 
were  determined.  The  absorptive  capacity  of  the  sub- 
stances measured  was  identical  in  normal-weight  and 
obese  groups.  After  the  five-day  fast,  the  absorption 
of  glucose,  water,  sodium,  chlorine  and  folic  acid 
and  the  secretion  of  urea  declined  significantly. 
Starvation  did  not  alter  the  jejunal  histological  findings 
in  three  subjects  in  whom  small  bowel  biopsies  were 
done,  but  activities  of  alkaline  phosphates,  sucrase 
and  maltase  in  the  small  bowel  mucosa  decreased. 
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The  recent  work  of  Theodore  Rosebury, 
Microbes  and  Morals  — The  Strange  Story  of 
Venereal  Disease  and  the  now  recognized 
failure  of  penicillin  to  curb  syphilis  have 
focused  attention  once  again  on  the  Italian 
physician,  philosopher,  and  poet  whose  cele- 
brated poem,  “Syphilidis,”  gave  birth  to  the 
most  common  nomenclature  for  the  infectious 
spirochete. 

Jerome  Fracastoro  (Girolamo)  was  born  in 
Verona  in  1479,  son  of  Paolo  Filippo  and 
Camilla  de  Mascarelli.  The  Fracastori  family 
had  for  several  generations  distinguished 
themselves  in  the  service  of  the  Northern 
Italian  city  state  as  municipal  officials,  law- 
yers, and  naval  officers.  Privately  tutored 
because  of  fragile  health,  young  Fracastoro 
matriculated  at  the  University  of  Padua, 
probably  at  the  age  of  fifteen. 

The  University  of  Padua  was  during  this 
period  the  leading  scientific  school  of  Europe.1 
Ugo  Benzi  and  Jacobo  of  Forli  had  given  it  a 
name  in  medicine  that  attracted  students  from 
all  of  the  West.  Among  its  famed  alumni  in 
the  field  of  medicine  were  Andreas  Vesalius, 
Hieronymous  Fabricus,  and  his  illustrious 
student  William  Harvey.  English  students 
continued  to  study  medicine  at  Padua  until 
well  into  the  17th  century.  Following  a tradi- 
tion of  progress  and  liberalism,  the  University 
was  in  the  forefront  of  the  late  medieval 
attack  upon  the  Aristotelian  and  Galenic  medi- 
cal concepts.  In  an  age  of  intolerance  it  had 
granted  a medical  degree  to  a Jew  as  early  as 
1409. 2 


“Professor,  Department  of  History,  University  of 
South  Carolina,  Columbia,  South  Carolina  29208. 


Fracastoro’s  rise  in  the  academic  world  was 
meteoric.  In  1501  he  was  appointed  to  the 
position  of  lecturer  in  Logic  in  the  Arts 
faculty  of  the  University.3  His  early  interest  in 
philosophy  was  to  bear  fruit  later  in  a number 
of  metaphysical  tracts,  the  De  Intcllectione 
(On  the  Intellect),  De  Anima  (On  the  Soul), 
De  Poetica  ( a commentary  on  Aristotle’s 
Poetics).  There  is  reason  to  believe  that  dur- 
ing this  period  Fracastoro  came  under  the 
influence  of  his  fellow  student  Nicholas 
Copernicus.  Copernicus  studied  at  the  Uni- 
versity of  Padua  from  1501  to  1506  and  had 
already  began  the  lifelong  preoccupation  that 
was  to  culminate  in  his  epoch  making  work 
The  Revolutions  of  the  Celestial  Bodies. 
Curiously,  although  a cleric  and  a canon  of 
the  Cathedral  of  Frauenberg,  Copernicus 
studied  medicine  at  Padua.  He  later  practiced 
medicine  in  his  native  Poland  and  wrote  a 
number  of  works  on  the  subject.4 

Like  Copernicus,  Fracastoro  showed  an 
interest  in  astronomy  and  cosmology.  In  1538 
he  published  a work  on  the  subject  entitled 
Homocentrica  sive  de  Stelhs  in  which  he 
sought,  like  Copernicus,  to  improve  on  the 
astronomical  system  of  Aristotle  and  Ptolemy. 
The  work  attempted  to  conceive  of  the  uni- 
verse as  a system  of  concentric  spheres  repre- 
senting planetary  motions  in  numerical  detail 
by  means  of  geometrical  devices.  The  book, 
as  was  Copernicus’  De  Revolutionibus,  was 
dedicated  to  Pope  Paul  III  in  hopes  of  facili- 
tating a much  needed  calendar  reform.  Pub- 
lished in  the  same  astronomical  work  was  a 
medical  treatise  entitled  De  Causis  Criticorum 
Dieritm  (On  the  Causes  of  Critical  Days), 
which  was  a direct  attack  on  Galen’s  doctrine 
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that  celestial  movements  do  not  effect  the 
health  of  patients.  Like  many  others  of  this 
period  Fracastoro  believed  that  the  origin  of 
epidemics  could  be  traced  to  the  conjunction 
of  the  planets  and  the  resulting  effect  on  the 
earth’s  atmosphere. 

Fracastoro’s  career  as  a lecturer  at  Padua 
was  short  lived.  The  League  of  Cambrai, 
formed  in  1508  by  Pope  Julius  II,  united  the 
German  Emperor  Maximilian,  the  kings  of 
Spain,  France,  and  Hungary  against  the  Re- 
public of  Venice.  Situated  in  Venetian  terri- 
tory, the  University  of  Padua  was  forced  to 
close  its  doors.  The  city  of  Verona  was  oc- 
cupied by  German  troops  and  Fracastoro  was 
forced  to  flee.  lie  spent  most  of  his  later 
career  at  his  estate  on  the  shores  of  Lake 
Garda.  Although  he  practiced  medicine,  he 
turned  more  and  more  to  the  patronage  of 
such  high  ranking  ecclesiastics  as  Pietro 
Bembo,  secretary  to  Pope  Leo  X,  Gian  Matteo 
Giberti,  Bishop  of  Verona  and  secretary  to 
Giulio  de  Medici,  and  Allesandro  Farnese, 
Secretary  of  State  for  Paul  III.  This  clerical 
patronage  culminated  in  Fracastoro’s  appoint- 
ment as  official  physician  to  the  Council  of 
Trent  in  January,  1546. 6 

The  Council  of  Trent  was  the  long  delayed 
answer  of  the  Catholic  Church  to  the 
Reformation  in  Northern  Europe.  Upon  its 
success  hung  the  future  of  the  papacy  in  much 
of  the  German  Empire  and  Scandinavia. 
Fracastoro  played  an  important  and  contro- 
versial role  in  the  failure  of  the  first  phase  of 
the  Council  to  reconcile  the  Lutherans  and 
introduce  genuine  reform.  In  March  of  1547, 
largely  at  the  urging  of  Fracastoro  who  had 
diagnosed  typhus  among  the  assembled 
Fathers,  several  of  whom  had  died;  the  Coun- 
cil was  transferred  to  Bologna  in  papal  terri- 
tory, thus  wrecking  the  hope  of  the  Emperor 
and  the  German  Protestants  for  an  objective 
hearing  and  eventual  reunion.  The  Council 
was  not  terminated  until  1.563.  It  was  alleged 
that  Fracastoro  had  diagnosed  typhus  as  a 
result  of  a bribe  by  the  pope  with  the  promise 
of  a bishopric  and  a Chair  at  the  University  of 
Bologna. 

Fracastoro’s  report  to  the  Council  indicated 


that  the  plague  was  indeed  the  disease  that 
he  had  earlier  described  in  his  work  — On 
Contagion.  He  had  encountered  this  disease 
(Exanthematic  Typhus  or  Lenticular  Fever) 
in  1528  when  it  almost  completely  destroyed 
the  French  army  besieging  Naples.  The  dis- 
ease, spread  by  lice  and  cramped  living  con- 
ditions, had  been  introduced  into  Trent  by 
papal  troops  fleeing  the  forces  of  Schmalkaldic 
League.6 

Fracastoro  first  achieved  international  fame 
through  the  publication  of  a poem  entitled 
Syphiliclus  sive  de  Morbo  Gallico  (Syphilis 
or  the  French  Disease).  The  work  consisted 
of  Three  Books  of  1300  Latin  Vergilian  hexa- 
meters and  is  a potpourri  of  classical  mythol- 
ogy, Renaissance  cosmology,  and  contem- 
porary history  set  partially  in  the  New  World. 
Syphilis,  who  does  not  appear  until  the  Third 
Book,  is  a creation  of  Fracastoro’s  imagination. 
He  appears  as  a shepherd  to  King  Alcithous 
of  Haiti,  the  former  is  afflicted  with  a terrible 
disease  sent  by  the  god  Apollo.  The  natives 
of  the  island  call  the  affliction  syphilis. 

Curiously,  Fracastoro  does  not  identify  the 
disease  with  sexual  morality  but  sees  it  as  a 
result  of  widespread  blasphemy.  Nor  does 
he  subscribe  to  the  popular  belief  that  the 
disease  originated  in  the  New  World.  There 
is,  as  he  sees  it,  nothing  new  about  the  mal- 
ady. Its  current  epidemic  nature  he  attributes 
to  the  french  invasion  of  Italy,  hence  the  name 
French  Disease.  The  disease  is  found  all  over 
Europe  and  in  parts  of  Asia  and  Africa.7 
Among  the  cures  that  he  recommends  are 
dictamon  or  decoctions  of  Cedar  as  a pur- 
gative, mercury,  and  above  all  the  use  of 
Guaiac,  derived  from  the  tree  Huyacus  which 
grows  in  the  lesser  Antilles. 

Although  Fracastoro  achieved  immediate 
fame  as  a poet  in  the  publication  of  Syphili- 
dus,  it  was  not  until  sixteen  years  later  that 
his  most  important  medical  work  De  Con- 
tageosis  Moribus  (On  Contagious  Diseases) 
was  to  appear.  Here  in  his  treatment  of  con- 
tagion, he  described  what  many  students  of 
medical  history  believe  to  be  a major  break- 
through in  the  history  of  medicine.  According 
to  F.  H.  Garrison,8  his  work  contains  the  first 
scientific  statement  of  the  true  nature  of  con- 
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tagion,  of  infection,  of  disease  germs,  and  the 
modes  of  transmission  of  infectious  disease. 
He  describes  contagion  as  a certain  precisely 
similar  corruption  which  develops  in  the  sub- 
stance of  a combination,  passes  from  one 
thing  to  another,  and  is  originally  caused  by 
infection  of  the  imperceptible  particles.1 2 3 4 5 6 7 8 * 
These  germs  are  described  as  particles  too 
small  to  be  perceived  by  the  senses,  but  which 
given  the  appropriate  “media”  are  capable  of 
reproduction  and  thus  of  infecting  the  sur- 
rounding tissue.  Here,  according  to  a number 
of  authorities,  is  an  account  of  the  nature  of 
disease  germs  that  anticipates  the  later  dis- 
coveries of  Kircher,  Leewenhook,  Koch,  and 
Pasteur.10  The  pathogenic  units  are  described 
by  Fracastoro  to  be  of  the  nature  of  colloidal 
systems,  for  were  they  not  viscous  or  glutinous 
by  nature  they  could  not  be  transmitted 
through  the  atmosphere.  Fracastoro  also 
observed  that  germs  become  pathogenic 
through  the  action  of  heat  and  that  in  order 
to  produce  disease,  they  need  undergo  only 


metabolic  change.  In  addition  to  a general 
description  of  contagion,  the  book  also  treats 
poxes,  pestilent  fevers,  typhus,  rabies, 
elephantiasis,  various  cutaneous  infections, 
and  syphilis.  There  is  a phrophetic  and  timely 
note  in  his  observation  on  syphilis  that  this 
disease  will  pass  away  and  be  extinguished, 
but  it  will  soon  be  born  again  and  be  seen 
by  our  descendents.11 

Following  the  dismissal  of  the  Council  of 
Trent,  Fracastoro  returned  to  his  villa  near 
Verona  where  he  remained  until  his  death  on 
August  6,  1553.  Among  the  many  famous 
figures  of  the  Renaissance  whom  he  is  said  to 
have  treated  were  Catherine  de  Medici,  Se- 
bastion  Cabot,  Margaret  of  Navarre,  and  the 
kings  of  Spain  and  France,  Charles  V and 
Frances  I.  There  was  good  reason  for  his  con- 
temporaries to  acclaim  him  as  having  attained 
the  pinnacle  of  fame  among  the  illustrious 
doctors  of  Europe.  “Primum  inter  illustres 
totius  Europae  medicos  locum  obtinebat.” 
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Abstract 

Next  to  the  state  of  consciousness,  ocular  find- 
ings rank  second  in  order  of  significance  in  deter- 
mining the  diagnosis,  management  and  prognosis 
of  the  patient  with  head  trauma.  Local  eye  find- 
ings, pupils,  extra-ocular  movements,  nystagmus, 
vision  and  visual  field  changes,  and  fundus 
changes  contribute  valuable  information  to  the 
patient’s  clinical  evaluation.  This  paper  briefly 
discusses  these  findings  in  relation  to  head 
trauma. 

The  evaluation  of  head  trauma  is  a sig- 
nificant consideration  to  the  physician  who  is 
called  upon  to  see  patients  involved  in  trauma, 
as  a specialist  is  not  always  at  hand.  Traffic 
accidents  contribute  52-73  per  cent  of  hospital 
admissions  for  head  trauma.1'3  Of  those  ad- 
mitted, 34-73  per  cent  are  in  a state  of  dimin- 
ished consciousness.2’1  The  assessment  of  the 
state  of  consciousness  remains  the  most  sig- 
nificant single  item  for  diagnosis,  management 
and  indeed,  prognosis  of  the  patient  with  head 
trauma.  Yet,  the  examination  of  the  eyes  is 
intuitively,  perhaps,  the  first  step  in  the 
evaluation.  It  also  happens  to  yield  informa- 
tion which  ranks  second  in  the  order  of  sig- 
nificance. 

This  brief  discussion  is  intended  to  survey 
only  the  most  obvious  and  commonly  en- 
countered ocular  findings  due  to  trauma.  It  is 
by  no  means  meant  to  be  a detailed  account 
of  the  dynamics  and  mechanisms  of  eye  in- 
volvement, often  too  subtle  to  be  of  help  in  the 
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important  early  phase  of  trauma  management. 
A partial  and  meaningful  mental  checklist  of 
ocular  findings  to  be  applied  to  head  trauma 
patients  is  found  in  Figure  1. 

Figure  1.  Checklist  of  ocular  findings  in  head 
trauma. 

A.  Local  eye  findings 

1.  Ecchymosis  and  chemosis 

2.  Position  of  the  globe 

3.  Presence  of  pulsation  and  bruit 

B.  Pupil  size  and  reactions 

1.  Immediate  post-injury  pupil  size 

2.  Presence  of  anisocoria 

3.  Direct  and  consensual  light  responses 

C.  Extra-ocular  movements 

1.  Paresis  of  eye  movements 

2.  Diplopia 

3.  Time  relationship  of  paresis 

D.  Ocular  movements 

1.  Paresis  of  conjugate  movements 

2.  Dissociated  movement 

E.  Nystagmus 

F.  Vision  and  visual  field  changes 

G.  Fundus  changes 

1.  Early  changes 

2.  Progression  of  papilledema 

Local  Eye  Findings 

Traumatic  changes  in  the  eye  and  its 
adnexae  indicate  in  a general  way  the  location, 
severity  and  extent  of  the  cranial  or  intra- 
cranial damage.  Chemosis  and  ecchymosis  of 
the  lids  and  conjunctiva  are  often  associated 
Iwith  subconjunctival  hemorrhage.  Late 
chemosis  and  ecchymosis  may  indicate  basilar 
skull  fracture  with  delayed  seepage  of  blood, 
or  fractures  of  the  nose,  the  orbital  bones  or 
adjacent  sinuses. 

With  fracture  through  adjacent  air  sinuses, 
the  eye  may  become  proptosed  due  to  hemor- 
rhage and  emphysema  in  the  periorbital  tissue. 
Fracture  of  the  walls  of  the  orbit,  including 
the  so-called  blow-out  fracture,  can  cause  dis- 
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placement  of  the  globe  with  a sunken  appear- 
ance of  the  eye. 

Traumatic  arteriovenous  fistulae  or  ane- 
urysm can  be  recognized  by  pulsating 
exophthalmos  with  chemosis  and  rubor  of  the 
eye.  An  associated  bruit  may  be  present  over 
the  eye,  the  peri-orbital  structures,  or  the  skull. 
Abolition  of  these  signs  by  carotid  artery  com- 
pression on  that  side  is  confirmatory.  This 
syndrome  can  occur  with  traumatic  rupture 
of  the  internal  carotid  artery  in  its  course 
through  the  cavernous  sinus,  from,  for  ex- 
ample, basilar  skull  fracture. 

Pupils 

Repeated  observation  of  the  pupils  provides 
important  information.  Mydriatics  and  nar- 
cotics mask  these  changes  and  must  not  be 
used  in  the  early  course  of  events. 

With  cerebral  concussion  or  contusion,  the 
pupils  may  be  variable  in  size  and  reaction. 
Transient  changes  are  common.  It  may  be 
impossible  to  distinguish  between  traumatic 
causes  and  intoxications,  drug  reactions  or 
physiologic  states  such  as  anoxia.  Hippus  may 
be  present  and  is  non-specific.  Degrees  of 
traumatic  irritation  of  the  cranial  nerves,  in- 
cluding sympathetic  and  parasympathetic 
components,  may  give  the  pupils  a varied 
appearance  not  helpful  for  practical  purposes. 
M iotic  pupils  which  react  to  light  are  ex- 
plained in  this  sense.  Fixed  miosis,  however, 
may  be  indicative  of  serious  trauma,  usually 
to  the  brain  stem.  Bilateral  fixation  and  dila- 
tion of  the  pupils,  in  the  absence  of  injury  to 
the  eyes  themselves,  implies  involvement  of 
both  oculomotor  nerves,  their  nuclei  in  the 
midbrain,  or  a central  lesion.  These  eye  find- 
ings are  likely  to  be  accompanied  by  other 
signs  referable  to  the  brain  stem  such  as  fast 
or  slow  pulse,  increase  or  decrease  in  blood 
pressure,  elevation  of  temperature,  respira- 
tory dysfunction,  stupor,  coma  and  “decere- 
brate” or  “decorticate”  posture. 

An  immediately  dilated,  fixed  pupil  (uni- 
lateral) with  ptosis  indicates  damage  of  that 
oculomotor  nerve  or  its  nucleus.  A unilaterally 
dilated  pupil  in  a blind  eye  is  due  to  injury 
of  the  optic  nerve.  Such  a pupil  does  not  react 
to  direct  light  but  will  react  consensually. 

The  presence  of  anisocoria  is  not  always 


pathognomonic  of  an  expanding  intracranial 
process.  Approximately  25  per  cent  of  normal 
individuals  have  a 1-2  mm  anisocoria.6  In  such 
instances,  both  pupils  exhibit  brisk  direct  and 
indirect  responses  to  light. 

Gradual  dilation  of  one  pupil,  diminishing 
briskness  of  direct  light  response  and  eventual 
fixation  to  direct  and  consensual  light  stimu- 
lus implies  a progressive  increase  in  intra- 
cranial pressure  due  to  unilateral  epidural, 
subdural,  or  intracerebral  hemorrhage,  or  to 
brain  swelling  alone.  These  lesions  produce 
a mass  effect  by  prolapse  of  the  hippocampal 
gyrus  of  the  temporal  lobe  through  the 
incisura  of  the  tentorium.  The  third  nerve  is 
compressed.  Occasionally  the  contralateral 
pupil  may  be  the  one  which  is  dilated.  This 
connotes  displacement  of  the  midbrain  to  the 
side  of  the  affected  pupil.  The  third  nerve  on 
the  opposite  side  is  then  compressed.  At  the 
same  time  one  sees  ipsilateral  hemiparesis  or 
hemiplegia  due  to  compression  of  the  opposite 
cerebral  peduncle. 

Gradual  dilation  and  fixation  of  both  pupils 
is  a manifestation  of  a progressive,  expanding 
intracranial  process  on  one  or  both  sides,  or 
marked  brain  swelling  alone. 

Extra-ocular  Movements 

Observation  of  the  extra-ocular  muscles  will 
enable  assessment  of  the  third,  fourth  and 
sixth  cranial  nerves.  Paralysis  of  a muscle  is 
evident  by  failure  of  the  eye  to  turn  into  the 
field  of  action  of  that  muscle.  The  conscious 
patient  with  paralysis  of  one  or  more  of  the 
extra-ocular  muscles  wall  complain  of  diplopia 
which  is  greater  in  the  field  of  action  of  the 
paretic  muscle. 

Divergent  squint,  diplopia  and  ptosis  (ex- 
ternal ophthalmoplegia)  indicates  peripheral 
injury  to  the  third  nerve  or  brain  stem  nuclei. 
Paralysis  of  convergence  is  indicative  of  a 
central  lesion  (nuclear  or  supranuclear  of  III). 
Diplopia  may  exist  in  this  case  only  on  near 
and  not  distant  vision.  Associated  contraction 
of  the  pupil  is  also  absent. 

Diplopia  on  looking  down  indicates  fourth 
nerve  damage  and  is  usually  accompanied 
with  head  tilt,  as  the  patient  tries  to  correct 
his  diplopia. 

Convergent  squint  with  diplopia  is  the  most 
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common  disturbance  in  extra-ocular  move- 
ments because  of  the  long  course  of  the  sixth 
nerve  from  the  pons  to  the  eye.  It  can  be 
injured  directly  or  by  increased  intracranial 
pressure  alone. 

Dissociation  of  eye  movements  (inter- 
nuclear  ophthalmoplegia ) indicates  injury  to 
the  medial  longitudinal  fasciculus  of  the  pons. 
The  details  of  such  dissociation  are  often 
impossible  to  detect  until  a patient  can  co- 
operate fully  with  the  examination. 

Paralysis  of  conjugate  gaze  to  the  opposite 
side  of  frontal  or  occipital  lesions  causes  the 
eye  to  deviate  to  the  side  of  the  lesion.  Irrita- 
tive lesions,  by  contrast,  may  lead  to  gaze 
deviation  away  from  the  lesion.  This  observa- 
tion may  be  misleading  but  in  any  case,  indi- 
cates a supranuclear  lesion. 

Thus,  head  trauma  can  produce  extra- 
ocular and  ocular  movement  disturbances  in 
a number  of  ways.  Cerebral  trauma  causes 
central  movement  disturbances  such  as  paraly- 
sis of  gaze  and  dissociation  of  movement.  The 
same  can  occur  with  brainstem  trauma,  direct 
or  indirect,  due  to  secondary  compression 
from  cerebral  lesions. 

Cerebral  and  brainstem  lesions  are  likely  to 
be  accompanied  by  changes  in  vegetative 
function  and  state  of  consciousness.  Peripheral 
cranial  nerve  involvement  can,  of  course, 
co-exist.  Basilar  skull  fractures  can  damage 
the  peripheral  nerves  at  the  areas  of  exit 
through  the  skull. 

Damage  about  the  superior  orbital  fissure 
or  near  the  cavernous  sinus  may  catch  the 
cranial  nerves  III,  IV  and  VI,  ophthalmic 
branch  of  V,  and  the  ocular  sympathetics. 
This  produces  III,  IV  and  VI  palsy,  ophthal- 
moplegia and  absence  of  corneal  reflex, 
corneal  sensation,  lid  reflex  and  conjunctival 
reflex.  The  maxillary  branch  of  V can  be 
damaged  at  the  foramen  rotundum  and  the 
mandibular  branch  at  the  foramen  ovale.  A 
corresponding  numbness  of  portions  of  the 
head  is  the  result.  Fractures  of  the  acoustic 
meatus  may  produce  seventh  and  eighth  nerve 
palsy.  Bell’s  palsy  man  thus  be  seen  in  addi- 
tion to  that  due  to  involvement  of  the  nerve 
more  distally.  The  eyeball  turns  up  to  the 
affected  side  with  inability  to  wink  and  close 


the  lid.  This  phenomenon  is  not  seen  when 
the  damage  is  central.  Such  damage  cannot 
be  detected  by  eye  observation  alone. 

Finally,  a Horner’s  syndrome  may  imply 
cervical  injury  in  addition  to  head  injury. 
Frequently  a cervical  spine  series  of  ro- 
entgenograms is  in  order. 

Repeated  examination  of  an  extra-ocular 
paresis  yields  essential  information  as  to  the 
extent  of  the  injury: 

1.  Paresis  with  rapid  recovery  is  due  to 
simple  concussion  of  the  nerve. 

2.  Paresis  with  recover  in  months  indi- 
cates contusion. 

3.  Paresis  with  no  recovery  may  result 
from  severed  nerve  or  from  interrup- 
tion of  its  vascular  supply. 

4.  Onset  of  paresis  after  a period  of  time 
following  the  head  trauma  suggests  an 
expanding  lesion  such  as  hematoma  or 
cerebral  edema. 

With  the  exception  of  severe  brainstem 
trauma,  deficits  of  extra-ocular  movement  are 
due  to  peripheral  injury  of  the  nerve,  and 
prognosis  for  recovery  is  quite  good,  although 
a period  of  several  months  may  elapse  before 
diplopic  symptoms,  for  example,  disappear. 
If  there  is  residual  paresis,  the  patient  may 
benefit  from  corrective  surgery  or  extra-ocular 
lenses. 

One  should  not  emphasize  the  localizing 
value,  or  even  the  lateralizing  value  of  an 
isolated  extra-ocular  palsy  in  intra-cranial 
injury  unless  it  is  associated  with  other  neuro- 
logic findings,  since  it  may  be  difficult  to  dis- 
tinguish between  peripheral,  brainstem  or 
supratentorial  involvement. 

Nystagmus 

Nystagmus  on  lateral  gaze  as  a singular 
finding  is  of  little  diagnostic  significance. 
Many  normal  individuals  may  exhibit  nystag- 
mus which  is  often  related  simply  to  extra- 
ocular muscle  fatigue.  However,  nystagmus  is 
clinically  meaningful  when  associated  with 
other  neurologic  findings  such  as  extra-ocular 
muscle  paresis  and  diplopia,  or  vestibular 
nerve  involvement  accompanied  by  vertigo, 
postural  dizziness  and  dim  hearing,  or  ap- 
pendicular motor  and  sensory  paresis,  or 
movement  disorder. 
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Vision  and  Visual  Field  Changes 

Visual  field  testing,  when  possible  in  acute 
head  trauma,  is,  at  best,  a gross  examination 
but  may  be  of  value  in  determining  the  site 
of  the  lesions.  Repeated  examination  is 
important  in  assessing  the  dynamic  process 
intracranially.  While  transient  changes  can  be 
ascribed  to  cerebral  edema,  progressive  field 
defects  may  be  indicative  of  intracranial 
hemorrhage. 

Immediate  blindness  of  one  eye  with  a 
pupil  fixed  to  direct  light  but  still  having  a 
consensual  light  response  is  due  to  injury  of 
the  optic  nerve.  The  most  likely  trauma  is 
hemorrhage  into  the  nerve  sheath  or  rupture 
of  the  vascular  supply  about  the  nerve. 
Laceration  of  the  nerve  itself  is  rare,  except 
for  penetrating  injuries  of  the  orbit.  Bilateral 
blindness  (cortical)  with  reacting  pupils  is 
found  in  severe  concussion  or  contusion  of 
the  visual  cortex  of  the  occipital  lobe.  An 
incomplete  deficit  due  to  this  lesion  may  pro- 
duce preservation  of  central  vision  with  loss 
of  peripheral  vision.  Loss  of  central  vision 
alone  results  from  compression  of  the  nerve 
through  the  optic  canal. 

Bitemporal  field  defects  occur  with  injury 
to  the  optic  chiasm  from  basilar  skull  fracture. 
Homonymous  hemianopia  (loss  in  the  same 
side  of  each  visual  field)  is  a consequence 
of  injury  behind  the  optic  chiasm  on  the 
opposite  side  of  the  visual  field  loss. 
Homonymous  sector  defects  in  the  superior 
visual  fields  are  suggestive  of  temporal  lobe 


involvement  since  the  optic  radiation  travels 
through  the  temporal  lobe  on  its  course  from 
the  occipital  visual  cortex  to  the  optic  chiasm 
(Meyer’s  loop). 

Fundus  Changes 

In  a great  majority  of  cases,  the  fundus 
appears  normal  in  the  acute  period  of  intra- 
cranial trauma.  There  may  be  retinal  hemor- 
rhages which  may  appear  immediately  follow- 
ing the  accident  or  a day  or  so  afterward,  and 
these  only  mean  that  intracranial  pressure 
was  at  least  temporarily  elevated.  Perhaps  the 
importance  of  early  fundus  changes  with 
intracranial  injuries  has  been  over-empha- 
sized. Instead,  the  emphasis  should  be  placed 
on  repeated  fundoscopic  examinations  in  the 
days  following  injury. 

Early  in  concussion  or  contusion,  the  retinal 
arteries  will  be  spastic  with  possibly  pallor  of 
the  retina.  Venous  congestion  often  follows. 
Cerebral  swelling  is  at  a maximum  from  two 
to  three  days  post  injury,  and  during  this 
period,  varying  degrees  of  disc  edema  may  be 
present,  even  while  the  patient  is  improving. 

Progression  of  intracranial  pressure  due  to 
cerebral  edema  or  expanding  hematoma  may 
produce  significant  papilledema  in  a matter  of 
days.  Frequent  fundus  examinations  will  only 
confirm  the  changing  neurologic  status,  but 
one  should  not  necessarily  wait  for  papill- 
edema in  the  face  of  a deteriorating  neuro- 
logical status  before  neurosurgical  intervention 
is  contemplated.  In  fact,  papilledema  may  re- 
main absent. 
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The  passage  of  HR-1  by  the  92nd  Congress  will  call  for  numerous  changes  in  the  admin- 
istration of  Social  Security,  Medicare,  Medicaid,  the  maternal  and  pediatric  health  programs, 
and  the  welfare  system.  These  and  still  other  changes  are  too  many  to  enumerate  at  the  moment 
because  of  sheer  numbers  and,  according  to  some  commentators  and  analysts,  because  of  a lack 
of  clarity  and  intent  in  some  portions  of  the  law. 

Even  so.  Congress  was  unable  to  come  to  grips  with  the  alleged  problem  of  National  Health 
Insurance  and  the  complexities  of  its  administration  and  its  costs,  if  such  a program  were  to  be 
enacted. 

Regarding  administration  and  clarity  and  intent  of  laws,  it  is  of  interest  and  with  regret  that 
the  5.4  billion  dollar  higher  education  subsidies  program  should  be  cited.  The  idea  of  the  pro- 
gram was  to  provide  grants  up  to  $1,400.00  a year  to  students  from  families  in  the  lower  income 
classes.  However,  a study  by  an  economist  in  the  Brookings  Institute  showed  that  students  from 
families  in  the  wealthier  classes  were  actually  getting  a more  generous  share  of  the  federal  lar- 
gess. It  was  concluded  that  the  inequities  were  based  on  defects  in  the  law  which  allowed  a stu- 
dent to  qualify  for  as  much  or  as  little  as  he  could  coax  from  some  financial  aid  officer.  Hope- 
fully, the  defect  can  be  remedied  after  further  congressional  hearings  and  corrective  amendments. 
However,  this  is  yet  another  example  of  political  and  bureaucratic  ineptitude.  Similar  examples 
could  be  cited  in  sufficient  number  to  justify  over  and  over  the  remark  that  it  is  difficult  to  see 
how  so  many  presumably  innocent  and  naive  Utopians,  prodded  by  professed  Socialists,  can  be- 
lieve that  more  and  bigger  federal  government  is  the  panacea  for  all  ills. 

Predictions  can  be  hazardous,  but  it  would  seem  to  be  safe  to  say  that  without  doubt  the 
foes  of  medical  practice  will  promote  again  in  the  93rd  Congress  the  passage  of  some  type,  pos- 
sibly even  any  type,  of  national  health  insurance  which  would  be  difficult  to  administer  on  the 
federal  level,  difficult  to  practice  on  the  medical  level,  and  expensive  beyond  estimates  to  the 
tax-payer,  without  lessening  cost  or  improving  quality  compared  to  current  standards. 

For  the  sake  of  the  public,  rich  or  poor,  black  or  white,  sick  or  well,  it  is  to  be  hoped  that 
more  articulate  spokesmen  for  private  medicine  and  free  enterprise  will  emerge  to  champion  their 
preference  over  any  of  the  schemes  that  may  be  brought  for  consideration  before  the  Congress 
about  to  convene. 

Edward  F.  Parker,  M.  D. 
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Where  the  Action  Is 

The  position  of  Editor  of  The  Journal 
carries  with  it  the  honor  and  privilege  of 
sitting  in  as  a non-voting  member  on  meet- 
ings of  the  Council  of  the  South  Carolina 
Medical  Association.  It  was  my  pleasure  to 
attend  my  first  of  the  Council’s  quarterly 
meetings  in  October.  It  was  a tremendously 
impressive  tour  de  force  by  our  councilors 
and  we  want  to  report  to  you  that  you  are 
well  represented  by  intelligent,  dedicated  men 
of  sound  judgment  and  great  endurance.  The 
meeting  lasted  almost  six  hours.  Men  from  all 
areas  of  the  state  sat  down  together,  faced 
difficult  problems  and  hard  decisions.  Long 
and  important  deliberations  were  completed 
with  seriousness  and  concentration,  but  with 
good  humor  without  frivolity.  The  meeting 
was  interesting  and  important,  but  a physical 
and  mental  ordeal  for  all  concerned.  And  all 
discussions  of  the  budget  were  postponed 
until  the  January  meeting! 

We  are  impressed  with  our  councilors.  You 
are  in  good  hands.  Take  a moment  and  thank 
the  councilor  from  your  area  the  next  time 
you  see  him.  He  has  spent  long  and  hard 
hours  laboring  on  your  behalf!  And  at  no 
compensation! 

Just  as  a reminder,  the  members  of  Council, 
South  Carolina  Medical  Association  are: 

First  District  Richard  Johnston 

Second  District  Waitus  Tanner,  Chairman 
Third  District  William  Klauber 

Fourth  District  Donald  Kilgore 

Fifth  District  Halstead  M.  Stone 

Sixth  District  J.  D.  Gilland 

Seventh  District  Michael  Holmes 

Eighth  District  Randolph  Smoak 

Ninth  District  Euta  Colvin 


Also  members  of  Council  are  the  South 
Carolina  Medical  Association  officers: 
President  Edward  F.  Parker 

President-elect  Harold  P.  Hope 

Vice-President  Kenneth  N.  Owens 

Secretary  Strother  Pope 

Treasurer  _____  _ J.  Howard  Stokes 

Delegate  to  the  A.M.A.  Thomas  Parker 

Delegate  to  the  A.M.A.  John  Hawk,  Jr. 

Give  these  men  the  honor  and  thanks  they 
deserve  and  have  duly  earned! 

E.E.K. 


Mayday ! Mayday ! Mayday ! 

The  Journal  of  the  South  Carolina  Medical 
Association  is  in  serious  trouble!  Insufficient 
scientific  material  is  being  submitted  to  main- 
tain our  commitment  to  excellence.  Last 
month  we  refused  publication  of  two  papers 
because  we  did  not  feel  that  they  came  up 
to  the  standards  previously  established  for 
The  Journal.  But  unless  more  material  is 
available  for  selection,  we  will  have  to  resort 
to  publishing  inferior  papers.  It  is  required 
that  advertising  not  exceed  50  percent  of  The 
Journal  contents.  This  establishes  a minimum 
of  scientific  material.  To  continue  the  high 
quality  of  The  Journal,  we  must  have  more 
scientific  material.  Please,  experienced  au- 
thors, keep  it  coming.  Novice  writers,  try  your 
hand  at  it. 

When  first  undertaking  the  Editorship  of 
this  journal,  we  asked  for  suggestions  as  to 
orientation  of  The  Journal.  Without  fail,  all 
my  advisers  recommended  a primary  scientific 
orientation.  Please  submit  your  medical 
thoughts,  experiences,  and  findings  so  we  will 
be  able  to  follow  this  good  advice. 

E.E.K. 


Decembeb,  1972 
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'Soutli  Carolina  physicians  named  diplo- 
mates  of  the  American  Board  of  Family 
Practice  include:  Dr  Archibald  W.  Hursey 
of  Sumter;  Dr.  James  A.  Underwood  of  New- 
berry; Drs.  Walter  Gaillard,  James  E.  Bar- 
nett, Warren  White,  and  John  H.  Holliday 
of  Anderson;  Dr.  Joseph  F.  Flowers  of 
Walterboro;  Dr.  Joseph  K.  Newsom  of 
Cheraw ; Drs.  David  G.  Askins  and  Thomas 
B.  Clark  of  Charleston;  and  Drs.  Ralph  E. 
Cox,  James  B.  Gowan  and  William  E.  Jones 
of  Greenville.  Also  named  as  fellows  of  the 
American  Academy  of  Family  Physicians 
were:  Dr.  John  Creighton  Buchanan,  Jr.  of 
Winnsboro;  Dr.  Halstead  M.  Stone  of 
Chester;  Drs.  R.  L.  Crawford,  E.  R.  Barber 
and  Richard  Wescoat  of  Lancaster;  Dr. 
William  H.  Fries  of  Hilton  Head ; Dr.  James 
E.  Allgood  of  Inman;  Dr.  James  G.  Jeanes 
of  Lyman;  Dr.  Robert  W.  Patton  of  Rock 
Hill;  Dr.  Hans  J.  Heller  of  Charleston;  Dr. 
Ira  Barth  of  Marion  and  Dr.  W.  Carl  Walsh 
of  Easley.  Also  attending  the  meeting  of  the 
Academy  were : Dr.  Robert  G.  Mann  of 
Easley ; Dr.  Robert  Ramseur  of  Conway ; Dr. 
Winston  Y.  Godwin  of  Cheraw;  and  Dr. 
J.  S.  Garner  of  Mullins. 

Dr.  Attilio  A.  Ceraldi  of  Abbeville  was 
inducted  as  a fellow  of  the  American  Col- 
lege of  Surgeons  at  its  recent  meeting  in 
San  Francisco.  Dr.  Lawrence  L.  Hester,  Jr. 
of  Charleston  lias  been  elected  to  the  Board 
of  Governors  of  the  American  College  of 
Surgeons.  Dr.  Rexford  H.  Hunt  was  recent- 
ly elected  to  membership  in  the  South  Caro- 
lina Society  of  Vascular  Surgeons  at  a meet- 
ing held  in  Columbia.  Dr.  Travis  W.  Jen- 
kins, a third-year  psychiatric  resident  at 
William  S.  Hall  Psychiatric  Institute  in 
Columbia,  has  been  named  to  participate 
in  the  American  Psychiatric  Association 
Falk  Resident  Fellow  Program. 


Dr.  M.  B.  Nickles,  Jr.  was  elected  chief  of 
staff  of  the  Byerly  Hospital  in  Hartsville 
recently.  Dr.  Frank  Kinsey  was  elected  vice 
chief  of  staff  and  Dr.  Charles  H.  Owens  was 
elected  secretary.  The  newly  elected  officers 
of  the  Medical  Staff  at  Mary  Black  Memorial 
Hospital  in  Spartanburg  were : Dr.  W.  Ray 
Henderson,  chief  of  staff;  Dr.  Frederack  G. 
Phillips,  assistant  chief  of  staff;  Dr.  Jack  A. 
Evans,  vice-president;  Dr.  Eugene  M.  Bush, 
secretary-treasurer.  Also  taking  office  were 
newly  elected  department  chiefs:  Dr.  Wil- 
liam C.  Elston,  surgery;  Dr.  Eugene  M. 
Bush,  medicine ; Dr.  Benjamin  L.  Allen,  fam- 
ily practice ; and  Dr.  R.  Duren  Johnson,  den- 
tal. 

The  Spartanburg  General  Hospital  board 
of  trustees  honored  Dr.  Robert  Taylor  after 
completion  of  two-years  as  head  of  the  med- 
ical staff.  Dr.  John  M.  Fewell  of  Greenville 
was  chosen  by  the  South  Carolina  Nursing 
Home  Association  for  its  annual  Better  Life 
Award.  The  award  was  for  his  contributions 
to  patient  care  in  his  50  years  of  practice. 
Dr.  John  G.  Ulmer  was  honored  in  Heming- 
way after  practicing  medicine  there  for  50 
years.  Dr.  J.  L.  Goodman  of  North  Charles- 
ton was  selected  by  the  Governor’s  Com- 
mittee on  the  Employment  of  the  Handi- 
capped as  South  Carolina’s  Physician  of  the 
Year. 

Dr.  Azar  M.  Mina  has  started  her  practice 
in  the  St.  Andrews  area  of  Columbia.  After 
one  year  of  internship  at  Pahlavi  Univer- 
sity in  Iran,  she  did  her  pediatric  training 
in  Philadelphia  General  Hospital  and  at 
Children’s  Hospital  of  Akron,  Ohio.  Dr. 
Richard  M.  Helman  has  announced  the  open- 
ing of  an  office  in  Columbia  for  the  practice 
of  gastroenterology  and  internal  medicine. 
He  is  associated  with  Drs.  Irvin,  Saunders, 
Hair,  Fishburne  and  Edwards. 
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Watery  Eyes 

/ Nasal 
/ Congestion 

0 

Drying  Agent 

( isopropamide, 
as  the  iodide— 

2.5  mg.) 

Decongestant " 

( phenylpropanol- 
amine HC1— 50  mg.) 

^^^Sneezing 

^tunny  Nose 

Antihistamine  ^ 

( chlorpheniramine 
maleate— 8 mg.) 

THE  COLD 
SYMPTOMS 

THE 

INGREDIENTS 

THAT 

HENEEDS  k 

MAKE  HIM 

FOR  PROLONGED 

MISERABLE 

RELIEF 

Before  prescribing,  see  complete  prescribing  information  in 
SK&F  literature  or  PDR 

Indications:  Upper  respiratory  congestion  and  hypersecretion 
associated  with  the  common  cold;  acute  and  chronic  sinusitis; 
vasomotor  rhinitis;  allergic  rhinitis  (hay  fever,  rose  fever,"  etc.) 
Contraindications:  Hypersensitivity  to  any  component, 
concurrent  MAO  inhibitor  therapy;  severe  hypertension, 
bronchial  asthma,  coronary  artery  disease;  stenosing  peptic 
ulcer,  pyloroduodenal  or  bladder  neck  obstruction  Children 
under  6 

Warnings:  Advise  vehicle  or  machine  operators  of  possible 
drowsiness  Warn  patients  of  possible  additive  effects  with 
alcohol  and  other  CNS  depressants. 

Usage  in  Pregnancy  In  pregnancy,  nursing  mothers  and 
women  who  might  bear  children,  weigh  potential  benefits 
against  hazards  Inhibition  of  lactation  may  occur 

Effect  on  PBI  Determination  and  1 131  Uptake . Isopropamide 
iodide  may  alter  PBI  test  results  and  will  suppress  I131  uptake. 
Substitute  thyroid  tests  unaffected  by  exogenous  iodides. 
Precautions:  Use  cautiously  in  persons  with  cardiovascular 
disease,  glaucoma,  prostatic  hypertrophy,  hyperthyroidism 
Adverse  Reactions:  Drowsiness,  excessive  dryness  of  nose, 
throat  or  mouth;  nervousness;  or  insomnia  Also,  nausea, 
vomiting,  epigastric  distress,  diarrhea,  rash,  dizziness, 
weakness,  chest  tightness,  angina  pain,  abdominal  pain, 
irritability,  palpitation,  headache,  incoordination,  tremor, 
dysuria,  difficulty  in  urination,  thrombocytopenia,  leukopenia, 
convulsions,  hypertension,  hypotension,  anorexia,  constipation, 
visual  disturbances,  iodine  toxicity  (acne,  parotitis). 

Supplied:  Bottles  of  50  capsules. 

SK&F  Smith  Kline  & French  Laboratories 

Trademark 

ORNADE  SPANSULE 


® 


Each  capsule  contains  8 mg  of  Teldrin®(brand  of 
chlorpheniramine  maleate).  50  mg  of  phenylpropanolamine 
hydrochloride;  2.5  mg  of  isopropamide,  as  the  iodide 


brand  of  sustained  release  capsules 


UNCOMMON  RELIEF  FOR  COLD  SYMPTOMS 


If  youVe 
, seen  one, 
have  you 
really  seen 
them  all? 

The  following  patient  profiles  represent 
typical  clinical  situations,  but  do  not 
necessarily  represent  actual  cases. 


Age  22,  previously  normal  menses 
with  occasional  menorrhagia  Now 
on  a sequential  0 C for  four  months. 
Complains  of  heavy  flow, 
occasional  infracyclic  bleeding, 
edema,  tender  swollen  breasts. 

Indicates  estrogen  excess 

1st  choice  Switch  to  a com- 
bination 50-mcg  -estrogen  0 C. 

(such  as  Demulen  ')■ 


Age  21,  short,  mammose,  with 
normal  menses,  some  acne  Was  put 
on  prenuptial  regimen  of  50-mcg. - 
estrogen/moderate-progestogen 
0 C for  two  months  Now  has 
increased  acne 

Indicates  metabolic  production 
of  androgen  or  relative  estrogen 
deficiency 

1st  choice:  Switch  to  a 100-mcg  - 
estrogen  combination  (such  as 
Enovid-E  ora  sequential) 

\ 


Age  25,  average  frame,  poor 
complexion.  No  problem  with  menses, 
normal  para  1.  On  a low-estrogen/ 
high-progestogen  0 C for  two 
years.  Now  complains  of  scanty 
flow,  decreased  libido,  depression. 

Indicates  probable  buildup  of 
progestogen-related  side  effects. 

1st  choice  Switch  to  a center- 
spectrum  OC  with  more  estrogen, 
less  progestational  activity 
(such  asOvulen1).  \ 


Age  19,  small  breasts,  minor 
hirsutism,  oily  hair  and  skin 
History  of  metrorrhagia,  skipped 
or  scanty  menses.  New  user. 

Indicates  androgenic  excess  or 
estrogen  deficiency  (fertility 
is  suspect). 

1st  choice.  An  estrogen-dominant 
0 C (such  as  Enovid-E*). 


same.  A basic  difference  lies  in  their  hormone  profiles.  One  may 
secrete  too  much  estrogen,  another  not  enough. ..or  perhaps  too  muc 
androgen;  the  vast  majority  would  fit  somewhere  into  the  broad  centc 
spectrum. 


Each  white  tablet  contains  etl 


;e  25,  tall,  slender,  athletic, 
th  flat  chest  On  a progestogen- 
minant  50-mcg  -estrogen  0 C. 
is  recurrent  trichomoniasis 
d Monilia 

Indicates  estrogen  deficiency  and 
cess  of  progestogen  in  current  0 C. 
1st  choice:  Switch  to  a corn- 
ration  pill  with  100  meg 
trogen  and  less  progestational 
tivity  (such  as  Enovid-E  or 
'ulerr  or  a sequential). 


Although  the  profiles  described  below  may  not  be  completely 
predictive,  in  optimal  O.C.  selection,  the  estrogen-progestogen  activi 
ratio  should  be  carefully  matched  to  the  patient  profile.  Searle  offers 
you  O.C.s  in  a range  not  only  suitable  for  your  patients  in  the  balancer 
center  spectrum,  but  also  adaptable  to  the  patient  with  another  type 
of  hormone  profile. 

Oral  contraceptives  are  complex  medications.  Among  the 
commonly  reported  adverse  reactions  are:  intracycle  bleeding,  fluid 
retention,  tender  or  swollen  breasts,  exacerbation  of  acne  condition, 
changes  in  libido,  amenorrhea  while  on  medication  and  upon 
discontinuance,  nausea,  leg  cramps,  headaches,  weight  gain.  Therefor 
after  reference  to  the  prescribing  information,  oral  contraceptives 
should  be  prescribed  with  care. 


*Note:  In  some  patients  any  level  of  exogenous  estrogen  or 
progestogen  may  produce  symptoms  of  excess  hormone  activity. 


Age  23,  "Miss  America"  figure, 
previously  normal  menses,  healthy 
skin  and  hair.  On  a 50-mcg  - 
estrogen  pill  for  four  months 
Complains  of  intracyclic  bleeding. 

Indicates  probable  need  for 
more  estrogen. 

1st  choice  Switch  to  a center- 
spectrum  0 C with  more  estrogen 
and  moderate  progestogen 
dominance  (such  as  Ovulen  ) 


Age  21,  college  senior,  average 
build  On  highly  progestogen- 
dominant/low-dose-estrogen  O.C. 
for  six  months  Now  complains  of 
amenorrhea,  between-cycle 
headaches,  weight  gam 

Indicates  probable  progestogen 
excess 

1st  choice  Switch  to  a center- 


spectrum  pill  (such  as  Ovulen  ) 


Age  27,  slightly  overweight, 
multiparous.  Nausea  with  all  three 
pregnancies  and  with  a sequential 
O.C  three  years  ago  Has  pre- 
menstrual fluid  retention  and 
leg  cramps 

Indicates  probable  excess  of 
estrogen 

1st  choice  A 50  meg  -estrogen/ 
progestogen  dominant  pill 
(such  as  Demulen  ) 


a family  of  O.C.  products  to  help  you  match 
the  right  pill  to  the  right  patient 


Ovulen 

Each  white  tablet  contains 

ethynodiol  diacetate  1 mg./mestranol  0.1  mg. 


Demulen 

Each  white  tablet  contains 

ethynodiol  diacetate  1 mg  /ethinyl  estradiol  50  meg. 


Each  pink  tablet  in  Ovulen-28®and  Demulerf -28  is  a placebo,  containing  no  active  ingredients. 


Actions  -Ovulen  and  Demulen  act  to  prevent  ovulation  by  inhibiting  the  out- 
put of  gonadotropins  from  the  pituitary  gland.  Ovulen  and  Demulen  depress 
the  output  of  both  the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing 
hormone  (LH) 

Special  note-Oral  contraceptives  have  been  marketed  in  the  United 
States  since  1960  Reported  pregnancy  rates  vary  from  product  to  product. 
The  effectiveness  of  the  sequential  products  appears  to  be  somewhat  lower 
than  that  of  the  combination  products.  Both  types  provide  almost  completely 
effective  contraception 

An  increased  risk  of  thromboembolic  disease  associated  with  the  use  of 
hormonal  contraceptives  has  now  been  shown  in  studies  conducted  in  both 
Great  Britain  and  the  United  States  Other  risks,  such  as  those  of  elevated  blood 
pressure,  liver  disease  and  reduced  tolerance  to  carbohydrates,  have  not  been 
quantitated  with  precision. 

Long-term  administration  of  both  natural  and  synthetic  estrogens  in  sub- 
primate  animal  species  in  multiples  of  the  human  dose  increases  the  frequency 
of  some  animal  carcinomas.  These  data  cannot  be  transposed  directly  to  man. 
The  possible  carcinogenicity  due  to  the  estrogens  can  be  neither  affirmed  nor 
refuted  at  this  time.  Close  clinical  surveillance  of  all  women  taking  oral  contra- 
ceptives must  be  continued. 

I ndication  - Ovulen  and  Demulen  are  indicated  for  oral  contraception 

Contraindications -Patients  with  thrombophlebitis,  thromboembolic 
disorders,  cerebral  apoplexy  or  a past  history  of  these  conditions,  markedly  im- 
paired liver  function,  known  or  suspected  carcinoma  of  the  breast,  known  or 
suspected  estrogen-dependent  neoplasia  and  undiagnosed  abnormal  genital 
bleeding. 

Warnings  The  physician  should  be  alert  to  the  earliest  manifestations  of 
thrombotic  disorders  (thrombophlebitis,  cerebrovascular  disorders,  pulmonary 
embolism  and  retinal  thrombosis).  Should  any  of  these  occur  or  be  suspected 
the  drug  should  be  discontinued  immediately. 

Retrospective  studies  of  morbidity  and  mortality  conducted  in  Great  Britain 
and  studies  of  morbidity  inthe  United  States  have  shown  a statistically  significant 
association  between  thrombophlebitis,  pulmonary  embolism,  and  cerebral 
thrombosis  and  embolism  and  the  use  of  oral  contraceptives.  There  have  been 
three  principal  studies  in  Britain13  leading  to  this  conclusion,  and  one4  in  this 
country.  The  estimate  of  the  relative  risk  of  thromboembolism  in  the  study  by 
Vessey  and  Doll3  was  about  sevenfold,  while  Sartwell  and  associates4  in  the 
United  States  found  a relative  risk  of  4.4,  meaning  that  the  users  are  several 
times  as  likely  to  undergo  thromboembolic  disease  without  evident  cause  as 
nonusers.  The  American  study  also  indicated  that  the  risk  did  not  persist  after 
discontinuation  of  administration  and  that  it  was  not  enhanced  by  long- 
continued  administration.  The  American  study  was  not  designed  to  evaluate 
a difference  between  products.  However,  the  study  suggested  that  there  might 
be  an  increased  risk  of  thromboembolic  disease  in  users  of  sequential  prod- 
ucts. This  risk  cannot  be  quantitated,  and  further  studies  to  confirm  this  finding 
are  desirable 

Discontinue  medication  pending  examination  if  there  is  sudden  partial  or 
complete  loss  of  vision,  or  if  there  is  a sudden  onset  of  proptosis,  diplopia  or 
migraine.  If  examination  reveals  papilledema  or  retinal  vascular  lesions  medica- 
tion should  be  withdrawn 

Since  the  safety  of  Ovulen  and  Demulen  in  pregnancy  has  not  been  demon- 
strated, it  is  recommended  that  for  any  patient  who  has  missed  two  consecutive 
periods  pregnancy  should  be  ruled  out  before  continuing  the  contraceptive 
regimen.  If  the  patient  has  not  adhered  to  the  prescribed  schedule  the  possi- 
bility of  pregnancy  should  be  considered  at  the  time  of  the  first  missed  period. 

A small  fraction  of  the  hormonal  agents  in  oral  contraceptives  has  been 
identified  in  the  milk  of  mothers  receiving  these  drugs.  The  long-range  effect  to 
the  nursing  infant  cannot  be  determined  at  this  time. 

Precautions -The  pretreatment  and  periodic  physical  examinations 
should  include  special  reference  to  the  breasts  and  pelvic  organs,  including  a 
Papanicolaou  smear  since  estrogens  have  been  known  to  produce  tumors, 
some  of  them  malignant,  in  five  species  of  subprimate  animals.  Endocrine  and 
possibly  liver  function  tests  may  be  affected  by  treatment  with  Ovulen  or  Demu- 
len. Therefore,  if  such  tests  are  abnormal  in  a patient  taking  Ovulen  or  Demulen, 
it  is  recommended  that  they  be  repeated  after  the  drug  has  been  withdrawn  for 
two  months.  Under  the  influence  of  progestogen-estrogen  preparations  pre- 
existing uterine  fibromyomas  may  increase  in  size.  Because  these  agents  may 
cause  some  degree  of  fluid  retention,  conditions  which  might  be  influenced  by 
this  factor,  such  as  epilepsy,  migraine,  asthma,  cardiac  or  renal  dysfunction, 
require  careful  observation.  In  breakthrough  bleeding,  and  in  all  cases  of  irregular 
bleeding  per  vaginam,  nonfunctional  causes  should  be  borne  in  mind.  In  un- 
diagnosed bleeding  per  vaginam  adequate  diagnostic  measures  are  indicated 
Patients  with  a history  of  psychic  depression  should  be  carefully  observed  and 


the  drug  discontinued  if  the  depression  recurs  to  a serious  degree.  Any  possible 
influence  of  prolonged  Ovulen  or  Demulen  therapy  on  pituitary,  ovarian,  adrenal, 
hepatic  or  uterine  function  awaits  further  study.  A decrease  in  glucose  tolerance 
has  been  observed  in  a significant  percentage  of  patients  on  oral  contracep- 
tives The  mechanism  of  this  decrease  is  obscure  For  this  reason,  diabetic  pa- 
tients should  be  carefully  observed  while  receiving  Ovulen  or  Demulen  therapy. 
Theage  of  the  patient  constitutes  no  absolute  limiting  factor,  although  treatment 
with  Ovulen  or  Demulen  may  mask  the  onset  of  the  climacteric  The  pathologist 
should  be  advised  of  Ovulen  or  Demulen  therapy  when  relevant  specimens  are 
submitted.  Susceptible  women  may  experience  an  increase  in  blood  pressure 
following  administration  of  contraceptive  steroids. 

Adverse  reactions  observed  in  patients  receiving  oral  contracep- 
tives-A  statistically  significant  association  has  been  demonstrated  between 
use  of  oral  contraceptives  and  the  following  serious  adverse  reactions:  thrombo- 
phlebitis, pulmonary  embolism  and  cerebral  thrombosis. 

Although  available  evidence  is  suggestive  of  an  association,  such  a relation- 
ship has  been  neither  confirmed  nor  refuted  for  the  following  serious  adverse 
reactions:  neuro-ocular  lesions,  e g.,  retinal  thrombosis  and  optic  neuritis 
The  following  adverse  reactions  are  known  to  occur  in  patients  receiving  oral 
contraceptives,  nausea,  vomiting,  gastrointestinal  symptoms  (such  as  abdom- 
inal crampsand  bloating),  breakthrough  bleeding,  spotting,  change  in  menstrual 
flow,  amenorrhea  during  and  after  treatment,  edema,  chloasma  or  melasma, 
breast  changes  (tenderness,  enlargement  and  secretion),  change  in  weight 
(increase  or  decrease),  changes  in  cervical  erosion  and  cervical  secretions,  sup- 
pression of  lactation  when  given  immediately  post  partum,  cholestatic  jaundice, 
migraine,  rash  (allergic),  rise  in  blood  pressure  in  susceptible  individuals  and 
mental  depression. 

Although  the  following  adverse  reactions  have  been  reported  in  users  of 
oral  contraceptives,  an  association  has  been  neither  confirmed  nor  refuted: 
anovulation  post  treatment,  premenstrual-like  syndrome,  changes  in  libido, 
changes  in  appetite,  cystitis-like  syndrome,  headache,  nervousness,  dizzi- 
ness, fatigue,  backache,  hirsutism,  loss  of  scalp  hair,  erythema  multiforme, 
erythema  nodosum,  hemorrhagic  eruption  and  itching 
The  following  laboratory  results  may  be  altered  by  the  use  of  oral  contra- 
ceptives hepatic  function:  increased  sulfobromophthalem  retention  and  other 
tests;  coagulation  tests:  increase  in  prothrombin,  Factors  VII,  VIII,  IX  and  X; 
thyroid  function:  increase  in  PBI  and  butanol  extractable  protein  bound  iodine, 
and  decrease  in  T3  uptake  values,  metyrapone  test  and  pregnanediol  deter- 
mination 

References:  1.  Royal  College  of  General  Practitioners:  Oral  Contracep- 
tion and  Thrombo-Embolic  Disease,  J.  Coll.  Gen.  Pract.  13:267-279  (May)  1967. 
2.  Inman,  W.  H.  W.and  Vessey,  M P : Investigation  of  Deaths  from  Pulmonary, 
Coronary,  and  Cerebral  Thrombosis  and  Embolism  in  Women  of  Child-Bearing 
Age,  Brit  Med  J.  2:193-199 (April  27)  1968  3.  Vessey,  M P and  Doll.  R Investi- 
gation of  Relation  Between  Use  of  Oral  Contraceptives  and  Thromboembolic 
Disease  A Further  Report,  Brit  Med  J.  2651-657  (June  14)  1969  4.  Sartwell. 
P.  E , Masi,  A.  T ; Arthes,  F.  G„  Greene,  G R , and  Smith,  H E.  Thromboem- 
bolism and  Oral  Contraceptives  An  Epidemiologic  Case-Control  Study,  Amer. 
J Epidem.  90365-380 (Nov.)  1969 

Products  of  SEARLE  & CO 
San  Juan,  Puerto  Rico  00936 

Enovid-E 

norethynodrel  25  mg./mestranol  0 1 mg. 

Actions  -Enovid-E  acts  to  prevent  ovulation  by  inhibiting  the  output  of 
gonadotropins  from  the  pituitary  gland  Enovid-E  depresses  the  output  of  both 
the  follicle-stimulating  hormone  (FSH)  and  the  luteinizing  hormone  (IH) 
Indication  - Enovid-E  is  indicated  for  oral  contraception 
The  Special  Note,  Contraindications,  Warnings,  Precautions  and  Adverse 
Reactions  listed  above  for  Ovulen  and  Demulen  are  applicable  to  Enovid-E  and 
should  be  observed  when  prescribing  Enovid-E 

Enovid-E® 

brand  of  norethynodrel  with  mestranol 

Product  of  Searle  Laboratories  Division 
G.D.  SEARLE  & CO. 

P.O.  Box  51 10,  Chicago,  Illinois  60680 

Where  “The  Pill"  Began  272R 


SEARLE 


SEARLE 


Dr.  James  Eugene  Gee  lias  announced  the 
opening  of  his  office  for  the  practice  of  or- 
thopedic surgery.  Dr.  Gee  will  be  located  at 
10  W.  Calhoun  Street,  Sumter.  He  attended 
Emory  University  School  of  Medicine  and 
completed  his  internship  and  residency  re- 
quirements at  the  Medical  University  of 
South  Carolina  Hospital.  Dr.  Ronald  Harri- 
son Littlefield  is  planning  to  return  to 
Woodruff  next  year  when  he  completes  his 
14-month  residency  in  internal  medicine. 
Dr.  Jarrette  Allen  Beck,  Jr.  has  assumed 
his  duties  as  physician  in  the  emergency 
room  at  Anderson  Memorial  Hospital.  Dr. 
Beck,  a general  practitioner,  graduated  from 
the  Medical  College  of  the  University  of 
Georgia  in  1969  and  served  his  internship 


at  Spartanburg  General  Hospital.  He  comes 
to  Anderson  after  two  years  of  private  prac- 
tice in  Woodruff. 

Dr.  Robert  D.  Capell  has  announced  the 
opening  of  his  office  for  the  general  prac- 
tice of  medicine  at  333  Folly  Road  in 
Charleston.  Dr.  Thomas  A.  Kirkland,  Jr. 
has  also  announced  his  association  with  Dr. 
W.  Bonner  Thomason  in  the  practice  of  uro- 
logy at  315  Calhoun  Street,  Charleston. 

Dr.  Hilla  Sheriff,  assistant  S.  C.  health  of- 
ficer, has  returned  from  Taris  where  she 
addressed  the  13th  Congress  of  Medical 
Women’s  International  Association.  The  sub- 
ject of  her  address  was  The  Laboratory 
Diagnosis  of  Toxoplasmosis. 
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50  YEARS  AGO 

December,  1922 

The  editor  speaks:  “This  issue  of  the  Jour- 
nal marks  the  close  of  the  eighteenth  year  of 
publication  and,  while  these  eighteen  years 
have  been  the  most  trying  ever  experienced  in 
the  history  of  medical  journalism,  many  hav- 
ing succumbed  to  adverse  conditions,  we  are 
glad  that  our  journal  has  surmounted  all  these 
obstacles  and  is  today  a representative  sci- 
entific and  organization  publication.”  A dis- 
cussion of  the  vitamins  included  only  vitamins 
A,  B and  C. 


NEW  MEMBERS,  SCMA 

Dr.  Wm.  C.  Boggs 

1404  Gregg 
Columbia,  S.  C.  29205 
Dr.  James  H.  Herlong 
2009  Hampton  St. 

Columbia,  S.  C.  29204 
Dr.  Samuel  H.  Horton 
Beaufort,  S.  C.  29902 
Dr.  Thomas  Walker  Messervy 
N.  C.  Mem.  Hosp. 

Chapel  Hill,  N.  C. 

Dr.  Dewitt  C.  Niles 
2100  Millgate  Rd. 

Anderson,  S.  C.  29621 
Dr.  John  P.  Sutton 
2753  Laurel  St. 

Columbia,  S.  C.  29204 


December,  1972 
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CANCER 

TOPICS 

BCG  AND  CANCER 

PAUL  H.  O'BRIEN,  M.D.,  FACS* 


Defining  tumor  immunity  in  man  for  diag- 
nosis, prophylaxis,  and  treatment  has  been  a 
goal  of  the  oncologist  since  the  turn  of  the 
century.  The  presence  of  tumor  specific  anti- 
gens for  diverse  cancers  has  only  been  demon- 
strated in  the  past  twenty  years.  Foley1  and 
Gross2  initially  documented  that  with  inbred 
animals,  the  animal  could  be  protected  from 
cancer  by  previous  immunization  of  the  animal 
with  the  same  tumor.  The  methods  of  cancer 
protection  are  felt  to  be  mediated  by  the 
lymphocyte. 

It  is  not  unexpected  that  trials  have,  there- 
fore, been  performed  utilizing  nonspecific 
stimulation  of  lymphocytes  in  the  hope  that 
with  such  an  immunologic  “shove,”  certain 
cancer  patients  might  enjoy  protection  from 
minimal  volumes  of  disseminated  cancer.  A 
known  stimulus  to  the  lymphocyte  is  the 
baeille  Calmette-Guerin,  a bovine  strain  of 
Mycobacterium,  which  is  an  attenuated 
mutant  of  the  tubercle  bacillus.  This  bacillus 
has  been  carried  through  several  hundred 
serial  cultures  on  a bile  containing  media  and 
has  remained  avirulent  for  over  forty  years. 

This  bacillus  was  first  introduced  in  France 
approximately  a half  a century  ago  for  pro- 
tection against  tuberculosis.  The  populations 
in  France  which  were  initially  immunized 
with  BCG  had  little  change  in  the  incidence 
of  tuberculosis.  Public  Health  experts  in 
America  did  not  feel  the  BCG  vaccine  repre- 
sented a major  step  forward,  and  it  was 
elected  not  to  be  used  in  the  United  States. 
Within  the  large  literature  over  the  ability  of 
BCG  to  protect  humans  from  tuberculosis, 
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most  observers  agree  that  the  most  definitive 
study  was  that  of  the  British  Medical  Besearch 
Council.3  Fifty  thousand  tuberculin  negative 
adolescent  children,  who  were  between  the 
ages  of  fourteen  and  sixteen,  were  randomly 
sorted.  One  group  received  BCG.  Another 
group  was  not  vaccinated.  The  group  that  was 
not  vaccinated  operated  as  controls.  The  vac- 
cinated group  had  twenty  per  cent  of  the 
incidence  of  tuberculosis  that  was  found  in 
the  unvaccinated  group— certainly  an  impres- 
sive field  study  justifying  the  use  of  BCG  in 
a high  risk  population. 

The  popularization  of  BCG  as  a potential 
source  of  cancer  has  been  by  Mathe.4  The 
recent  conference  on  the  use  of  BCG  in  the 
cancer  patient  at  Oak  Bidge,  Tennessee,  has 
resulted  in  diverse  newspaper  articles  imply- 
ing BCG  is  an  accepted  and  effective  thera- 
peutic modality  for  treating  patients  with 
gross  clinical  cancer.  These  reports  have 
resulted  in  great  hopes  being  raised  by  the 
loved  ones  of  patients  now  dying  with  the 
advanced  incurable  common  cancers  such  as 
lung,  gut,  breast,  etc.  Private  practitioners 
have  been  trying  to  side  step  the  FDA  and 
acquire  BCG  as  if  it,  indeed,  were  an  ap- 
proved method  of  cancer  therapy. 

I think  we  should  remember  that  this  type 
of  immunotherapy  has  only  been  shown  to  be 
effective  in  the  treatment  of  grafted  L 1210 
murine  leukemias  in  the  laboratory.  This 
immunotherapy,  non-specific  in  type,  is  only 
effective  when  the  host  animal  has  less  than 
10“  cancer  cells;  a volume  of  cancer  in  man 
that  is  undetectable  with  current  diagnostic 
methods. 

I share  the  hope  with  other  oncologists  that 
the  basic  scientist  will  take  the  clinician  by 
the  hand  to  an  immunologic  land  of  “milk  and 
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honey.”  In  such  a land,  simple  skin  tests  and 
blood  tests  will  define  the  patient  that  has  a 
cancer.  The  patient  with  cancer  will  have  less 
than  a million  cancer  cells  and,  indeed,  have 
no  clinical  evidence  of  cancer.  Such  a patient 
can  then  be  treated  with  immunotherapy  or 
multiple  drug  chemotherapy.  Cure  will  be 
defined  by  the  reversal  of  immunologic  tests. 
That  day  is  not  yet  here,  however,  and  it  is 
cruel  to  the  families  of  patients  afflicted  with 
cancer  to  prematurely  raise  false  hopes. 

The  injection  of  BCG  into  human  cancers 
has  produced  serious  untoward  results  and,  on 
occasion,  accelerated  the  growth  of  the  can- 
cer.6 There  has  been  transient  control  over 
isolated  foci  of  metastases  but  no  documented 
change  in  the  natural  history  of  any  human 


cancer  patient  treated  with  BCG.  Controlled 
clinical  studies,  designed  by  responsible 
scientists,  are  at  this  time  the  only  place  where 
BCG  has  a role  in  cancer  therapy.  In  such 
studies  the  goal  is  to  provide  a non-specific 
stimulation  of  the  immune  system  in  patients 
who  are  in  remission  and  grossly  free  of  clini- 
cal leukemia. 

The  use  of  BCG  as  therapy  for  the  patient 
with  the  common  gross  cancer  is  no  different 
than  treating  with  heterologous  sera,  washed 
huffy  coat,  sensitized  lymphocytes,  cotton- 
seed oil,  mineral  oil,  krebiozen,  Carcalon, 
Glover’s  serum,  Coley’s  mixed  toxins,  Hadley’s 
vaccine,  multiple  enzyme  therapy,  M-P  virus, 
eye  of  newt,  fresh  spider’s  web,  and/or  Boni- 
facio’s Anticancer  Goat  Serum. 
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DEATHS 


Dr.  H.  W.  Koopman 

Dr.  Herman  William  Koopman,  77,  died 
October  12  at  Spartanburg  General  Hospital 
after  a brief  illness.  He  was  named  South 
Carolina  Doctor  of  the  Year  in  1951  and  re- 
ceived the  John  Dawson  Literary  Award.  Dr. 
Koopman  was  a graduate  of  the  Medical  Uni- 
versity of  South  Carolina  and  a member  of 
the  Association  of  General  Practitioners  and 
the  AMA. 


Dr.  R.  G.  M.  Dunovant 

Dr.  Robert  Gill  Mills  Dunovant,  76,  died 
October  25  in  Self  Memorial  Hospital  in 
Greenwood.  Born  in  Edgefield,  Dr.  Dunovant 
had  been  a surgeon  in  New  York  City  for  30 
years.  He  was  a member  of  the  American 
Board  of  Obstetrics  and  Gynecology  and  ha"d 
returned  to  Edgefield  in  1949,  becoming  a 
consultant  for  Self  Memorial  Hospital. 


December,  1972 
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PRE-HOSPITAL  EMERGENCY  CARE 
OF  THE  HEART  ATTACK  PATIENT 


Emergency  medical  care  of  patients  with  a 
coronary  heart  attack  is  divided  into  pre-hos- 
pital and  in-hospital  phases.  In-hospital  treat- 
ment made  excellent  progress  during  the  last 
decade,  with  the  development  of  coronary 
care  units.  Pre-hospital  treatment  has  lagged 
behind. 

Mobile  emergency  rooms  and  coronary  care 
vehicles  deliver  medical  care  to  patients 
quicker  and  more  efficiently.  Equipped  with 
monitors,  shock  equipment  and  drugs  they 
allow  trained  personnel  to  treat  patients  on 
the  spot  and  enroute  to  the  hospital. 

Nothing  has  been  done  to  sustain  life  until 
a mobile  unit  arrives.  Now  an  attempt  is 
being  made  to  provide  that  missing  but  essen- 
tial link.  The  American  College  of  Physicians 
has  embarked  on  a mass  educational  program 
on  cardiopulmonary  resuscitation.  This  pres- 
tigious society,  by  using  the  expertise  of 
20,000  members,  hopes  to  implement  this  life- 
saving training  program  on  a nationwide 
basis. 

Cardiopulmonary  resuscitation  combines 
mouth-to-mouth  respiration  and  closed  heart 
massage.  The  latter  is  accomplished  by  apply- 
ing downward  pressure  on  the  breastbone 
with  the  palm  of  the  hand.  By  squeezing  it 
toward  the  backbone,  the  heart  is  compressed 
and  blood  is  forced  out  into  the  general  cir- 
culation. A sudden  release  of  pressure  causes 
the  heart  to  suck  blood  back  into  its  cham- 
bers. If  repeated  once  a second  and  accom- 
panied by  blowing  air  into  the  lungs  through 
the  mouth  (12  times  a minute),  life  can  be 
sustained  for  periods  in  excess  of  thirty 
minutes. 

The  knowledge  gained  in  coronary  care 
units,  by  monitoring  patients  for  long  periods, 
has  shown  that  when  the  heart  stops  beating 
or  is  rendered  inefficient  by  a rapid  or 
irregular  rhythm,  it  must  be  restored  within 
four  minutes  to  preserve  the  brain. 


J.  E.  STOLFI,  M.D.,  FELLOW 
AMERICAN  COLLEGE  OF  PHYSICIANS 

When  cardiac  arrest  occurs  in  the  street, 
restaurant,  theater,  sports  stadium,  golf 
course,  or  home,  it  is  difficult  to  provide  pro- 
fessional care  within  that  critical  period.  The 
number  of  sudden  deaths  due  to  heart  attacks 
annually  is  about  350,000.  To  save  some  of 
them  we  will  have  to  teach,  all  old  enough  to 
understand,  the  simple  but  effective  resus- 
citative  procedure  outlined  above.  By  in- 
structing a large  number,  help  for  those 
stricken  may  be  at  his  side.  Sustaining  life 
until  professional  help  arrives  will  save  thou- 
sands of  victims  each  year.  The  risks  involved 
if  the  procedure  is  performed  improperly  in- 
clude damage  to  ribs  and  bruised  organs. 
Some  people  may  not  have  a coronary.  Sub- 
jecting them  to  resuscitative  procedures  will 
do  no  harm  and  potential  for  good  greatly 
outweighs  the  risks  involved. 

The  College  of  Physicians,  in  cooperation 
with  the  Heart  Associations,  will  urge  phy- 
sicians to  join  in  this  national  effort.  Dem- 
onstrations on  mannequins  and  movie  films 
will  be  used  to  train  the  general  public. 

Autopsies  have  revealed  that  many  people 
who  die  suddenly  have  no  apparent  heart 
damage.  Death  may  have  been  caused  by  a 
reversible  electrical  disturbance  in  rhythm, 
known  as  fibrillation.  If  resuscitated,  these 
individuals  could  live  a normal  life. 

A side  issue  concerns  legal  action  against 
those  who  perform  the  procedure  improperly. 
Several  states  have  enacted  laws  protecting 
individuals  who  perform  emergency  pro- 
cedures. They  should  be  adopted  universally. 
This  legal  problem  emphasizes  the  need  for 
good  instruction.  Interest,  cooperation,  and 
participation  by  all  members  of  the  medical 
profession  as  well  as  the  general  public  is 
necessary  for  the  success  of  this  vital  drive 
for  life. 

Well-equipped  mobile  units  staffed  with 
trained  personnel  are  now  delivering  medical 
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Iron  therapy  for  anemia 
is  almost  as  old  as  history  itself 


Celsus's  empirical  use  of  iron 

Aulus  Cornelius  Celsus  recommended  an  unusual  form  of  iron  ther- 
apy for  the  treatment  of  enlarged  spleens— the  oral  administration 
of  water  that  blacksmiths  had  used  for  dousing  white-hot  iron. 

For  mote  modern  anemia  therapy 
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Hematinic  Concentrate 
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Description:  Each  Pulvule’'1  contains — 

Special  Liver-Stomach  Concentrate,  Lilly 
(containing  Intrinsic  Factor)  240  mg. 

Cobalamin  Concentrate,  N.F.,  equivalent  to  Cobalamin  7.5  meg. 

(The  total  vitamin  B12  activity  in  the  Special  Liver-Stomach  Concen- 
trate, Lilly,  and  the  Cobalamin  Concentrate,  N.F.,  is  15  micrograms.) 


Iron,  Elemental  (as  Ferrous  Fumarate) 
Ascorbic  Acid  (Vitamin  C) 

Folic  Acid 


110  mg. 
75  mg. 
0.5  mg. 


Indications:  Trinsicon  is  a multifactor  preparation  effective  in  the  treatment  of 
anemias  that  respond  to  oral  hematinics,  including  pernicious  anemia  and  other 
megaloblastic  anemias  and  also  iron-deficiency  anemia.  Therapeutic  quantities  of 
hematopoietic  factors  that  are  known  to  be  important  are  present  in  the  recom- 
mended daily  dose. 

Vitamin  B,2  with  Intrinsic  Factor-men  secretion  of  intrinsic  factor  in 
gastric  juice  is  inadequate  or  absent  (e.g.,  in  Addisonian  pernicious  anemia  or  after 
gastrectomy),  vitamin  B,2  in  physiological  doses  is  absorbed  poorly,  if  at  all.  The 
resulting  deficiency  of  vitamin  B12  leads  to  the  clinical  manifestations  of  pernicious 
anemia.  Similar  megaloblastic  anemias  may  develop  in  fish  tapeworm  ( Diphyllo ■ 
bothrium  latum)  infection  or  after  a surgically  created  small-bowel  blind  loop; 
in  these  situations,  treatment  requires  freeing  the  host  of  the  parasites  or  bacteria 
which  appear  to  compete  for  the  available  vitamin  B12.  Strict  vegetarianism  and 
malabsorption  syndromes  may  also  lead  to  vitamin  B,2  deficiency.  In  the  latter  case, 
parenteral  therapy,  or  oral  therapy  with  so-called  massive  doses  of  vitamin  B12,  may 
be  necessary  for  adequate  treatment  of  the  patient. 

Potency  of  intrinsic  factor  concentrates  is  determined  physiologically,  i.e.,  by  their 
use  in  patients  with  pernicious  anemia.  The  liver-stomach  concentrate  with  intrinsic 
factor  and  the  vitamin  B12  contained  in  two  Pulvules  Trinsicon  provide  l!/z  times  the 
minimum  amount  of  therapeutic  agent  which,  when  given  daily  in  an  uncomplicated 
case  of  pernicious  anemia,  will  produce  a satisfactory  reticulocyte  response  and 
relief  of  anemia  and  symptoms. 

Concentrates  of  intrinsic  factor  derived  from  hog  gastric,  pyloric,  and  duodenal 
mucosa  have  been  used  successfully  in  patients  who  lack  intrinsic  factor.  For  ex- 
ample, Foutsef  al.  maintained  patients  with  pernicious  anemia  in  clinical  remission 
with  oral  therapy  (liver  extracts  or  intrinsic  factor  concentrate  with  vitamin  B,2) 
for  as  long  as  twenty-nine  years. 

After  total  gastrectomy,  Ficarra  found  multifactor  preparations  taken  orally  to 
be  “just  as  effective  in  maintaining  blood  levels  as  any  medication  that  has  to  be 
administered  parenterally."  His  study  was  based  on  twenty-four  patients  who  had 
survived  for  five  years  after  total  gastrectomy  for  cancer  and  who  had  been  taking 
two  Pulvules  Trinsicon  daily. 

Folic  Acid- Folic  acid  deficiency  is  the  immediate  cause  of  most,  if  not  all, 
cases  of  nutritional  megaloblastic  anemia  and  of  the  megaloblastic  anemias  of 
pregnancy  and  infancy;  usually,  it  is  also  at  least  partially  responsible  for  the 
megaloblastic  anemias  of  malabsorption  syndromes,  e.g.,  tropical  and  nontropical 
sprue. 

It  is  apparent  that  in  vitamin  B,2  deficiency  (e.g.,  pernicious  anemia),  lack  of 
this  vitamin  results  in  impaired  utilization  of  folic  acid.  There  are  other  evidences 
of  the  close  folic  acid  vitamin  B,2  interrelationship:  (1)  Bl2  influences  the  storage, 
absorption,  and  utilization  of  folic  acid,  and  (2),  as  a deficiency  of  B,2  progresses, 
the  requirement  for  folic  acid  increases.  However,  folic  acid  does  not  change  the 
requirement  for  vitamin  B,2. 

Iron— A very  common  anemia  is  that  due  to  iron  deficiency.  In  most  cases,  the 
response  to  iron  salts  is  prompt,  safe,  and  predictable.  Within  limits,  the  response 
is  quicker  and  more  certain  to  large  doses  of  iron  than  to  small  doses. 

Each  Pulvule  Trinsicon  furnishes  110  mg.  of  elemental  iron  (as  ferrous  fumarate) 
to  provide  a maximum  response. 


Ascorbic  Ac/d— Vitamin  C plays  a role  in  anemia  therapy.  It  augments  the 
conversion  of  folic  acid  to  its  active  form,  folinic  acid.  In  addition,  ascorbic  acid 
promotes  the  reduction  of  ferric  iron  in  food  to  the  more  readily  absorbed  ferrous 
form.  Severe  and  prolonged  vitamin  C deficiency  is  associated  with  an  anemia  which 
is  usually  hypochromic  but  occasionally  megaloblastic  in  type. 

Contraindications  and  Precautions:  Anemia  is  a manifestation  that  requires 
appropriate  investigation  to  determine  its  cause  or  causes. 

Folic  acid  alone  is  unwarranted  in  the  treatment  of  pure  vitamin- B12-deficiency 
states,  such  as  pernicious  anemia.  Indeed,  the  use  of  folic  acid  in  large  doses  in 
pernicious  anemia  without  adequate  vitamin  Bi2  may  result  in  hematologic  re 
mission  but  neurological  progression. 

As  with  all  preparations  containing  intrinsic  factor,  resistance  may  develop  in 
some  cases  of  pernicious  anemia  to  the  potentiation  of  absorption  of  physiological 
doses  of  vitamin  B,2.  If  resistance  occurs,  parenteral  therapy,  or  oral  therapy  with 
so-called  massive  doses  of  vitamin  B1?,  may  be  necessary  for  adequate  treatment 
of  the  patient.  No  single  regimen  fits  all  cases,  and  the  status  of  the  patient  ob- 
served in  follow-up  is  the  final  criterion  for  adequacy  of  therapy.  Periodic  clinical 
and  laboratory  studies  are  considered  essential  and  are  recommended. 

In  extremely  rare  instances,  skin  rash  suggesting  allergy  has  been  noted  follow 
ing  the  oral  administration  of  liver-stomach  material.  Allergic  sensitization  has  been 
reported  following  both  oral  and  parenteral  administration  of  folic  acid. 
Hemochromatosis  and  hemosiderosis  are  contraindications  to  iron  therapy. 

Adverse  Reactions:  In  rare  instances,  iron  in  therapeutic  doses  produces  gastro 
intestinal  reactions,  such  as  diarrhea  or  constipation.  Reducing  the  dose  and  ad- 
ministering it  with  meals  will  minimize  these  effects  in  the  iron-sensitive  patient. 

Dosage:  One  Pulvule  twice  a day.  (Two  Pulvules  daily  produce  a standard  response 
in  the  average  uncomplicated  case  of  pernicious  anemia.) 

How  Supplied:  Pulvules  Trinsicon’  (hematinic  concentrate  with  intrinsic  factor, 
Lilly),  in  bottles  of  60  and  500  and  in  Identi-Dose ■'  (unit  dose  medication,  Lilly) 
in  boxes  of  100. 
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care  in  a shorter  response  time  to  the  patient 
whose  life  is  being  sustained.  The  number  is 
small  but  ever  increasing.  A cardiologist  and 
nurse  are  best  prepared  to  utilize  the  electrical 
defibrillators,  monitors,  rhythm-controlling 
medications,  and  pain-killing  drugs.  However, 
the  shortages  of  both  precludes  their  use.  To 
compensate  for  this,  both  cardiologists  and 
anesthesiologists  have,  for  many  years,  offered 
training  programs  in  the  specifics  of  treatment 
and  ventilatory  techniques.  Residents,  nurses, 
aides,  attendants  and  even  drivers  can  be 
trained  to  use  or  help  in  the  application  of 
the  special  equipment  and  drugs.  Thump 
version,  closed  cardiac  massage  and  the  use 
of  oxygen,  after  establishing  open  air  pas- 
sages, are  procedures  done  frequently  by 
individuals  trained  to  treat  heart  disease  and 
administer  anesthesia.  Using  these  techniques 
enroute  to  the  hospital  completes  the  life  sus- 
taining chain.  The  hospital  can  be  alerted  by 


a two-way  communication  system  and  prepare 
to  receive  the  patient.  On  arrival  at  the  in- 
stitution the  heart  attack  victim  is  transferred 
from  the  vehicle  to  the  intensive  or  coronary 
care  unit  without  interrupting  treatment. 
When  in  the  special  unit,  the  cardiologist  and 
the  anesthesiologist  take  over  and  institute 
treatment  which  has  already  been  proven  to 
reduce  the  percentage  of  deaths. 

The  above  depicts  the  ideal  method  of 
treating  the  individual  whose  collapse  results 
from  a coronary  heart  attack.  It  begins  at  the 
time  of  onset  and  continues  through  trans- 
portation and  arrival  at  the  hospital.  This  is 
designated  as  pre-hospital  care.  The  pro- 
cedures that  take  place  after  arrival  are  classi- 
fied as  in-hospital  emergency  care.  Many 
articles  are  available  in  medical  journals  that 
describe  the  latter  in  detail  and  it  need  not  be 
repeated  here. 
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THE  MONTH  IN  WASHINGTON 


Only  a handful  of  some  2,600  health  re- 
lated hills  introduced  into  the  92nd  Congress 
have  become  public  law.  The  most  talked 
about  pieces  of  health  legislation  over  the 
past  two  years  . . . national  health  insurance 
and  health  maintenance  organizations  . . . have 
been  set  aside  for  deliberation  by  next  year’s 
93rd  Congress. 

After  long  years  of  debate  by  two  sessions 
of  the  Congress,  the  Social  Security  catch-all 
legislation  (H.R.  1)  with  its  significant 

amendments  to  Medicare  and  Medicaid 
gained  passage  and  has  been  signed  into  law 
by  the  President.  Three  of  its  measures  are  of 
major  importance  to  physicians. 

First  is  the  Professional  Standards  Review 
Organization  (PSRO)  proposal  of  Utah’s 
Senator  Wallace  Bennett  which  is  designed 
to  improve  quality  and  utilization  review  of 
health  care  on  a national  basis.  This  provision 
of  the  law  stresses  that  over  the  next  two 
years  peer  review  will  be  concentrated  in 
institutional  settings  rather  than  in  physicians’ 
offices,  such  review  to  be  undertaken  by  phy- 
sician organizations  only. 

Second,  the  new  law  stipulates  that  Medi- 
care and  Medicaid  patients  may  receive  care 
from  health  maintenance  organizations 
(HMO’s)  but  that  federal  reimbursement  for 
such  care  will  be  no  greater  than  for  similar 
services  rendered  by  non-HMO  providers. 

Third,  the  new  law  grants  certain  chiro- 
practic benefits  to  Medicare  and  Medicaid 
patients.  As  passed  by  the  Senate,  chiro- 
practic benefits  were  limited  only  to  manipu- 
lation of  the  spine.  In  joint  conference,  House 
members  further  modified  the  Senate  pro- 
vision to  require  that  chiropractic  benefits  be 
covered  only  after  an  x-ray  revealed  sub- 
luxation. The  language  of  the  law  is  not 
specific,  but  apparently  the  x-ray  cost  will  not 
be  paid  for  by  Medicare,  nor  may  the  x-ray 
be  interpreted  by  a chiropractor.  However, 
this  point  will  not  be  clarified  until  the  regu- 
lations are  written.  The  provision  also  requires 
that  chiropractors,  in  order  to  be  reimbursed, 
must  meet  minimum  standards  established  by 
the  Secretary,  Department  of  Health,  Educa- 
tion and  Welfare. 


Peer  Review 

Under  the  peer  review  provision  of  the 
new  law,  local  medical  societies  will  have  the 
opportunity  to  establish  peer  review  mech- 
anisms, operating  independently,  to  review 
the  quality  of  care  hospitals  and  nursing 
homes  provide  to  Medicare  and  Medicaid  pa- 
tients. 

Task  of  the  PSRO  is  to  “assure  proper 
utilization  of  care  and  services  . . . utilizing  a 
formal  professional  mechanism  representing 
the  broadest  possible  cross-section  of  prac- 
ticing physicians  in  an  area.” 

The  HEW  Department  could  reach  agree- 
ment only  “with  a qualified  organization 
which  represents  a substantial  proportion  of 
the  physicians  in  the  geographical  area  . . 

If  this  isn’t  achieved  by  1976,  HEW  could 
turn  to  some  other  group  to  establish  the 
PSRO. 

A PSRO  would  be  required  to  review  only 
institutional  care  and  services  through  1975 
unless  it  chooses— with  approval  of  the  gov- 
ernment—to  broaden  the  scope  to  include 
private  practice. 

During  the  pre-1976  period,  10  percent  or 
more  of  the  practicing  physicians  in  an  area 
could  demand  a poll  of  all  practicing  physi- 
cians to  determine  whether  the  organization 
negotiating  to  set  up  a PSRO  substantially 
represents  the  physicians  of  the  area.  A more 
than  50  percent  “no”  vote  would  break-off 
the  negotiations. 

From  now  until  the  end  of  next  year,  the 
HEW  Department  is  ordered  to  establish 
PSRO  areas  around  the  country  (usually  300 
or  more  physicians).  In  some  cases  it  is  be- 
lieved that  entire  smaller  states  will  be  desig- 
nated as  PSRO  areas. 

In  carrying  out  its  responsibilities  the 
PSRO  would  be  required  to  regularly  review 
provider  and  practitioner  profiles  of  care  and 
service  (that  is,  the  patterns  of  services  de- 
livered to  Medicare  and  Medicaid  benefi- 
ciaries by  individual  health  care  practitioners 
and  institutions)  and  other  data  to  evaluate 
the  necessity,  quality,  and  appropriateness  of 
services  for  which  payment  may  be  made 
under  the  Medicare  and  Medicaid  programs. 
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The  PSRO  would  be  expected  to  analyze 
the  pattern  of  services  rendered  or  ordered  by 
individual  practioners  and  providers  and  to 
concentrate  its  attention  on  situations  in 
which  unnecessary,  substandard,  or  in- 
appropriate services  seem  most  likely  to  exist 
or  occur. 

A PSRO  would  have  authority  to  approve 
the  medical  necessity  of  all  elective  hospital 
admissions  in  advance— solely  for  the  purpose 
of  determining  whether  Medicare  and  Medi- 
caid will  pay  for  the  care.  The  PSRO  would 
also  be  required  to  acknowledge  and  accept, 
in  whole  or  in  part,  an  individual  hospital’s 
own  review  of  admissions  and  need  for  con- 
tinued care,  on  a hospital-by-hospital  basis, 
where  it  has  determined  that  a hospital’s  “in- 
house”  review  is  effective.  It  is  expected  that 
where  such  “in-house”  review  is  effective  this 
authority  would  be  exercised  by  the  PSRO. 
Similarly,  a PSRO  would  be  required  to  ac- 
knowledge and  accept  for  its  purposes,  review 
activities  of  other  medical  facilities  and  or- 
ganizations, including  those  internal  review 
activities  of  comprehensive  prepaid  group 
practice  programs  such  as  the  Kaiser  Health 
Plans  and  the  Health  Insurance  Plan  (H.I.P. ) 
in  New  York  to  the  extent  such  review  activi- 
ties are  effective. 

The  PSRO  would  (after  reasonable  notice) 
recommend  to  HEW  appropriate  action 
against  persons  responsible  for  gross  or  con- 
tinued overuse  of  services  for  use  of  services 
in  an  unnecessarily  costly  manner  or  for  in- 
adequate quality  of  services  and  would  act  to 
the  extent  of  its  authority  and  influence  to 
correct  improper  activities. 

Where  a review  organization  finds  that  vol- 
untary and  educational  efforts  fail  to  correct 
or  remedy  an  improper  situation  it  would 
transmit  its  recommendations  concerning 
sanctions  through  a statewide  council  to  the 
secretary  of  HEW. 

The  secretary  could  terminate  or  suspend 
Medicare  and  Medicaid  payments  for  the  ser- 
vices of  the  practitioner  or  provider  involved, 
or  assess  an  amount  reasonably  related  to  the 
excessive  costs  to  the  programs  deriving  from 
the  acts  or  conduct  involved. 

A PSRO  would  have  the  responsibility  of 
determining— for  purposes  of  eligibility  for 


Medicare  and  Medicaid  reimbursement— 
whether  care  and  services  provided  were: 
first  medically  necessary  and  second  provided 
in  accordance  with  professional  standards. 
Additionally  the  PSRO  where  medically  ap- 
propriate would  encourage  the  attending  phy- 
sician to  utilize  less  costly  alternative  sites 
and  modes  of  treatment. 

The  PSRO  would  not  be  involved  with 
questions  concerning  the  reasonableness  of 
charges  or  costs  or  methods  of  payment  nor 
would  it  be  concerned  with  internal  questions 
relating  to  matters  of  managerial  efficiency  in 
hospitals  or  nursing  homes  except  to  the 
extent  that  such  questions  substantially  affect 
patterns  of  utilization.  The  PSRO  s responsibil- 
ities are  confined  to  evaluating  the  appropri- 
ateness of  medical  determinations  so  that 
Medicare  and  Medicaid  payments  will  be 
made  only  for  medically  necessary  services 
which  are  provided  in  accordance  with  pro- 
fessional standards  of  care. 

The  local  PSRO  would  be  primarily  re- 
sponsible for  review  of  all  Medicare  and  Medi- 
caid services  rendered  or  ordered  by  physi- 
cians in  its  area.  The  purpose  of  the  pro- 
vision is  to  establish  a unified  review  mech- 
anism for  all  health  care  services  under  the 
aegis  of  the  principal  element  in  the  health 
care  equation,  the  physician. 

HMO  Option 

The  legislation  contains  the  Administration’s 
request  for  allowing  Medicare-Medicaid  bene- 
ficiaries to  enroll  in  HMO’s  but  limits  the 
choice  to  existing  pre-paid  group  practicing 
plans  by  providing  that  incentive  reimburse- 
ment would  be  available  only  to  HMO’s  with 
a minimum  membership  of  25,000  and  which 
have  been  in  operation  for  at  least  two  years. 
Instead  of  the  Administration’s  plan  for  pay- 
ing such  HMO’s  95  percent  of  the  combined 
part  A and  part  B costs  of  Medicare  patients 
in  an  area  the  bill  sets  out  a formula  under 
which  HMO’s  would  receive  one-half  of  the 
savings  if  care  has  been  rendered  for  less  than 
the  Medicare  average  in  an  area  ( the  so-called 
incentive  reimbursement),  but  would  have  to 
absorb  the  entire  loss  if  HMO  treatment  for 
Medicare  beneficiaries  runs  higher  than  regu- 
lar Medicare  costs  in  the  area. 

The  Joint  Conference  rejected  a provision 
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that  would  have  made  the  federal  government 
share  in  the  losses  of  HMO  care  to  Medicare 
patients  as  well  as  a provision  that  would  have 
established  a bonus  arrangement  for  states 
providing  IIMO  care  for  Medicaid  benefi- 
ciaries. 

Chiropractic 

Inclusion  of  chiropractic  benefits  for  the 
first  time  in  a federal  program  was  a set  back 
to  the  medical  profession  the  Administration, 
and  numerous  other  anti-chiropractic  forces. 
However,  the  modification  of  the  chiropractic 
benefit  language  in  conference  may  make  it 
practically  unworkable.  As  passed  by  the 
Senate,  chiropractic  benefits  were  limited  to 
manual  manipulation  of  the  spine.  In  confer- 
ence, this  was  modified  to  require  that  bene- 
fits would  be  covered  only  after  an  x-ray 
revealed  subluxation.  Apparently  the  x-ray 
cost  will  not  be  covered  nor  can  it  be  inter- 
preted by  a chiropractor,  but  these  points 
will  not  lie  clarified  until  regulations  are 
written. 

Senator  Edward  Kennedy  attempted  by  an 
amendment  from  the  floor  to  strike  the  chiro- 
practic provision,  but  it  was  soundly  defeated 
by  a vote  of  66  to  6.  Subsequently,  the  Mas- 
sachusetts senator  admonished  the  AMA  for 
not  supporting  his  amendment. 

However  laudable  his  effort,  Senator  Ken- 
nedy—an  experienced  parliamentarian— should 
have  recognized  that  his  attempt  to  strike  the 
chiropractic  provision  had  no  chance  of  suc- 
cess. His  amendment  to  H.R.  1 was  unfirinted; 
he  introduced  it  from  the  Senate  floor;  and  he 
proceeded  without  the  cooperation  of  the 
bill’s  floor  manager.  That  his  approach  was 
ill-advised  from  the  standpoint  of  effective 
parliamentary  procedure  is  evidenced  by  the 
amendment’s  lopsided  defeat. 

Prior  to  the  introduction  of  his  amendment, 
the  Senator’s  staff  was  counseled  by  anti- 
chiropractic forces— including  the  AMA— that 
he  did  not  have  the  votes.  Further,  it  was 
pointed  out  that  an  overwhelming  defeat  of 
his  amendment  by  a recorded  vote  would 
seriously  hamper  the  Senate  conferees  in  their 
efforts  to  bargain  with  members  of  the  House 
in  joint  conference. 

On  several  occasions  in  the  past,  the  Senate 
Finance  Committee  has  added  a similar  chiro- 


practic provision  to  a pending  measure.  But  in 
each  of  these  cases  the  Senate  conferees  later 
agreed  to  its  deletion  in  joint  conference  with 
the  House.  In  large  part  this  was  made  pos- 
sible because  the  chiropractic  issue  had  not 
been  singled  out  for  separate  vote  on  the 
Senate  floor,  and  thus  did  not  specifically  pin 
down  the  Senate  conferees. 

In  the  latest  instance,  Senator  Kennedy 
raised  the  issue  singly  and  separately.  Pre- 
dictably, his  amendment  was  roundly  de- 
feated. 

Unfortunately,  the  effect  of  this  was  to 
impress  the  Senate  conferees  with  the  re- 
corded wishes  of  the  vast  majority  of  their 
colleagues  when  they  sat  in  joint  conference 
with  the  representatives  of  the  House.  In  con- 
ference, however,  Rep.  Wilbur  Mills  was  able 
to  modify  the  Senate  language  so  as  to  require 
an  x-ray  determination  of  subluxation. 

Other  Provisions 

0 Renal  disease— individuals  under  the  age  of 
65,  covered  by  social  security,  would  be 
eligible  for  Medicare  if  they  require  hemo- 
dialysis or  renal  transplation.  This  is  the 
second  instance  in  the  bill  of  extending 
Medicare  to  younger-than-65-people. 

° Abusers— providers  determined  to  have 
overused  Medicare  coidd  have  their  services 
under  the  program  terminated  under 
stronger  powers  granted  the  HEW  Depart- 
ment against  abusers. 

° Black  lung— eliminated  was  a Senate  pro- 
vision that  would  have  extended  Medicare 
coverage  to  people  receiving  “black  lung” 
benefits  under  social  security. 

* Publicity— adopted  is  a requirement  that 
HEW  Department  make  public  information 
from  a survey  of  health  facilities  or  organ- 
izations on  the  absence  or  presence  of  “sig- 
nificant deficiencies.”  Also  the  government 
must  make  public  evaluations  and  reports 
dealing  with  individual  contractor  perform- 
ances of  carriers,  intermediaries  and  staff 
agencies  as  well  as  program  validation  sur- 
vey reports  with  names  of  individuals 
deleted. 

* Joint  Commission— HEW  could  enter  into 
agreements  to  have  states  survey  a hospital 
or  hospitals  certified  by  the  Joint  Commis- 
sion an  Accreditation  of  Hospitals  on  a 
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limited  basis  where  an  allegation  has  been 
made  that  adverse  health  conditions  exist. 

* Eyeglasses,  etc— rejected  was  a Senate  pro- 
vision adding  Medicare  part  B benefits  for 
poor  families  the  costs  of  eyeglasses,  podi- 
atric  services,  dentures  and  hearing  aids. 
Left  intact  in  the  measure  is  a limitation  on 
physicians’  prevailing  charge  levels  under 
Medicare.  Recognized  as  reasonable  are  only 
those  charges  which  fall  within  the  75th  per- 
centile (a  charge  that  covers  75  percent  of 
the  existing  case  charges  for  a procedure  or 
treatment  in  an  area  excluding  the  top  25 
percent  of  charges),  a step  that  Social  Security 
already  has  carried  out  administratively.  Start- 
ing next  year,  under  the  bill,  future  charge 
increases  would  be  limited  by  a factor  which 
takes  into  account  increased  costs  of  practice 
and  the  increase  in  earning  levels  in  an  area. 

Stricken  from  the  bill  was  a $900  million 
provision  to  add  drugs  as  an  outpatient  Medi- 
care benefit,  as  well  as  a plan  that  would  have 
established  an  Inspector  General  over  Medi- 
caid and  Medicare  in  the  HEW  Department. 
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A SUMMARY  OF  AMA, 
MEDICAL  & HEALTH  NEWS 


AMA’s  1972  Opinion  Survey  revealed  that 
AMA  members  and  non-members  pretty  well 
agree  on  major  issues.  Both  members 
(73.2%)  and  non-members  (66.9%)  want 
AMA  to  continue  to  seek  to  retain  basic 
principles  of  private  practice  in  any  govern- 
ment health  program  that  might  be  enacted. 
Comparable  proportions  of  members  (24.6%) 
and  non-members  (27.5%)  said  they  would 
practice  under  a nationalized  health  pro- 
gram if  it  were  enacted. 

Physicians  run  the  risk  of  being  subjected 
to  retroactive  denial  of  Medicare  benefits 
unless  they  are  able  to  provide  acceptable 
documentary  evidence  substantiating  dates 
of  their  hospital  visits,  the  AMA  warns.  As 
a precautionary  measure,  the  AMA  urges 
physicians  to  “make  sure  that  there  is  an 
entry  on  the  hospital  record  for  each  patient 
substantiating  the  date  of  each  visit.”  To 
guide  physicians  the  AMA  has  developed  an 
informational  statement  based  on  Medicare 
rules  and  verified  by  the  Bureau  of  Health 
Insurance.  Write  the  Division  of  Medical 
Practice,  A.M.A. 

Special  phone  service  for  physicians  seek- 
ing information  or  guidance  on  Phase  2 price 
controls  is  provided  by  the  AMA.  Just  call 
(312)  527-1571,  Ext.  434,  and  ask  for  Robert 
Walsh  of  the  AMA  Center  for  Health  Ser- 
vices Research  and  Development.  After 
closing  hours  messages  will  be  recorded  so 
that  callback  answers  can  be  made.  The 
AMA  has  received  about  25  calls  a week 
since  establishing  the  service  in  August. 

Overwhelming  MD  response  has  greeted 
a financially  attractive  new  insurance  pro- 
gram sponsored  by  the  AMA  as  an  added 
benefit  of  membership.  Nearly  20,000  dues- 
paying  AMA  members  enrolled  in  the  $250,- 
000  Excess  Major  Medical  Insurance  pro- 
gram during  the  initial  two-month  enroll- 
ment period. 

To  help  physicians  establish  themselves 
in  practice  the  AMA  is  developing  a series 
of  seminars  emphasizing  basic  management 
techniques.  Residents  who  participate  in  the 


2t/2-day  workshops  will  receive  guidance  on 
practice  planning  and  management  and  on 
legal  aspects  of  medicine.  There  is  a $25 
registration  fee  for  those  who  are  not  AMA 
members.  Direct  inquiries  to  Department  of 
Practice  Management,  AMA. 

Emergency  loan  program  jointly  estab- 
lished by  the  Pennsylvania  Medical  Society 
and  the  AMA  helped  nearly  150  flood- 
stricken  physicians  reestablish  their  prac- 
tices. PMS  and  AMA  allocated  $300,000  each 
to  provide  interest-free  loans  of  up  to  $5,000 
to  physicians  whose  offices  were  damaged 
by  Hurricane  Agnes. 

AMA  Trustees  visited  42  of  the  1972  an- 
nual sessions  held  by  state  medical  societies. 
Purpose  of  the  special  State  Visitation  Proj- 
ect, launched  last  spring  by  the  Board  of 
Trustees,  was  to  improve  communications 
between  the  AMA,  state  medical  society 
officials  and  individual  physicians.  Through 
face-to-face  discussions,  Board  members 
gained  a better  understanding  of  problems 
that,  are  of  primary  concern  to  individual 
physicians  and  obtained  suggestions  on  how 
to  attack  these  problems.  They  also  de- 
scribed AMA  programs  and  activities. 

Significant  progress  in  devising  a stand- 
ard form  for  claims  reporting  has  been  re- 
ported by  an  AMA-sponsored  work  group 
representing  10  national  organizations  and 
federal  agencies.  It  has  reached  agreement 
on  the  form’s  content  and  is  now  designing 
a form  that  will  be  computer-adaptable. 

The  AMA  is  sponsoring  a series  of  10  re- 
gional seminars  for  medical  directors  and 
administrators  of  long-term  care  facilities. 
The  two-day  programs  stress  managerial 
techniques  that  will  lead  to  better  patient 
care.  The  seminars  are  financed  by  a $172,- 
000  grant  from  HEW.  For  details  contact 
Department  of  Hospitals  and  Health  Facili- 
ties,, AMA. 

New  AMA  publications  for  MDs:  Human 

Sexuality,  a 300-page  guide  on  sex  counseling 
$5.95.  Write  Order  Department,  AMA. 
Health  Care  Delivery  in  Rural  Areas,  48 
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pages,  no  charge.  Write  Department  of 
Rural  Health,  AM.. 

The  AMA  is  assisting  23  medical  specialty 
associations  in  efforts  to  develop  guidelines 
for  use  in  local  peer  review  activities.  Par- 
ticipating in  the  program  are  representatives 
from  those  specialty  associations  that  com- 
prise AMA’s  Interspecialty  Council.  The 
guidelines  will  be  developed  independently 
bythe  individual  specialties  with  the  AMA 
serving  in  a coordinating  role. 


Harry  Marsh  had  some  interesting  and 
practical  suggestions  for  hospital  laboratory 
servicing  which  can  cut  down  the  cost  and 
length  of  hospitalization.  His  survey  showed 
that  the  laboratory  is  poorly  utilized  for  the 
first  24  hours  of  hospitalization  because 
peak  admission  is  between  3 to  6 p.m.  and 
that  the  laboratory  is  staffed  oppositely,  ie, 
everyone  in  the  lab  goes  home  just  as  the 
patients  come  in.  At  Wesley  Medical  Center, 
the  lab  staff  in  the  2nd  and  3rd  shifts  were 
beefed  up,  a cross  over  responsibility  of 
shifts  instituted,  viz  with  a half  hour  overlap 
of  staff.  The  Center  also  set  up  a “bleeding 
room”  in  the  admission  area  so  that  lab  per- 
sonnel need  not  chase  all  over  the  hospital 
and  a nurse  admission  program  started 
wherein  the  doctor  can  be  called  to  start  his 
lab  tests  immediately  upon  admission  of  his 
patient.  Harry  states,  “Complaints  are  rife 
about  the  cost  of  medical  care  while  modern 
scientific  medicine  demands  expensive  in- 
struments. So  the  only  obvious  way  would 
be  to  take  care  of  people  ‘on  the  hoof’  so  to 
speak  and  thereby  shorten  their  stay.”  The 
keys  to  his  program  are : an  admitting  nurse 
program;  physician  willingness;  bypass  of 
housestaff  education;  one  point  bleeding;  a 
well  trained  flexible  night  crew ; a clinical 
pathologist  on  call  until  6-7  p.m.  with  fre- 
quent call  backs  till  midnite.  Harry  feels 
that  “our  habit  patterns  have  to  change  if 
we  are  to  reduce  hospital  costs  and  improve 
medical  care.” 
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Rondomycin 

(methacyeline  HCI) 


CONTRAINDICATIONS:  Hypersensitivity  to  any  of  the  tetracyclines 
WARNINGS:  Tetracycline  usage  during  tooth  development  (last  hall  ol  pregnancy  to  eight 
years)  may  cause  permanent  tooth  discoloration  (yellow-gray-brown)  which  is  more 
common  during  long-term  use  but  has  occurred  after  repeated  short-term  courses. 
Enamel  hypoplasia  has  also  been  reported  Tetracyclines  should  not  be  used  in  this  age 
group  unless  other  drugs  are  not  likely  to  be  effective  or  are  contraindicated. 
Usage  in  pregnancy.  (See  above  WARNINGS  about  use  during  tooth  development.) 

Animal  studies  indicate  that  tetracyclines  cross  the  placenta  and  can  be  toxic  to  the 
developing  fetus  (often  related  to  retardation  of  skeletal  development).  Embryotoxicity 
has  also  been  noted  in  animals  treated  early  in  pregnancy. 

Usage  in  newborns,  infants,  and  children.  (See  above  WARNINGS  about  use  during 

tooth  development ) 

All  tetracyclines  form  a stable  calcium  complex  in  any  bone-forming  tissue.  A decrease 
in  fibula  growth  rate  observed  in  prematures  given  oral  tetracycline  25  mg/kg  every  6 
hours  was  reversible  when  drug  was  discontinued 
Tetracyclines  are  present  in  milk  of  lactating  women  taking  tetracyclines 
To  avoid  excess  systemic  accumulation  and  liver  toxicity  in  patients  with  impaired  renal 
function,  reduce  usual  total  dosage  and,  it  therapy  is  prolonged,  consider  serum  level 
determinations  of  drug. The  antianabolic  action  of  tetracyclines  may  increase  BUN  While 
not  a problem  in  normal  renal  function,  in  patients  with  significantly  impaired  function, 
higher  tetracycline  serum  levels  may  lead  to  azotemia,  hyperphosphatemia,  and  acidosis. 

Photosensitivity  manifested  by  exaggerated  sunburn  reaction  has  occurred  with 
tetracyclines.  Patients  apt  to  be  exposed  to  direct  sunlight  or  ultraviolet  light  should  be  so 
advised,  and  treatment  should  be  discontinued  at  first  evidence  of  skin  erythema. 
PRECAUTIONS:  If  superinfection  occurs  due  to  overgrowth  of  nonsusceptible  organisms, 
including  fungi,  discontinue  antibiotic  and  start  appropriate  therapy. 

In  venereal  diseases,  when  coexistent  syphilis  is  suspected,  perform  darkfield  exami- 
nation before  therapy,  and  serologically  test  for  syphilis  monthly  for  at  least  four  months. 

Tetracyclines  have  been  shown  to  depress  plasma  prothrombin  activity:  patients  on 
anticoagulant  therapy  may  require  downward  adjustment  of  their  anticoagulant  dosage 
In  long-term  therapy,  perform  periodic  organ  system  evaluations  (including  blood, 
renal,  hepatic). 

Treat  all  Group  A beta- hemolytic  streptococcal  infections  for  at  least  to  days. 
Since  bacteriostatic  drugs  may  interfere  with  the  bactericidal  action  of  penicillin,  avoid 
giving  tetracycline  with  penicillin 

ADVERSE  REACTIONS:  Gastrointestinal  (oral  and  parenteral  forms):  anorexia,  nausea 
vomiting,  diarrhea,  glossitis,  dysphagia,  enterocolitis  inflammatory  lesions  (with  monilial 
overgrowth)  in  the  anogenital  region 

Skin:  maculopapular  and  erythematous  rashes;  exfoliative  dermatitis  (uncommon).  Pho- 
tosensitivity is  discussed  above  (See  WARNINGS) 

Renal  toxicity:  rise  in  BUN.  apparently  dose  related  (See  WARNINGSl 
Hypersensitivity:  urticaria,  angioneurotic  edema,  anaphylaxis,  anaphylactoid  purpura 
pericarditis,  exacerbation  of  systemic  lupus  erythematosus 
Bulging  fontanels,  reported  in  young  infants  after  full  therapeutic  dosage,  have  disap- 
peared rapidly  when  drug  was  discontinued 
Blood:  hemolytic  anemia,  thrombocytopenia,  neutropenia,  eosinophilia 
Over  prolonged  periods,  tetracyclines  have  been  reported  to  produce  brown-black 
microscopic  discoloration  of  thyroid  glands;  no  abnormalities  of  thyroid  function  studies 
are  known  to  occur 

USUAL  DOSAGE:  Adults  — 600  mg  daily,  divided  into  two  or  four  equally  spaced  doses 
More  severe  infections:  an  initial  dose  of  300  mg  followed  by  150  mg  every  six  hours  or 
300  mg  every  12  hours.  Gonorrhea:  In  uncomplicated  gonorrhea,  when  penicillin  is  con- 
traindicated. Rondomycin'  (methacyeline  HCI)  may  be  used  for  treating  both  males  and 
females  in  the  following  clinical  dosage  schedule:  900  mg  initially,  followed  by  300  mg 
q i d.  fora  total  of  5.4  grams 

For  treatment  of  syphilis,  when  penicillin  is  contraindicated,  a total  of  18  to  24  grams 
of  Rondomycin’  (methacyeline  HCI)  in  equally  divided  doses  over  a period  of  10-15  days 
should  be  given  Close  follow-up.  including  laboratory  tests,  is  recommended 
Eaton  Agent  pneumonia  900  mg  daily  for  six  days 
Children  - 3 to  6 mg/lb/day  divided  into  two  to  four  equally  spaced  doses 
Therapy  should  be  continued  for  at  least  24-48  hours  after  symptoms  and  fever  have 
subsided 

Concomitant  therapy:  Antacids  containing  aluminum,  calcium  or  magnesium  impair 
absorption  and  are  contraindicated.  Food  and  some  dairy  products  also  interfere.  Give 
drug  one  hour  before  or  two  hours  after  meals.  Pediatric  oral  dosage  forms  should  not  be 
given  with  milk  formulas  and  should  be  given  at  least  one  hour  prior  to  feeding 
In  patients  with  renal  impairment  (see  WARNINGS),  total  dosage  should  be  decreased 
by  reducing  recommended  individual  doses  or  by  extending  time  intervals  between 
doses. 

In  streptococcal  infections,  a therapeutic  dose  should  be  given  for  at  least  10  days 
SUPPLIED:  Rondomycin'  (methacyeline  HCI):  150  mg  and  300  mg  capsules;  syrup  con- 
taining 75  mg/5  cc  methacyeline  HCI 

Before  prescribing,  consult  package  circular  or  latest  PDR  Intormation 
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When  the  focus  is  on  bronchitis  due  to 
susceptible  strains  of  H.  influenzae  and  pneumococci* 


Rondomycin  300 

[mefihacycline  HCI] Capsules 


Delivers  from  the  very  first  dose: 

dies  show  that  after  the  first  dose  serum  levels  rapidly  rise  above 
minimum  in  vitro  inhibitory  concentrations 


*Since  many  strains  are  known  to  be  resistant,  routine  sensitivity  testing  is  recommended. 


conditions 


The  Gl  tract  in  spasm  is  commonly  a “gas  trap.” 
Sidonna®is  formulated  to  releaseentrapped 
gas,  as  well  as  to  provide  antispasmodic/ seda- 
tive effects. 

In  addition  to  the  traditional  combination  of 
belladonna  alkaloids  and  butabarbital  (warning: 
may  be  habit  forming.),  Sidonna  contains  si- 
methicone—a non-systemic  defoaming  agent 
that  “lyses”  gas  bubbles  on  contact. 

Sidonna  has  the  ability  to  relieve  Gl  spasm, 
pain  and  gas  in  the  irritable  bowel  syndrome, 
spastic  colon,  pylorospasm,  gastroenteritis,  gas- 
tritis, nausea,  nervous  indigestion,  or  gastric  and  duodenal  ulcer. 

Sidonna  can  calm  Gl  spasm... control  anxiety... and  release  entrapped  Gl  gas  from 
the  system. 

Sidonna  can  do  more  for  your  “gasspastic”  patient.  Try  him  on  1 or  2 tablets 
before  meals  and  at  bedtime. 


Each  scored  tablet  contains:  Specially  activated  simethicone  25  mg.;  hyoscyamine  sulfate  0.1037  mg.,  atropine  sulfate 
0.0194  mg.,  hyoscine  hydrobromide  0.0065  mg.  (equivalent  to  belladonna  alkaloids  [as  bases]  0.1049  mg.)  and  buta- 
barbital sodium  N.F.  16  mg.  (Warning:  May  be  habit  forming.) 

can  do  more 

Contraindications:  Anticholinergics  should  not  be  used  in  patients  with  glaucoma,  known  prostatic  hypertrophy,  or 
pyloric  obstruction.  Urinary  retention  may  indicate  the  presence  of  prostatic  hypertrophy.  If  it  occurs,  the  dose  snould 
be  reduced  or  the  drug  withdrawn.  Also  contraindicated  in  patients  with  known  hypersensitivity  to  one  of  the  components. 
Side  Effects:  Dryness  of  the  mouth,  blurred  vision,  dysuria,  skin  rash,  constipation  or  drowsiness  may  occur. 

Reed  & Carnrick/  Kenilworth,  New  Jersey  07033 


Man  in  space,  now  fait  accompli,  re-emphasizes  the 
importance  of  Uro-Phosphate  therapy.  Research  into 
the  effect  of  space  travel  on  the  astronaut  reveals 
that  weightlessness  causes  loss  of  bone  calcium.  As 
the  bones  are  required  to  bear  less  and  less  of  the 
weight  of  the  body  they  lose  calcium,  increasing  the 
calcium  content  of  the  urine.  When  physical  activity 
is  reduced,  the  acidity  of  the  urine  should  be  adjusted 
to  keep  increased  calcium  in  solution  ....  a prophy- 
laxis to  prevent  kidney  or  bladder  calculi. 


Uro-Phosphate. 

NOW  A SUGAR-COATED  TABLET 

Each  tablet  contains:  methenamine,  300  mg.;  sodium  acid  phosphate,  500  mg. 


Uro-Phosphate  gives  comfort  and  protec- 
tion when  inactivity  causes  discomfort  in 
the  urinary  function.  It  keeps  calcium  in 
solution,  preventing  calculi;  it  maintains 
clear,  acid,  sterile  urine;  it  encourages 


Dosage: 

For  protection  of  the  inactive  patient 

1 or  2 tablets  every  4 to  6 hours  is 
usually  sufficient  to  keep  the  urine 
clear,  acid  and  sterile. 

2 tablets  on  retiring  will  keep  residual 
urine  acid  and  sterile,  contributing  to 
comfort  and  rest. 

A clinical  supply  will  be  sent  to 
physicians  and  hospitals  on  request. 


complete  voiding  and  lessens  frequency 
when  residual  urine  is  present. 

Uro-Phosphate  contains  sodium  acid 
phosphate,  a natural  urinary  acidifier. 
This  component  is  fortified  with  methe- 
namine which  is  inert  until  it  reaches  the 
acid  urinary  bladder.  In  this  environment 
it  releases  a mild  antiseptic  keeping  the 
urine  sterile. 

Uro-Phosphate  is  safe  for  continuous  use. 
There  are  no  contra-indications  other 
than  acidosis.  It  can  be  given  in  sufficient 
amount  to  keep  the  urine  clear,  acid  and 
sterile.  A heavy  sugar  coating  protects  its 
potency. 
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KIIMESED  provides  more  complete  relief. 

Gastroenteritis,  colitis,  gastritis  or  duodenitis  can  produce 
spasm  or  hypermotility,  gas  distention  and  discomfort.  But  Kinesed 
can  provide  a balanced  formulation  to  relieve  these  symptoms: 

□ belladonna  alkaloids— for  the  hyperactive  bowel 

□ simethicone— for  accompanying  distention  and  pain  due  to  gas 

□ phenobarbital— for  associated  anxiety  and  tension 


Contraindications:  Hypersensitivity  to  barbiturates  or  bel- 
ladonna alkaloids,  glaucoma,  advanced  renal  or  hepatic 
disease. 

Precautions:  Administer  with  caution  to  patients  with  in- 
cipient glaucoma,  bladder  neck  obstruction  or  urinary 
bladder  atony.  Prolonged  use  of  barbiturates  may  be  habit- 
forming. 

Side  effects:  Blurred  vision,  dry  mouth,  dysuria,  and  other 


atropine-like  side  effects  may  occur  at  high  doses,  but  are 
only  rarely  noted  at  recommended  dosages. 

Dosage:  Adults:  One  or  two  tablets  three  or  four  times  daily. 
Dosage  can  be  adjusted  depending  on  diagnosis  and  severity 
of  symptoms. 

Children  2 to  12  years:  One-half  or  one  tablet  three 
or  four  times  daily.  Tablets  may  be  chewed  or  swallowed 
with  liquids. 


STUART  PHARMACEUTICALS  | Division  of  ICI  America  Inc.  | Wilmington,  Del.  19899 


(from  the  Greek  kinetikos, 

to  move, 

and  the  Latin  sedatus, 
to  calm) 

KIIMESED® 

antispasmodic/sedative/antiflatulent 

Each  chewable  tablet  contains:  16  mg.  phenobarbital  (warn- 
ing: may  be  habit-forming);  0.1  mg.  hyoscyamine  sulfate; 

0.02  mg.  atropine  sulfate;  0.007  mg.  scopolamine  hydro- 
bromide; 40  mg.  simethicone. 


Chuckwalla  ( Sauromalus  obesus): 

Tills  southwestern  desert  lizard  seeks 
shelter  in  crevices  of  rocks. 

When  attempts  are  made  to  probe  him 
from  his  niche,  he  gulps  air 
until  his  abdomen  is  distended  up  to 
sixty  per  cent  over  its  normal  size... 
thus  wedging  himself  tightly 
in  place  and  preventing  capture. 
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The  South  Carolina  Society  of  Pathologists  met  on  Saturday,  November  11,  1972, 
at  the  Medical  University  of  South  Carolina  in  Charleston.  The  following  officers 
were  elected  for  the  year  1972-73: 

President  — C.  Herbert  Magruder,  M.D.,  Self  Memorial 
Hospital,  Greenwood,  South  Carolina. 

Vice  President  — Louis  D.  Wright,  Jr.,  M.D.,  McLeod 
Infirmary,  Florence,  South  Carolina. 

Secretary/Treasurer  — W.  McA.  Davis,  M.D.,  Spartanburg 
General  Hospital,  Spartanburg, 

South  Carolina. 

Executive  Committeman 

at  large  — Gordon  R.  Hennigar,  M.D., 

Professor  and  Chairman, 

Department  of  Pathology, 

Medical  University  of 
South  Carolina,  Charleston, 

South  Carolina. 


Dr.  Robert  H.  Heptinstall,  an  authority  in  Kidney  Pathology  and  Professor  and 
Chairman  of  the  Department  of  Pathology  at  Johns  Hopkins,  gave  a presentation 
to  the  members  of  the  Society  on  findings  in  recent  studies  of  some  renal  diseases. 
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Antianxiety  effectiveness:  Demonstrated  in  a 
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judgment,  anxiety  has  been  reduced  to  tolerable, 
appropriate  levels. 

Effect  on  mental  acuity:  Usually  minimal  on 
proper  maintenance  dosage. 
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Before  prescribing,  please  consult  com- 
plete product  information,  a summary 
of  which  follows: 

Indications:  Relief  of  anxiety  and  tension 
occurring  alone  or  accompanying  various 
disease  states. 

Contraindications:  Patients  with  known 
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Warnings:  Caution  patients  about  possible 
combined  effects  with  alcohol  and  other 
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drugs,  caution  patients  against  hazardous 
occupations  requiring  complete  mental 
alertness  (e.g.,  operating  machinery, 
driving).  Though  physical  and  psychologi- 
cal dependence  have  rarely  been  reported 
on  recommended  doses,  use  caution  in 
administering  to  addiction-prone  individ- 
uals or  those  who  might  increase  dosage; 
withdrawal  symptoms  (including  convul- 
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drug  and  similar  to  those  seen  with  bar- 
biturates, have  been  reported.  Use  of  any 
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possible  hazards. 

Precautions:  In  the  elderly  and  debili- 


tated, and  in  children  over  six,  limit  to 
smallest  effective  dosage  (initially  10  mg 
or  less  per  day)  to  preclude  ataxia  or  over- 
sedation, increasing  gradually  as  needed 
and  tolerated.  Not  recommended  in  chil- 
dren under  six.  Though  generally  not 
recommended,  if  combination  therapy 
with  other  psychotropics  seems  indicated, 
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rage)  have  been  reported  in  psychiatric 
patients  and  hyperactive  aggressive  chil- 
dren. Employ  usual  precautions  in  treat- 
ment of  anxiety  states  with  evidence  of 
impending  depression;  suicidal  tenden- 
cies may  be  present  and  protective  mea- 
sures necessary.  Variable  effects  on  blood 
coagulation  have  been  reported  very 
rarely  in  patients  receiving  the  drug  and 
oral  anticoagulants;  causal  relationship 
has  not  been  established  clinically. 
Adverse  Reactions:  Drowsiness,  ataxia 
and  confusion  may  occur,  especially  in  the 


elderly  and  debilitated.  These  are  reversi- 
ble in  most  instances  by  proper  dosage 
adjustment,  but  are  also  occasionally  ob- 
served at  the  lower  dosage  ranges.  In  a 
few  instances  syncope  has  been  reported. 
Also  encountered  are  isolated  instances  of 
skin  eruptions,  edema,  minor  menstrual 
irregularities,  nausea  and  constipation, 
extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent  and 
generally  controlled  with  dosage  reduc- 
tion; changes  in  EEG  patterns  (low-voltage 
fast  activity)  may  appear  during  and  after 
treatment;  blood  dyscrasias  (including 
agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasion- 
ally, making  periodic  blood  counts  and 
liver  function  tests  advisable  during  pro- 
tracted therapy. 
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